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Sell-employed? 

THERE'S  STIUi  TIME 
TO  8ME  ON  1993  TOXE8. 

THE  T.  ROWE  PRICE  SEP-IRA  IS  AN  EASY  RETIREMENT  PLAN  THAT  SAVES 
YOU  MONEY  RIGHT  FROM  THE  START.  If  you  're  a small-business  owner  or  sole 
proprietor,  you  have  until  April  15,*  to  open  a SEP-IRA  and  save  on  your  1993  taxes.  Tax- 
deductible  contributions  can  be  made  up  to  the  lesser  of  15%  of  compensation  or  $30,000 
per  eligible  employee,  to  any  of  our  37  no-load  mutual  funds.  Whether  your  objectives  are 
conservative  or  aggressive,  you'll  find  investments  to  meet  your  retirement  goals. 

You’ll  save  valuable  time.  Setting  up  a SEP  IRA  is 
easy.  No  IRS  annual  filing  is  required  and  administra- 
tion is  minimal.  If  you  have  25  or  fewer  employees, 
you  can  offer  a salary  reduction  option — making  con- 
tributions simple  and  automatic. 

You’ll  keep  saving  with  a T.  Rowe  Price  SEP-IRA. 

Your  earnings  compound  tax-deferred  in  a SEP-IRA, 
so  your  retirement  savings  increase  at  a faster  rate 
than  they  would  in  a comparable  taxable  account. 

The  administrative  costs  of  SEP-IRAs  are  among  the 
lowest  of  any  employer-sponsored  retirement  plan. 

And,  now,  the  account  maintenance  fee  will  be 
waived  for  each  SEP-IRA  mutual  fund  account  with  a 
balance  of  $5,000  or  more. 

There's  still  time  to  save  on  1993  taxes  with  a 
T.  Rowe  Price  SEP-IRA.  Call  today  for  your  free  kit. 


SEP-IRA  BENEFITS 
AT  A GLANCE: 

□ April  15  setup  deadline* 

□ Tax-deductible 
contributions. 

□ Annual  contributions  up 

to  15%  of  compensation  per 
participant  ($30,000  limit). 

□ Earnings  compound 
tax-deferred. 

□ Low  administrative  costs. 

□ No  annual  IRS  filing. 

□ Salary  reduction  feature. 


Call  for  a free 
SEP-IRA  information  kit 

1-800-831-1375 


Invest  With  Confidence 

T.Roweftice 


Or  your  tax-filing  deadline.  Request  a prospectus  with  more  complete  information,  including  management  fees  and  other  charges  and  expenses.  Read  it  carefully  before  you  invest  or 
send  money.  T.  Rowe  Price  Investment  Services,  Inc.,  Distributor.  ' SEP021487 
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Some  of  the  finest 
medical  specialists 
in  New  Jersey 
work  in  our 
lending  department 

But  they  specialize  in  treating  doctors,  not  patients. 

In  fact,  our  Medical  Banking  Group  has  effectively  treated 
New  Jersey  physicians  to  well  over  $110  million  in  loans 
and  leases  for  starting  or  expanding  private  practices 
(part  of  a healthy  $512  million  we've  invested  in  the 
health  care  industry). 

And  along  with  the  money  it  takes  to  afford  those 
practices,  our  Medical  Banking  Group  has  been  providing 
the  financial  advice  it  takes  to  run  them.  Successfully. 

If  that’s  the  way  you’d  like  your  practice  to  run,  call 
Tom  Ferris  at  1-201-646-5858,  or  Norm  Buttaci  at 
1-609-987-3561. 


UNITED 
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THE  FAST  MOVING  BANK 
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Wound  Care  Center  of 

m CLARA  MAASS  HEALTH  SYSTEM,  INC. 
Sgim  36  Newark  Avenue.  Suite  318.  Belleville.  N.J.  07109 
(20! ) 430-0066 


ENGLEWOOD 

HOSPITAL  AND  MEDICAL  CENTER 

The  Wound  Care  Center 
350  Engle  Street,  Englewood,  NJ  07631  • (201)  894-3361 


Wound  Care  Center ' is  a registered  trademark  of  Curative  Technologies,  Inc.,  Setauket,  NY. 
Wound  Care  Centers  are  owned/operated  by  select  hospitals  affiliated  with  Curative 
Technologies,  Inc. 
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Only  the  Wound  Care  Center®  offers  a comprehen- 
sive outpatient  wound  management  program  pro- 
vided by  an  expert  team  of  physicians,  nurses,  and 
technicians.  Located  in  select  hospitals,  each  center 
provides  a treatment  program  that  includes: 

• wound  assessment  and  classification 

• vascular  studies 

• infection  control 

• aggressive  debridement 

• growth  factor  therapy 

• protective  devices 

• patient  education 

When  you  refer  your  patient  to  the  Wound  Care 
Center  you  will  remain  an  active  member  of  your 
patient's  health  management  team.  As  an  adjunc- 
tive therapeutic  service,  the  Wound  Care  Center 
assists  in  your  total  wound  management. 

To  refer  a patient  or  obtain  further  information, 
contact  the  Wound  Care  Center  nearest  you. 

Wound  Care  Center  • 

For  your  patients  with  wounds  that  won’t  heal. 
MORRISTOWN  MEMORIAL  HOSPITAL 

_V  95  MT.  KEMBLE  AVENUE  / MORRISTOWN.  NEW  JERSEY  07962 
(201)971-4550 

Mercer  Medical  Wound  Care  Center^ 
446  Bellevue  Avenue'Trenton,  NJ  08607 

Mercer  Medical  Center  (609)  695-0022 


Copyright  © 1993,  Curative  Technologies,  Inc.  All  rights  reserved. 


2 94  4001 


, ..Newjersey 

Medicine 

THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


Contributions 


Inaugural  address:  Health  care  reform  and  MSNJ 

Fred  M.  Palace,  MD 

387 

Presidential  address:  A year  in  review 

Joseph  N.  Micale,  MD 

390 

A practical  guide  for  prescribing  birth  control  pills 

Jerome  Abrams,  MD,  MPH 

393 

Radioiogy/pathology  conference:  UMDNJ-Robert  Wood  Johnson 
Medical  School 

John  L.  Nosher,  MD;  Christopher  Gribbin,  MD;  Paul  Smilow,  MD 

397 

Case  report:  Benign  chondrolipoma  of  the  female  breast 

Bernard  Peison,  MD;  Barry  Benisch,  MD;  Anthony  Tonzola,  MD 

401 

Part  1 : Memoirs  and  musings  of  a medic 

Stanton  H.  Sykes,  MD 

404 

Golden  Merit  Award  recipients 

Medical  Society  of  New  Jersey 

409 

Departments 

^ — - 

MSNJ  Newsletter  367 


Professional  Liability 

371 

Letters  and  Viewpoints 

375 

Editor’s  Desk 

379 

Guest  Editorial:  What  About  Xanax  "? 

383 

MSNJ  Auxiliary 

386 

Notebook 


~-i 


EWJERSEY 

EDICINE 


Fred  M.  Palace,  MD 
MSNJ  President 


Coronal  sections  of  kidneys, 
page  398. 


Trustees  Minutes 

412 

UMDNJ  Notes 

414 

New  Members 

414 

Placement  File 

416 

Annual  Meeting 

417 

In  Memoriam 

420 

Classified  Advertising 

422 

The  Cover 

Fred  M.  Palace,  MD,  is  the  202nd  president  of  the  Medical  Society  of  New  Jersey. 
His  inaugural  address  appears  on  page  387. 


364 


NEW  JERSEY  MEDICINE 


My  office 
really  got 
the  cure... 

...when  I found  The  Money 
Store.  I got  the  loan  I needed 
to  buy  my  building  and  stop 
leasing.  Now  I'm  operating 
in  the  black.  I didn't  need  a 
million  dollars,  but  they  can 
lend  that  much  for  commer- 
cial real  estate  And  give  up  to 
25-year  terms  and  up  to  100% 
loan-to- value.  No  balloons 
and  no  prepayment  penalties. 
No  other  lender  could  help  me 
like  The  Money  Store. 


For  prompt  & professional  service  please  contact: 

The  Monet  Store  * 

INVESTMENT  CORPORATION 


Southern  I\J  Central  I\J  Northern  I\J 

Don  Dietz  or  Ed  Narozny  Rosemary  Dente  Patrick  Toriello 

(609)  597-7987  or  (908)  281-6132  (201)  579-5322 

(609)  875-1395 

New  Jersey's  #1  SBA  Lender  is  also  America's  #1  SBA  Lender 
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Clinical  Challenge: 

Js  it  advisable  to  start  probenecid  for  goaty  arthritis 
in  a patient  taking  Bumex7 


CONTINUING  ~ Hoffmann-La  Roche/ 

nonnilPT  Leading  the  way  in 

nUUUu  I informed  health  care 

r |NFQRIV1ATIQN 


Bumex 

.brand of.  . , 

bumetamde 


BUMEX* 

brand  of  bumetanide 

0.5-mg,  1-mg  and  2-mg  scored  tablets 
2-mL  ampuls,  2-mL,  4-mLand 
10-mL  vials  (0.25  mg/mL) 

Before  prescribing,  please  consult  complete  product  information,  a summary  ot  which  follows: 


WARNING:  Bumex  (bumetanide)  is  a potent  diuretic  which,  if  given  in  excessive  amounts,  can  lead 
to  a profound  diuresis  with  water  and  electrolyte  depletion.  Therefore,  careful  medical  supervision  is 
required,  and  dose  and  dosage  schedule  have  to  be  adjusted  to  the  individual  patient’s  needs.  (See 
under  DOSAGE  AND  ADMINISTRATION  in  complete  product  information.) 


INDICATIONS  AND  USAGE:  Edema  associated  with  congestive  heart  failure,  hepatic  and  renal  disease, 
including  the  nephrotic  syndrome. 

Almost  equal  diuretic  response  occurs  after  oral  and  parenteral  administration  of  Bumex.  If  impaired 
gastrointestinal  absorption  is  suspected  or  oral  administration  is  not  practical,  Bumex  should  be  given 
by  the  intramuscular  or  intravenous  route. 

Successful  treatment  with  Bumex  following  instances  of  allergic  reactions  to  furosemide  suggests  a lack 
of  cross-sensitivity. 

CONTRAINDICATIONS:  Anuria.  Hypersensitivity  and  in  patients  in  hepatic  coma  or  in  states  of  severe 
electrolyte  depletion.  Although  Bumex  can  be  used  to  induce  diuresis  in  renal  insufficiency,  any  marked 
increase  in  blood  urea  nitrogen  or  creatinine,  or  the  development  of  oliguria  during  therapy  of  patients 
with  progressive  renal  disease,  is  an  indication  for  discontinuation  of  treatment. 

WARNINGS:  Dose  should  be  adjusted  to  patient's  needs.  Excessive  doses  or  too  frequent  administration 
can  lead  to  profound  water  loss,  electrolyte  depletion,  dehydration,  reduction  in  blood  volume  and  circu- 
latory collapse  with  the  possibility  of  vascular  thrombosis  and  embolism,  particularly  in  elderly  patients. 
Prevention  of  hypokalemia  requires  particular  attention  in  patients  receiving  digitalis  and  diuretics  for 
congestive  heart  failure,  hepatic  cirrhosis  and  ascites,  states  of  aldosterone  excess  with  normal  renal 
function,  potassium-losing  nephropathy,  certain  diarrheal  states,  or  other  states  where  hypokalemia  is 
thought  to  represent  particular  added  risks  to  the  patients. 

In  patients  with  hepatic  cirrhosis  and  ascites,  sudden  alterations  of  electrolyte  balance  may  precipitate 
hepatic  encephalopathy  and  coma.  Treatment  in  such  patients  is  best  initiated  in  the  hospital  with  small 
doses  and  careful  monitoring  of  the  patient's  clinical  status  and  electrolyte  balance.  Supplemental  potas- 
sium and/or  spironolactone  may  prevent  hypokalemia  and  metabolic  alkalosis  in  these  patients. 

In  cats,  dogs  and  guinea  pigs,  Bumex  has  been  shown  to  produce  ototoxicity.  Since  Bumex  is  about  40 
to  60  times  as  potent  as  furosemide,  it  is  anticipated  that  blood  levels  necessary  to  produce  ototoxicity 
will  rarely  be  achieved.  The  potential  for  ototoxicity  increases  with  intravenous  therapy,  especially  at  high 
doses. 

Patients  allergic  to  sulfonamides  may  show  hypersensitivity  to  Bumex. 

Rare  reports  of  thrombocytopenia;  observe  patients  regularly  for  possible  occurrence. 

PRECAUTIONS:  Measure  serum  potassium  periodically  and  add  potassium  supplements  or  potassium- 
sparing diuretics,  if  necessary.  Periodic  determinations  of  other  electrolytes  are  advised  in  patients  treat- 
ed with  high  doses  or  for  prolonged  periods,  particularly  in  those  on  low  salt  diets. 

Hyperuricemia  may  occur.  Reversible  elevations  of  the  BUN  and  creatinine  may  occur,  especially  with 
dehydration  and  in  patients  with  renal  insufficiency.  Bumex  may  increase  urinary  calcium  excretion. 
Diuretics  have  been  shown  to  increase  urinary  excretion  of  magnesium;  this  may  result  in  hypomagnesemia. 
Possibility  of  effect  on  glucose  metabolism  exists.  Periodic  determinations  of  blood  sugar  should  be 
done,  particularly  in  patients  with  diabetes  or  suspected  latent  diabetes. 

Patients  should  be  observed  regularly  for  possible  occurrence  of  blood  dyscrasias,  liver  damage  or  idio- 
syncratic reactions. 

Especially  in  presence  of  impaired  renal  function,  use  ot  parenterally  administered  Bumex  should  be 
avoided  in  patients  to  whom  aminoglycoside  antibiotics  are  also  being  given,  except  in  life-threatening 
conditions. 


For  additional 
product  information, 
call  1-800-526-6367 


BUMEX®  (bumetanide) 

Drugs  with  nephrotoxic  potential  and  bumetanide  should  not  be  administered  simultaneously. 

Diuretics  (such  as  Bumex)  reduce  the  renal  clearance  of  lithium  and  add  a high  risk  of  lithium  toxicity. 
.Lithium  should  generally  not  be  given  with  diuretics. 

^Probenecid  should  not  be  administered  concurrently  with  Bumex. 

‘Concurrent  therapy  with  indomethacin  not  recommended. 

Bumex  may  potentiate  the  effects  of  antihypertensive  drugs,  necessitating  reduction  in  dosage  of  these  drugs. 
Interaction  studies  in  humans  have  shown  no  effect  on  digoxin  blood  levels. 

Interaction  studies  in  humans  have  shown  Bumex  to  have  no  effect  on  warfarin  metabolism  or  on  plasma 
prothrombin  activity. 

Pregnancy:  Bumex  should  be  given  to  a pregnant  woman  only  if  the  potential  benefit  justifies  the 
potential  risk  to  the  fetus. 

Bumetanide  may  be  excreted  in  breast  milk. 

Pediatric  Use:  Safety  and  effectiveness  below  age  18  not  established. 

ADVERSE  REACTIONS:  Muscle  cramps,  dizziness,  hypotension,  headache  and  nausea,  and 
encephalopathy  (in  patients  with  preexisting  liver  disease). 

Less  frequent  clinical  adverse  reactions  are  weakness,  impaired  hearing,  rash,  pruritus,  hives,  electro- 
cardiogram changes,  abdominal  pain,  arthritic  pain,  musculoskeletal  pain  and  vomiting. 

Other  clinical  adverse  reactions  are  vertigo,  chest  pain,  ear  discomfort,  fatigue,  dehydration,  sweating, 
hyperventilation,  dry  mouth,  upset  stomach,  renal  failure,  asterixis,  itching,  nipple  tenderness,  diarrhea, 
premature  ejaculation  and  difficulty  maintaining  an  erection. 

Laboratory  abnormalities  reported  are  hyperuricemia,  azotemia,  hyperglycemia,  increased  serum 
creatinine,  hypochloremia,  hypokalemia,  hyponatremia,  and  variations  in  C02  content,  bicarbonate, 
phosphorus  and  calcium.  Although  manifestations  of  the  pharmacologic  action  of  Bumex,  these 
conditions  may  become  more  pronounced  by  intensive  therapy. 

Also  reported  have  been  thrombocytopenia,  deviations  in  hemoglobin,  prothrombin  time,  hematocrit, 
WBC  and  differential  counts.  There  have  been  rare  spontaneous  reports  of  thrombocytopenia  from 
postmarketing  experience. 

Diuresis  induced  by  Bumex  may  also  rarely  be  accompanied  by  changes  in  LDH,  total  serum  bilirubin, 
serum  proteins,  SGOT,  SGPT,  alkaline  phosphatase,  cholesterol,  creatinine  clearance.  Increases  in 
urinary  glucose  and  urinary  protein  have  also  been  seen. 

DOSAGE  AND  ADMINISTRATION: 

Oral  Administration:  The  usual  total  daily  dosage  is  0.5  to  2 mg  and  in  most  patients  is  given  as  a 
single  dose. 

Parenteral  Administration:  Administer  to  patients  (IV  or  IM)  with  Gl  absorption  problem  or  who  cannot 
take  oral.  The  usual  initial  dose  is  0.5  to  1 mg  given  over  1 to  2 minutes.  If  insufficient  response,  a second 
or  third  dose  may  be  given  at  2 to  3 hour  intervals  up  to  a maximum  of  1 0 mg  a day. 

HOW  SUPPLIED:  Tablets.  0.5  mg  (light  green),  1 mg  (yellow)  and  2 mg  (peach),  bottles  of  100  and  500; 
Prescription  Paks  of  30;  Tel-E-Dose®cartons  of  100.  Imprint  on  tablets;  0.5  mg — ROCHE  BUMEX  0.5; 

1 mg— ROCHE  BUMEX  1 ; 2 mg— ROCHE  BUMEX  2. 

Ampuls,  2 mL,  0.25  mg/mL,  boxes  of  ten. 

Vials.  2 mL,  4 mLand  10  mL,  0.25  mg/mL,  boxes  often. 

Store  all  tablets,  vials  and  ampuls  at  59°  to  86°  F. 


Roche  Laboratories 

A Member  of  the  Roche  Group 


Hoffmann-La  Roche  Inc. 

340  Kingsland  Street 
Nutley,  New  Jersey  07110-1199 
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COUNSELORS  AT  LAW 

C/^r?  A onafizec/  f/(ealt/i  Gtu+e  ^/eiya/  rSeiHrices 

• Development  of  managed  care  agreements  with  Individual  Practice  Associations, 
Preferred  Provider  Networks,  Health  Maintenance  Organizations  and  Commercial 
Insurers; 

• Advice  regarding  federal  and  state  laws  affecting  physicians'  practices,  laboratories,  joint 
ventures  and  reimbursement; 

• Representation  before  the  New  Jersey  Board  of  Medical  Examiners,  other  state  and 
federal  agencies; 

® Negotiation  in  the  sale  of  physician  practices  or  investment  interests  and  counseling 
on  fraud  and  abuse  problems. 

1044  Route  22  West 
Mountainside,  New  jersey  07092 
(908)  789-7977  (908)  789-9699  Fax 

A member  of  the  American  Medical  Association  (AMA)  Doctors  Advisory  Network 


Physicians  and  their  immediate  family  members 
can  receive  preferential  treatment 
in  mortgage  financing! 


The  AMA-Sponsored  Home  Mortgage  Program  is  provided  exclusively  by 
Prudential  Home  Mortgage  and  offers  Physicians  special  features  such  as: 


■ Loan  commitment*  before  you  begin  searching  for  a home 
that  can  improve  your  bargaining  power  with  sellers 

■ Low  down  payment  programs 


■ Zero  point  option 

■ Fast  loan  decisions,  often  within  24  hours** 

■ Full  refund  of  appraisal  cost  after  closing 
($360  or  more) 

■ Competitive  rates  on  a wide  variety  of 
mortgage  products 

■ Toll-free  application  process 

■ No-cost  60  day  interest  rate  lock 

Just  call...1 -800-443-8877 


Mortgage  counselors  are  available  to  assist  you  from 
8 a.  m.  to  midnight  (Eastern  time)  Monday  through  Friday. 

‘Your  loan  commitment  will  be  subject  to  the  terms  and  conditions  stated  in  your  commitment  letter  fa  this  program 


Prudential  Home  Mortgage^ 


"Eligibility  requirements  fa  the  24  hour  loan  decision  include:  Single  family  dwelling  only,  with  a $500,000  maximum  loan  amount.  Condos,  co-ops,  second  homes  and  investment  properties  are  excluded.  Also, 
because  your  loan  decision  is  not  subject  to  an  appraisal,  you  may  want  to  consult  your  legal  advisa  to  include  an  appraisal  contingency  in  your  purchase  contract.  Other  conditions  may  apply. 


© 1994  The  Prudential  Insurance  Company  of  America.  Ail  bans  are  aiginated  by  The  Prudential  Home  Mortgage  Company.  Inc.  The  Prudential  Home  Mortgage  Company,  Inc.,  8000  Maryland  Avenue,  Clayton, 
Missouri,  is  an  affiliate  of  The  Prudential  Insurance  Company  of  America,  doing  business  as  P.H  Mortgage  Company.  Inc.  in  Ohio  New  York  Office  Expressway  Executive  Center.  Inc.,  Suite  100,  48  South  Service 
Road,  Melville,  New  York  1 1747;  Arizona  BK  8408;  Florida  Licensed  Mortgage  Lender;  Illinois  Residential  Mortgage  bcensee;  Licensed  Mortgage  Banka/New  Jersey  Department  of  Banking;  Calif.  Broker/ Lender  All 
California  loans  will  be  made  pursuant  to  a California  Department  of  Corpaations  Consumer  Finance  Lender  license  or  Commercial  R nance  Lender  license.  Equal  Housing  Opportunity. 
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We  celebrate  the  90th  anniversary  of  New  Jersey  Medicine  with  a retrospective  look 
at  the  history  of  medicine  in  New  Jersey.  Cover:  Williams  & Philips 


Without  proper  legal  counsel,  your  practice  could  be  in  jeopardy. 


At  Kern  Augustine,  we  dedicate  our  practice  to 
counseling  health  professionals.  Whether  you  are 
structuring  business  agreements  or  need  expert  advice 
on  today’s  growing  maze  of  regulations,  we  can  help  you 
to  avoid  costly,  time-consuming  problems.  Unlike  most 
other  health  law  firms,  our  principal  interest  is 
representing  the  interests  of  physicians  — not  hospitals. 


And,  our  attorneys  offer  you  years  of  experience  and 
knowledge  in  the  field.  Because  of  this,  we  can  help  you 
capitalize  on  opportunities  unique  to  your  profession  — 
while  taking  careful  steps  to  avoid  risk.  To  profit  from  our 
expertise,  please 
call  our  nearest 
office  today. 


New  Jersey  (908)  704-8585  • New  York  City  (516)  326-1880  • Upstate  NY  (315)  682-6261 


Chicago  Affiliate  (312)  648-1  111 
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Not  just  when  you  have  a career- threatening  problem. 


Why  do  physicians  turn  to  Kern  Augustine  first  when 
they’re  faced  with  complex  legal  problems?  We’re 
acknowledged  experts  in  health  law.  Which  is  precisely  why 
you  should  also  rely  on  us  for  all  your  legal  counsel  — 
from  business  planning  and  contracting  to  insurance 
reimbursement  and  hospital  relations.  Unlike  most  other 
firms,  our  experienced  attorneys  work  principally  for 


physicians  and  other  health  professionals,  and  we  have 
helped  thousands  of  physicians  build  and  safeguard  their 
practices.  For  the  whole  story,  including  how  our  efficient 
expertise  can  help  your  practice  prosper  in  these  volatile 
times,  please  call  kb  * 

justine  Conro\ 


our  nearest  office. 


mann, 
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With  so  much  at  stake,  shouldn’t  you  be  represented  by  Kern  Augustine? 

The  sad  truth  is,  everything  you've  worked  for  can  all 
disappear  if  you’re  not  prepared  for  a government 
inquiry.  Which  is  why  if  you  or  your  practice  is  being 
investigated,  you  need  counsel  experienced  and 
thoroughly  knowledgeable  in  health  law.  At  Kern 
Augustine,  our  goal  is  always  to  help  you  reach  your 
goals  by  advising  you  on  managed  care,  risk  prevention, 


New  | e r s e y (908)  704-8585 


business  planning,  contracting  and  today's  growing 
maze  of  regulations.  Yet,  should  you  ever  face  career- 
threatening  litigation,  rest  assured  that  our  expertise 
can  help  you  feel  as  if  your  problems  have  disappeared. 
For  more  reassuring 
details,  please  call. 


t Augustine  Conroy 
Schoppmann,  RC. 
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Violence  claims  attention  as  a leading  public  health  concern.  This  special  issue  is 
devoted  to  violence  in  New  Jersey.  Cover:  Jean  Hough. 
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With  so  much  at  stake,  shouldn’t  you  be  represented  by  Kem  Augustine? 


The  sad  truth  is,  everything  you’ve  worked  for  can  all 
disappear  if  you’re  not  prepared  for  a government 
inquiry.  Which  is  why  if  you  or  your  practice  is  being 
investigated,  you  need  counsel  experienced  and 
thoroughly  knowledgeable  in  health  law.  At  Kern 
Augustine,  our  goal  is  always  to  help  you  reach  your 
goals  by  advising  you  on  managed  care,  risk  prevention, 


business  planning,  contracting  and  today’s  growing 
maze  of  regulations.  Yet,  should  you  ever  face  career- 
threatening  litigation,  rest  assured  that  our  expertise 
can  help  you  feel  as  if  your  problems  have  disappeared. 
For  more  reassuring 
details,  please  call. 


n Augustine  Conroy 
Schoppmann,  P.C. 


New  Jersey  (908)  704-8585 


You’ve  worked  hard 


Now  the  Government  is  investigating 
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COST  SAVINGS  OFFERED  FOR  MANAGEMENT  CONSULTING 


With  the  pressing  demand  for 
management  and  marketing  ex- 
pertise in  this  changing  environ- 
ment, Button  Associates,  the  con- 
sulting firm  endorsed  by  MSNJ, 
is  launching  a unique  service,  The 
Sentinel  Program,  designed  to 
enable  physicians  access  to  these 
services  at  substantial  savings. 


The  enrollment  period  for  MSNJ 
members  will  end  on  January  15, 
1994.  As  membership  will  be 
limited,  MSNJ  members  are  en- 
couraged to  watch  the  mail  for 
membership  information  or  to  call 
Button  Associates  at  609/ 
722-0555  or  201/984-1551. 


ANNUAL  INTENSIVE  BIOETHICS  CONFERENCE 


The  Citizens’  Committee  on 
Biomedical  Ethics,  the  Hastings 
Center,  Rutgers  University,  the 
University  of  Medicine  and  Den- 
tistry, the  Acadia  Institute,  the 
New  York  Citizens’  Committee 
on  Health  Care  Decisions,  and 
the  Citizens  for  Informed  De- 
cisions in  Healthcare  of  Penn- 
sylvania will  be  holding  the  Sec- 
ond Annual  Intensive  Bioethics 
Conference  from  April  15  to  18, 
1994,  at  the  Sheraton  Tara  Hotel 
in  Parsippany. 

This  conference  is  designed  for 
physicians,  nurses,  allied  health 
professionals,  lawyers,  chaplains, 
social  workers,  patient  represen- 
tatives, and  others  in  related 
fields  having  an  interest  in  ethics 
and  its  application  to  medicine. 
Attendees  will  learn  about  the 
nature  and  language  of  ethics  as 
they  address  topics  such  as 


medicine  and  the  law,  the  de- 
velopment of  end-of-life  guide- 
lines, the  role  of  surrogate 
decision  makers,  the  impact  of  ad- 
vance directives,  the  influence  of 
health  care  reform  on  the  just  dis- 
tribution of  resources,  cultural 
diversity  and  its  affects  on  the 
care  of  the  terminally  ill,  and  the 
use  of  mediation  techniques  in 
resolving  conflicts  in  an  institu- 
tional setting. 

Led  by  an  outstanding  faculty 
of  national  repute,  participants 
will  attend  lectures  and  small 
group  workshops.  The  conference 
fee  is  $395  for  individuals,  and 
$350  for  institutions  sending 
three  or  more  registrants.  The  fee 
includes  a Friday  evening  ban- 
quet, continental  breakfasts,  and 
Ethics  Resource  Handbook.  For 
further  information,  please  call 
908/277-3858. 


HOSPITAL  BYLAWS  MERIT  ATTENTION 


New  Jersey  physicians  should 
be  wary  of  hospitals’  changes  in 
bylaws,  attorney  Steven  I.  Kern 
has  alerted  MSNJ.  Mr.  Kern  re- 
minds MSNJ  members  that 
hospital  bylaws  constitute  an  en- 
forceable contract  in  New  Jersey. 

In  particular,  Mr.  Kern  is  con- 
cerned about  some  hospitals’  ef- 
forts to  remove  credentialing  and 
hearing  provisions  from  bylaws. 
This  change  weakens  the  en- 
forceability of  the  provisions, 
could  lead  to  additional  unilateral 
changes,  and  violates  guidelines 


of  the  Joint  Commission  on  Ac- 
creditation of  Healthcare  Or- 
ganizations. 

The  AMA  strongly  recom- 
mends that  medical  staffs  retain 
independent  counsel  before  ac- 
quiescing to  bylaw  changes. 
Model  bylaws  are  available  to 
MSNJ  members  at  no  charge.  For 
more  information,  contact  MSNJ 
Executive  Director/General 
Counsel  Vincent  A.  Maressa,  JD, 
at  609/896-1766,  or  Mr.  Kern  at 
908/704-8585. 
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FORUMS  ON  FREE  CHOICE 


DRAW  KEY  FIGURES 


Two  forums  jointly  sponsored 
by  the  American  Medical  Associa- 
tion (AM  A)  and  the  Medical 
Society  of  New  Jersey  (MSNJ) 
sparked  debate  about  the  proper 
role  of  patients’  choice  of  a physi- 
cian under  health  reform.  Pic- 
tured are  panelists  at  the  October 
29,  1993,  forum  in  Teaneck  (left 


on  Health  and  Human  Services; 
New  Jersey  Hospital  Association 
Board  Chairman  Michael  Azzara; 
State  Health  Commissioner 
Bruce  Siegel,  MD,  MPH;  MSNJ 
President  Joseph  N.  Micale,  MD; 
and  moderator  Robert  Sommer  of 
MWW/Strategic  Communica- 
tions. 


MEDICAL  SOCIETY  OF  NEW  JERSf 
AMERICAN  MEDICAL  ASSOCIATION 

"[Ji'calcnt  of  Choice  injiailtlum 


to  right):  Paul  Gross,  representing 
the  Commerce  and  Industry  As- 
sociation of  New  Jersey;  State  As- 
semblyman Nicholas  Felice,  vice- 
chair of  the  Assembly  Committee 


The  second  forum  took  place 
December  2,  1993,  in  Princeton. 
A report  on  free  choice  will 
emerge  from  the  program. 


MEDICAL  WASTE  ENFORCEMENT 


Inspections  of  the  medical 
waste  management  practices  of 
17,000  New  Jersey  health 
professionals  have  been  con- 
cluded, and  approximately  1,000 
such  “waste  generators”  have 
been  cited  for  state  violations,  re- 
ports an  environmental  lawyer 


formerly  employed  by  the  state. 
Albert  I.  Telsey  of  Newark  adds 
that  the  average  penalty  is  about 
$9,000,  but  that  fines  are 
negotiable.  Physicians  have  20 
days  after  receiving  a penalty 
notice  to  make  a request  in  writ- 
ing for  an  administrative  hearing. 


AUXILIARY  PAST-PRESIDENT'S  SPEECH  PUBLISHED 


What  do  the  president  of 
Merck  & Co.,  the  executive  vice- 
president  of  Prudential  Insurance 
Company,  the  chief  executive  of- 
ficer of  Johnson  & Johnson,  and 
MSNJ  Auxiliary’s  Past-President 
Marion  H.  Geib  have  in  common? 


All  delivered  speeches  were 
reprinted  in  the  latest  issue  of 
Executive  Speeches,  an  interna- 
tionally distributed  journal.  Mrs. 
Geib’s  1992  inaugural  address 
was  entitled,  “One  Step  at  a 
Time.” 


AMA  TOBACCO  REPORT  ISSUED 


“Tobacco  Use:  An  American 
Crisis  is  the  name  of  an  eagerly 
awaited  116-page  report  issued  by 
the  American  Medical  Associa- 


tion. The  report  summarizes 
proceedings  of  a January  1993 
conference. 
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Take  Home 
A Piece  Of  History 


Investment  quality, 
guaranteed  authentic  autographs, 
documents,  photographs  and  memorabilia 


(Recdktim  1 


The  Galleria 

2-40  Bridge  Ave.,  Bldg.  #3 
Red  Bank,  NJ 

(908)  747-3858 


Gallery  Hours: 

Mon. -Sat.  10  a.m.-9  p.m. 
Sun.  12  noon-6  p.m. 
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SOMETIMES  THE 

BEST 

DEAL 

IS  THE  ONE  YOU'VE 
ALREADY  GOT. 


At  the  Medical  Inter-Insurance  Exchange  (MMX), 
we’re  proud  that  98  percent  of  our  9,000  insured 
physicians  renew  their  policies  each  and  every 
year.  With  such  an  outstanding  track  record,  we 
must  be  doing  something  right. 

Perhaps  it’s  our  innovative  products,  such  as 
our  new  $500,000  HIV  benefit  that  provides 
income  protection  for  physicians  who  become 
HIV  positive.  We  are  the  only  professional 
liability  insurer  in  the  state  of  New  Jersey  to  offer 
this  coverage,  which  is  provided  at  no  additional 
premium  charge. 

Or  maybe  it’s  our  commitment  to  service, 

which  includes  24-hour  customer  assistance  and 
a claims  staff  that’s  the  best  in  the  industry.  Our 
insureds  know  that  MIIX  makes  sense  finan- 
cially, too,  considering  our  outstanding  discounts 
for  new  and  part-time  practitioners.  We  also 
offer  flexible  premium  payment  plans. 


Because  MIIX  is  a physician-owned  company, 

you  can  be  assured  that  everything  we  do  is 
designed  with  your  best  interests  in  mind.  So  if 
you’re  already  insured  by  MIIX,  we  thank  you  for 
your  support  and  we  welcome  your  suggestions 
on  how  we  can  serve  you  even  better  in  the 
future.  And  if  you’re  not  insured  by  us,  call  today 
so  you  can  join  your  peers  who  are  already 
benefiting  from  the  MIIX  difference. 


800.234.MIIX 


Medical  Inter-Insurance  Exchange 

Two  Princess  Road  • Lawrenceville,  New  Jersey  • 08648 
855  Valley  Road  • Clifton,  New  Jersey  • 07013 
Telephone:  800.234.6449  FAX:  609.896.3041 


PROFESSIONAL  LIABILITY 


Wrongful  life  actions  con- 
tested. Wrongful  life  suits  are 
wrong,  suggest  the  American 
Medical  Association  and  the  Cali- 
fornia Medical  Association.  The 
associations  have  told  the  Golden 
State’s  Supreme  Court  that  such 
actions,  based  on  alleged  provider 
negligence  in  failing  to  prevent 
births  of  defective  newborns, 
push  the  full  cost  of  treating  birth 
defects  onto  providers  who  did 
nothing  to  cause  them. 

At  bar  is  a case  in  which  a baby 
was  born  with  spina  bifida  after 

Health  spending  up.  Pressure 
for  national  health  system  reform 
may  escalate,  if  that  is  possible,  as 
a result  of  the  latest  word  from 
the  Congressional  Budget  Office 
(CBO).  Unless  reforms  are 

Emergency  department  pa- 
tient supervision.  Dehydration, 
dizziness,  and  weakness  accom- 
panied a man  in  his  mid-40s  to  a 
hospital  emergency  department. 
The  patient,  a victim  of  food 
poisoning,  was  escorted  into  a 
lavatory  by  a physician,  who 

Unexpected  survival  of  baby. 
During  the  26th  week  of  gesta- 
tion, a woman  presented  to  an 
obstetrician  in  active  labor,  with 
dilation  of  6 cm.  In  a subsequent 
New  Jersey  malpractice  suit,  the 
patient  alleged  that  the  physician 
advised  her  that  the  baby  could 
not  survive  and  sent  her  across 
the  street  to  a hospital.  Upon  de- 
livery, the  baby  was  gasping  for 
breath  for  ten  minutes  until  a 
pediatrician  arrived  and  was  said 
to  have  resuscitated  the  baby. 

At  age  10,  the  child  was  com- 
pletely blind  in  one  eye  and  the 
acuity  of  the  other  eye  was  com- 
promised, with  susceptibility  to 


the  defendant  providers  allegedly 
failed  to  inform  the  mother  that 
a blood  sample  had  been  unsuit- 
able for  testing.  The  trial  court 
dismissed  the  case,  the  Court  of 
Appeal  reversed  and  ordered  a 
new  trial,  and  the  state’s  high 
court  was  considering  whether  to 
review  the  Court  of  Appeal’s  de- 
cision. 

California  and  New  Jersey  are 
two  in  a trio  of  states  that  permit 
wrongful  life  suits.  The  other 
state  is  Washington  State. 

Alternative  dispute  resolution 

enacted,  reports  the  CBO,  per 
capita  spending  on  health  care 
will  more  than  double,  rising  from 
$3,358  to  approximately  $7,000, 
during  the  ten  years  from  1993  to 
2003. 

found  the  patient  physically 
stable.  Later,  though,  the  emer- 
gency department  staff  permitted 
the  patient  to  make  a second  visit 
without  help  to  the  lavatory, 
where  he  fell  while  vomiting. 

In  a malpractice  action  brought 
in  New  Jersey,  the  patient  con- 

further  damage,  as  a result  of  con- 
genital retrolental  fibroplasia.  The 
child  was  progressing  normally  in 
school,  yet  some  degree  of 
cognitive  deficit  was  alleged. 

Negligence  was  claimed  in  the 
physician’s  failure  to  monitor  the 
delivery  or  arrange  for  the  im- 
mediate presence  of  a pediatri- 
cian. The  plaintiff  s expert  main- 
tained that  the  hypoxic  insult 
caused  a brain  hemorrhage  that, 
in  turn,  led  to  the  eye  and 
possible  cognitive  problems. 

But,  an  ophthalmologist  and 
perinatologist  asserted  for  the  de- 
fense that  the  eye  condition,  also 
known  as  retinopathy  of  prema- 


taught.  On  March  31,  1993,  the 
Program  for  Health  Care  Negotia- 
tion and  Conflict  Resolution  of 
the  Boston  University  School  of 
Public  Health  will  conduct  a 
seminar  for  physicians  entitled, 
“Managed  Care  Battles:  Re- 

negotiating Medical  Relations.’  A 
brochure  for  the  program  notes 
that  negotiation  is  a learned  skill. 

For  more  information  contact 
the  program  at  Suite  600,  720 
Harrison  Avenue,  Boston,  Massa- 
chusetts 02118,  telephone  617/ 
638-7790,  FAX  # 617/638-5374. 

And,  add  the  budget  watchers, 
health  expenditures  will  consume 
18  percent  of  the  gross  domestic 
product  by  the  turn  of  the  cen- 
tury— unless  new  cost  contain- 
ment measures  take  root. 


tended  that  the  fall  caused  a 
permanent  slight  limp  and  some 
limits  on  recreation.  The  physi- 
cian and  nurse  were  negligent,  he 
argued,  in  failing  to  assure  ade- 
quate supervision.  The  jury  found 
for  the  defendants. 


turity,  is  a common  complication 
of  preterm  birth  unrelated  to 
negligence.  The  defense  experts 
contended  that  the  care  was 
proper  and  denied  that  the  child 
had  a cognitive  deficit. 

Immediately  before  trial  the 
case  was  settled  for  $450,000. 
This  substantial  recovery  was  at- 
tributed by  commentators  to  fear 
on  the  part  of  the  defense  that  a 
jury  would  be  drawn  to  the  defen- 
dant’s belief  that  the  child  would 
not  survive.  This  belief  could  be 
seen  to  predispose  the  physician 
to  fail  to  provide  appropriate  care. 
□ James  E.  George,  MD,  JD,  and 
Neil  E.  Weisfeld,  JD,  MSHyg 
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• Easy  to  use  Electronic  Medical  Administration  System 
For:  solo,  group  and  multi-specialty  practices 

• Direct  Electronic  Claims  Submission  to  all  participating 
Insurance  Companies  and  HMOs 

• Faster  payment  reimbursement 

• Fee  for  service,  fee  per  visit,  fee  per  patient 

FOR  A FREE  DEMO  IN  YOUR  OFFICE  CALL:  1-800-364-8909 

TechPlus  Systems,  Inc.  99  University  Place,  10th  FI.,  New  York,  N.Y.  10003 
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NEW  JERSEY  MEDICINE 


LETTERS  AND  VIEWPOINTS 


NEUROGENETIC  RESEARCH 


July  28,  1978,  was  a warm  sum- 
mer night.  After  leaving  my 
emergency  room  post  at  mid- 
night, I travelled  30  miles  to 
another  hospital.  After  a cesarean 
section,  my  wife  delivered  a baby. 
I was  told  “congratulations’  and 
the  nurse  handed  me  my  son, 
carefully  wrapped  up.  It  was  a 
happy  occasion  to  have  a second 
child.  I called  all  of  our  close  rel- 
atives and  friends  and  distributed 
cigars. 

Those  smiles  started  fading 
when  our  son  did  not  crawl  or 
stand.  Pediatricians  informed  my 
wife  and  me  that  he  had  delayed 
milestones  and  we  should  wait. 
But,  being  doctors,  we  found  no 
satisfaction  in  those  words.  After 
several  specialists  and  three  major 
university  hospital  admissions,  we 
were  given  the  diagnosis  of 
Hallervorden-Spatz  disease,  with 
a poor  prognosis  and  a genetic- 
connection.  Our  son  was  five 
years  old.  By  then,  our  third 
child,  a daughter,  was  born  on 
September  22,  1983. 

A literature  search  and  reading 
of  materials  regarding  this  disease 
began  and  did  not  end  until 
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further  searching  yielded  no  new 
material.  We  contacted  every 
major  institution  and  research 
facility  remotely  involved  in  the 
field  of  neurogenetics;  the  search 
was  in  vain. 

Treatment  and  prayers  did  not 
work.  Our  son’s  last  two-and-one- 
half  years  were  spent  at  home  in 
a hospital  bed  with  24-hour  nurs- 
ing care  until  his  death  in 
February  1989.  He  left  his  youn- 
ger sister  behind,  affected  by  the 
same  disorder. 

My  worst  day  as  a doctor  and 
father  was  when  my  daughter  was 
sitting  in  my  lap  and  the  techni- 
cian was  performing  an  eleetro- 
retinogram.  Having  been  edu- 
cated by  my  son’s  disease,  I rec- 
ognized the  missing  rods  confirm- 
ing the  diagnosis.  I told  my  wife 
the  news  before  the  physician’s 
arrival. 

We  read  literature  on  ethics 
and  religion  for  guidance.  Finally, 
our  son’s  suffering  and  our 
medical  background  came  to  our 
rescue.  We  cared  for  our 
daughter  with  comfort,  love,  and 
devotion  until  she  succumbed  to 
pneumonia  at  home. 


The  experience  has  made  us 
better  doctors  and  human  beings. 
We  have  stored  the  blood  and 
tissues  from  our  departed  chil- 
dren and  other  relatives  with  the 
hopes  of  providing  materials  to 
researchers  in  the  field;  currently, 
we  have  been  unsuccessful  in 
locating  interested  researchers. 

We  wish  that  God  could  give 
us  another  lifetime,  as  physicians 
in  neurogenetic  research. 

We  have  not  abandoned  hope 
yet.  We  have  adopted  two  beauti- 
ful sons  and  are  encouraging  our 
older  daughter  to  become  a doc- 
tor and  specialize  in  the  field  of 
neurogenetics  research. 

If  we  were  living  in  a remote 
town  of  India  and  had  this  ex- 
perience, we  would  want  to  un- 
derstand our  children’s  disease 
and  bring  them  to  America  for 
treatment. 

We  are  thankful  to  God  for  pro- 
viding us  with  the  capability  to 
understand  our  children’s  disease 
and  for  providing  American 
medicine  for  our  children.  □ Ra- 
jendra  Prasad  Gupta,  MD,  and 
Vinod  K.  Gupta,  MD 
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RockBank 

FILLS  THE 
PRESCRIPTION 


FOR  PROFESSIONAL 


FINANCING  NEEDS 


• UP  TO  100%  FINANCING  I REFINANCING  ON  OFFICE  CONDOS  & BUILDINGS  WITH  TERMS  UP  TO  25  YEARS 

(when  owner  occupies  at  least  51%  of  the  premises) 

• EQUIPMENT,  FURNITURE  & FIXTURES  FINANCING  WITH  TERMS  UP  TO  10  YEARS 

• COMMERCIAL  REVOLVING  CREDIT  LINES  WITH  NO  ANNUAL  CLEANUP  REQUIRED 

In  1992,  RockBank  received  the  SBA's  Award  for  Excellence  for  making  more  SBA  loans  to  more  businesses  than  any  bank  in  New  Jersey. 
Bauer  Financial  Reports  of  Florida  rated  RockBank's  capital  strength  with  four  stars. 

Small  business  expertise  and  capital  strength  make  RockBank  your  only  source  for  financing.  Call  today 
to  arrange  for  one  of  our  small  business  professionals  to  visit  you  and  discuss  your  financing  needs. 


MEMBERFDIC 

AN  EQUAL  OPPORTUNITY.  EQUAL  HOUSING  LENDER 
© 1993,  RockBank 


TOLL 
FREE 
IN  NJ 


1-800-722-6772  or  (908)  789-8830 


Yf  ■ ...V  V,..  ~ :L'  I . : ..  .aBjSfi  . 'L  ..  WSt.iSL  .,L  WZ  ...  SIE  ..  • 

COLLECTION 

S-E-H* 

1-800-532-6666 


Reporting  To:  TRW  • Transunion  • CBI/Equifax 


No  Fees  Higher  Than  25%. 

No  Fees  Paid  On  Amounts  Uncollected. 


A 
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NEW  JERSEY  MEDICINE 


EDITOR’S  DESK 


HAPPY  NEW  YEAR  OF  HEALTH  REFORM 


I had  planned  to  pen  an 
editorial  about  preventive  care  re- 
lating to  Dr.  Donald  Louria’s 
article  in  this  issue  of  NEW  JERSEY 
MEDICINE,  but  today’s  mail,  on 
the  day  before  Thanksgiving,  has 
caused  my  hackles  to  rise  and, 
thus,  this  editorial.  Charles  B.  In- 
lander, president,  People’s 
Medical  Society  of  Allentown, 
Pennsylvania,  has  sent  me  a letter 
addressed  to  “Dear  Friend  of  the 
People’s  Medical  Society.’  He 
will  find  me  no  “friend  of  his 
propaganda. 

He  says,  “The  Clinton  proposal 
has  made  health  care  reform  the 
domestic  policy  issue  of  the  day. 
The  stakes  are  sky-high — your 
health  care  and  America’s  medical 
future  are  up  for  grabs.’  He  is,  of 
course,  right  on  target  with  this 
statement.  He  also  is  correct 
when  he  describes  the  “free-for- 
all  now  underway  in  Washington, 
DC,”  and  says  “the  actions  taken, 
the  decisions  made  in  the  coming 
days,  weeks,  and  months  will 
forever  change  the  course  of 
health  care  for  every  man, 
woman,  and  child  in  America.” 

But  as  I continue  to  read,  the 
inaccuracies,  accusations,  and  in- 
nuendos become  annoying  and 
then  infuriating.  To  begin,  he  says 
that  President  Clinton  is  the  first 
one  ever  to  give  national  health 
policy  serious  attention.  Where 
has  Mr.  Inlander  been— in  a his- 
torical vacuum?  Every  president, 
from  FDR  on,  has  given  health 
matters  “serious  attention.”  Does 
he  think  that  failure  to  obtain  na- 
tional socialized  medicine  denotes 
a lack  of  serious  interest? 

He  then  boldly  asserts  the 
quality  of  health  care  has  de- 
teriorated and  consumers  have 
less  and  less  impact  in  directing 
their  care.  I wonder  where  he  has 
received  his  health  care — in 
Russia,  Canada,  Germany,  or  Aus- 


Howard  D.  Slobodien,  MD 


tralia?  How  about  Uganda?  No? 
Perhaps  Bangladesh?  Does  he  re- 
ally dispute  the  pre-eminence  of 
American  medicine  as  the  world 
leader  in  patient  care  and  the 
fountainhead  of  medical  educa- 
tion since  World  War  II?  Doesn’t 
he  understand  how  today’s  pa- 
tients must  participate  in  decision 
making,  even  when  they  might 
prefer  to  have  physicians  relieve 
them  of  those  burdens?  Most 
states,  including  New  Jersey, 
have  placed  informed  consent  in 
the  patient’s  lap;  the  information 
given  must  relate  to  the  patient’s 
understanding,  not  to  that  of  the 
doctor. 

Most  upsetting  and  pernicious 
is  Mr.  Inlander’s  diatribe,  “Why 
haven’t  more  details  and  greater 
consumer  protections  been  built 
into  the  plan?  The  answer  is  quite 
simple — the  medical  industry  has 
had  the  greatest  input  into  the 
plan.  In  closed-door  meetings 
with  the  president,  with  Mrs. 
Clinton,  and  with  their  health 
care  advisors,  the  special  interests 
have  been  coddled  and  catered  to 


and  the  consumers  have  been  all 
but  shut  out.  It  is  NO  WONDER 
that  doctors  do  not  have  to  make 
sacrifices  under  this  plan.” 

It  is  no  secret  to  any  of  you 
who  have  spoken  or  listened  to 
me  to  know  that  I have  great  mis- 
givings about  the  future  of  private 
medical  practice  under  many  of 
the  health  care  reform  proposals 
being  considered  and  that  the 
adoption  of  some  of  these 
proposals  may  precipitate  my  ex- 
odus from  practice.  It  also  is 
startling  to  note  the  number  of 
my  colleagues  who  will  have  re- 
tired from  medicine  in  1993;  I am 
sure  it  is  a record  number,  only 
to  be  surpassed  in  1994  and 
subsequent  years.  But  Mr.  In- 
lander probably  would  consider 
these  departures  as  mere  aberra- 
tions, not  related  at  all  to  the  de- 
leterious effects  of  governmental 
intrusions  on  physicians  lives  and 
the  inability  of  physicians  to 
participate  meaningfully  in  the 
process.  He  does  not  have  the 
faintest  understanding  that  part  of 
our  frustration  relates  to  the  im- 
potence we  felt,  and  feel,  when 
Hillary  Clinton  all  but  shuts  us 
out  of  the  basic  deliberations,  say- 
ing, in  essence,  that  medicine  is 
too  important  to  be  left  to  the 
physicians  — a myth  of  heroically 
false  proportions.  Who,  then,  are 
the  sacrificial  lambs?  As  Vincent 
A.  Maressa,  JD,  noted,  in  speak- 
ing to  the  MSNJ  Board  of  Trust- 
ees on  November  21,  1993,  “The 
government  and  the  carriers  are 
jockeying  with  each  other  and  are 
in  a state  of  flux,  while  patients 
and  physicians  are  spinning 
around  in  the  middle.”  I agree 
and  hope  that  Mr.  Inlander  can 
begin  to  understand  that  only  the 
patient  and  the  doctor  have  truly 
common  interests. 

Dr.  David  Mirvis,  in  The  New 
England  Journal  of  Medicine  of 
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May  6,  1993,  said,  “The  medical 
profession,  although  only  one  of 
several  groups  with  an  interest  in 
health  care,  does  have  a special 
interest.  Whatever  decisions  are 
made,  the  medical  profession  will 
bear  much  of  the  responsibility 
for  implementing  them.  . . . Physi- 
cians should  thus  be  the  patient’s 
advocate  for  things  determined  on 
the  basis  of  professional 
knowledge  to  be  in  the  patient’s 
best  interest. 

Dr.  Arnold  M.  Epstein, 
domestic  policy  advisor  for  health 
care  to  the  Clinton  adminis- 
tration, on  leave  from  the  Harvard 
Medical  School  and  the  Harvard 
School  of  Public  Health,  wrote  in 
the  November  25,  1993,  issue  of 
the  same  journal,  “Physicians  oc- 
cupy a pivotal  position  in  the 
health  care  system.  Economist 
Victor  Fuchs  has  called  them  the 
captain  of  the  ship,  responsible 
for  the  large  majority  of  decisions 
that  direct  the  treatment  of  pa- 
tients and  determine  what  hap- 
pens to  them.  Physicians  also  un- 
derstand the  health  care  system 
as  no  one  else  can.  They  know 
when  the  system  works  and  when 
it  fails.’ 

Perhaps  I am  being  unfair  to 
Mr.  Inlander.  He  may  not  be 
venal,  only  misinformed.  If  so, 
maybe  editorials  like  this  one  can 
help  to  educate  him.  Some  of  his 
ideas  are  our  ideas.  All  doctors 
and  their  families  are  consumers 
(patients)  too,  and  the  health  care 
that  is  good  for  them  is  good  for 
all  Americans.  Most  of  all,  physi- 
cians, as  a group,  are  the  most 
moral  of  all  professionals.  If  we 
were  allowed,  by  the  Federal 
Trade  Commission  and  other 
groups,  we  could  clear  out  the 
dead  wood,  help  to  contain  costs, 
maintain  or  even  improve  quality, 
and  be  a true  partner  to  the  gov- 
ernment in  assuring  access  and 
coverage. 

No  one  claims  that  medicine  is 
without  fault;  it  can  never  be  a 
perfect  science.  But  physicians 
are  more  accountable  than 
others  — to  licensing  boards,  ac- 
crediting boards  and  councils  and 


committees,  review  organizations 
(local,  state,  and  federal),  and  re- 
gulatory bodies  and  their  peers. 
As  noted  by  Edmund  Pellegrino, 
medicine  has  a special  moral 
character  because  of  “the  human 
experience  of  illness,  the  kind  of 
decision  and  action  that  healing 
requires,  and  the  trust  that  heal- 
ing entails.  The  vast  majority  of 
physicians  can  be  expected  to  act 
properly,  with  moral  integrity  and 
ethical  resolve  that  other 
professions  can  only  envy,  not 
emulate.  We  need  the  opportuni- 
ty to  act  in  the  best  interests  of 
our  patients  and  society,  to  main- 
tain medicine  as  the  guardian  of 
service  with  altruism.  No  other 
group  can  do  this.  If  this  is  self- 
interest.  Amen! 

So,  Mr.  Inlander,  when  you 
state,  “The  doctors  are  lobbying 
for  less  accountability,’’  you  have 
it  entirely  backward.  We  want 
more  accountability.  Give  us  the 
tools  and  the  responsibility  and 
we  can  show  you  a different 
world — one  to  your  liking.  Do 


you  prefer  to  put  your  trust  in  a 
government  with  the  efficiency  of 
the  Postal  Service  and  the  com- 
passion of  the  Internal  Revenue 
Service?  (Aesop  noted  in  600  B.C., 
“We  hang  the  petty  thieves,  but 
appoint  the  great  ones  to  public 
office.”)  Or  do  you  prefer  to  have 
economists  devoid  of  any 
knowledge  of  good  patient  care 
determine  how  you  and  yours  will 
be  treated?  We  are  well  on  our 
way  to  that  end.  It  can  be 
changed.  D Howard  D.  Slobo- 
dan, MD 

There  are  two  modes  of 
establishing  our  reputation;  to 
be  praised  by  honest  men,  and 
to  be  abused  by  rogues. 

Charles  Caleb  Colton, 
Lacon,  1825 

Necessity  is  not  an 
established  fact,  but  an  in- 
terpretation. 

Nietzche, 
The  Will  of  Power,  1888 
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BY  THE  TIME  YOU  READ  THIS 
MOST  PHYSICIANS  WILL  BE  IN 
THE  46%  BRACKET.  YOU  HAVE 
AN  ALTERNATIVE  TO  GIVING  UP 
HALF  YOUR  LIVELIHOOD.  THE  N.J. 
ENDORSED  *V.E.B.A.  PLAN  BECAME 


THAT  ALTERNATIVE  WHEN 
I.R.S.  APPROVED  OUR  TRUST. 
MOST  PHYSICIANS  IN  THE  TOP 
BRACKET  WILL  PAY  $40,000 
MORE  IN  FEDERAL  INCOME  TAX. 
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YOUR  CHOICE : SEND  $4C,CCC 
MCBE  TC  THEM,  CD  USE  IT 
EBB  yClICSELE  TC  CDEN 
yCHC  V.E.B.A. 


•VOLUNTARY  EMPLOYEE  BENEFICIARIES  ASSOCIATION 


THE  KIRWAN  COMPANIES 

402  MIDDLETOWN  BLVD.,  SUITE  202 
LANGHORNE,  PA  19047 
(215)  750-7616 
1-800-283-7666 
FAX  (215)  750-7791 
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Are  You  Ready 
for  CLIA— "88"? 

Have  a qualified  laboratory 
professional  provide  the  help  you 
need. 

• Complete  Physician  Office  Laboratory  (POL) 
Evaluation. 

• Quality  Assurance  and  Quality  Control  Plans. 

• Proficiency  Testing  Enrollment. 

• A.S.C.P.  Accredited  Continuing  Education 
Programs. 

• Laboratory  Procedure  Manuals. 

• Staff  Safety  Training. 

• Compliance  with  N.J.  D.E.P.  Medical 
Waste  Regulations. 

• O.S.H.A.  Compliance. 


P.O.L.  CONSULTANTS 

1150  Concord  Drive,  Haddonfield,  NJ  08033 
For  Information  call:  609-428-POLC 

Programs  Serving  Over  300  POL's 
Throughout  New  Jersey 

Kathleen  L.  Voldish,  Director 
National  A.S.C.P. -P.O.L.  Committee 
New  Jersey  State  Advisor— A.S.C.P. 

Over  20  Years  of  P.O.L.  Experience 


MEUIJL 

Don't  Buy  Medical  Practice  & Office  Management 
Automation  Until  You  Have  Talked  to  Us, 

The  #1  Specialist  In  The  Region 


IS  YOUR  OFFICE  BURIED  UNDER  A 
MOUNTAIN  OF  PAPER? 

The  solution  is: 
"The  System"  by  MEDIX 

DESIGNED  TO  MEET  THE  UNIQUE  BUSINESS 
NEEDS  OF  PHYSICIANS  BY  PROVIDING  QUICK 
AND  EASY  ACCESS  TO  INFORMATION 


P.O.  Box  10079  • Newark,  N.J.  07101-3079 

Call  201-648-0008  Ext.  181 


IBM  is  a registered  trademark  of  the 
International  Business  Machines  Corporation 
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QUALITY  SLEEP 

Invest  in  your  patient’s  future  and  help 
achieve  optimal  health 

Accurate  diagnosis  and  appropriate  treatment  of  sleep 
disorders  can  help  patients  improve  their  quality  of  life.  Our 
Center  serves  as  an  extension  of  your  practice  where  your 
patients  receive  quality  care  with  the  same  professionalism, 
dedication  and  compassion  that  you  provide  in  your  own 
office. 

We  ll  keep  you  up-to-date  with  prompt  evaluation  and 
reporting  of  test  results  by  our  specially-trained  sleep 

physicians.  And  once  a diagnosis  has  been  established, 
you  decide  whether  follow-up  care  is  provided  by  your 
office  or  through  the  Center. 

Your  patients  also  benefit  from  prompt  scheduling  and 
on-site  assistance  with  determining  insurance  reimburse- 
ment. This  letter  is  testimony  to  the  commitment  of  our 
staff  and  exemplifies  their  dedication  to  service  and 
patient  satisfaction. 

Call  (201 ) 97IA567  today  to  receive  our  comprehensive 
guide  to  sleep  disorders. 


-xSLEEP  DISORDER  CENTER  of 


MORRISTOWN  MEMORIAL  HOSPITAL 

• teaching  affiliate  of  the  Columbia  University  College  of  Physicians  and  Surgeons 
95  Mi.  Kemble  Avenue,  2nd  floor,  Thebaud  Building,  Morristown.  NJ  07962 
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GUEST  EDITORIAL 


AN  OUNCE  OF  PREVENTION  IS  WORTH  . . . 


Early  in  this  century,  preven- 
tive medicine  efforts  were 
directed  at  infectious  diseases,  the 
predominent  cause  of  illness  and 
death.  Preventive  programs  in- 
cluded sanitation  and  immuniza- 
tion and,  along  with  improved 
medical  care,  better  nutrition,  and 
the  introduction  of  antibiotics, 
such  efforts  have  led  to  replace- 
ment of  these  diseases  by  other 
major  causes  of  morbidity  and 
mortality:  coronary  heart  disease, 
cancer,  stroke,  and  injury. 

Major  risk  factors  for  the 
modem  group  of  serious  medical 
conditions  include  dietary  in- 
discretion, lack  of  exercise,  and 
tobacco  and  alcohol  abuse.  These 
lifestyle  elements  suggest  that  the 
responsibility  for  preventing  ill- 
ness falls  mainly  on  the  in- 
dividual; the  physician,  thus,  as- 
sumes a role  of  health  counselor. 

Strategies  for  influencing  in- 
dividuals to  adopt  health-promot- 
ing lifestyles  include  behavior 
modification  and  education. 
Physician-counselors  cannot  sub- 
stitute for  individual  responsibili- 
ty; it  remains  uncertain  if  pre- 
ventive efforts  can  be  successful. 

A more  direct  approach  is  sug- 
gested by  the  preventive  health 
examination.  The  rationale  is  that 
early  detection  of  occult  disease 
or  identification  of  those  persons 
at  risk  may  lead  to  early  effective 
treatment  or  remedial  measures 
that  will  prevent  or  postpone 
subsequent  illness.  However,  the 
frequency  of  such  examinations 
and  the  thoroughness  with  which 
they  are  conducted  raise  impor- 
tant questions  relative  to  the  cost: 
benefit  ratio  that  make  this  ap- 
proach problematic  in  some  ways. 

What  tests  or  procedures  are  of 
value  in  an  effective  preventive 
health  examination?  In  a time  of 


escalating  medical  costs,  which 
tests  are  economical?  How  can 
the  medical  profession  optimize 
opportunities  to  advance  public 
health?  How  can  controversies  re- 
garding the  relative  values  of 
particular  interventions  be  re- 
solved? These  are  only  a few  of 
the  critical  questions  demanding 
answers. 

Sometimes  procedures  long  ac- 
cepted as  useful  prove  disappoint- 
ing. A recent  report  indicated  that 
fecal  blood  testing  was  a poor 
marker  for  colorectal  neoplasia 
and  raised  doubts  that  this  test 
could  be  relied  upon  sufficiently 
to  justify  its  retention  as  a screen- 
ing tool.1  Another  report  called 
attention  to  the  utility  of  flexible 
sigmoidoscopic  screening,  seek- 
ing to  redefine  its  role  and  rela- 
tionship to  alternative  proce- 
dures.2 

Despite  potential  drawbacks,  it 
is  agreed  that  effective  preventive 
measures  will  have  an  important 
place  in  future  health  care  pro- 
grams. In  this  issue,  Donald 
Louria,  MD,  describes  a 17-point 
program  of  disease  prevention 
and  health  promotion,  offering  it 
as  a paradigm  for  a healthy,  full 
life,  and  stressing  the  importance 
of  keeping  the  program  at  low 
cost  and  readily  applicable.3  He 
describes  the  qualities  and 
characteristics  such  a program 
must  have  and  the  requirement 
that  any  test  or  action  make  a 
clear  difference  in  disease  out- 
come when  properly  applied. 

A major  presumption  is  that 
costs  assumed  now  will  translate 
into  expenses  saved  later  through 
the  avoidance  of  illness.  But  keep- 
ing the  costs  as  low  as  possible  is 
an  important  element  to  induce 
health  insurers  to  include  preven- 
tive efforts  in  their  policies.  In- 


deed, some  insurers  now  are  cov- 
ering expenses  related  to  screen- 
ing mammography  and  reimburs- 
ing for  colorectal  cancer  screen- 
ing. 

Taking  a cue  from  the  managed 
care  thrust  that  appears  central  to 
this  country  s health  care  refonn 
efforts,  many  health  maintenance 
organizations  (HMOs)  now  offer 
expanded  preventive  programs 
for  enrollees  and  other  services 
targeted  specifically  for  high-risk 
groups.  In  this  way,  perhaps,  they 
may  “live  up  to  what  their  name 
implies. 

In  New  Jersey,  state  health 
care  reform  calls  for  an  emphasis 
on  preventive  care  as  programs 
are  developed  to  provide  effec- 
tive, cost-efficient  services.  Many 
of  the  state’s  hospitals  now  are 
expanding  community  outreach 
programs  to  enhance  public 
awareness. 

Moreover,  a bill  pending  in  the 
state  Assembly,  the  Health 
Awareness  Promotion  Act 
(A- 1792)  would  require  health  in- 
surers to  offer  benefits  for  ex- 
penses incurred  in  a health 
promotion  program  for  adults 
through  wellness  health  examina- 
tions and  counselling. 

All  of  this  seems  so  logical  that 
it  is  difficult  to  find  reasons  not 
to  strive  toward  these  goals:  bet- 
ter health,  longer  life,  and  lower 
costs.  D Alan  J.  Lippman,  MD 
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Health  promotion: 

The  Health-FuH-Life 

program 

Donald  B.  Louria,  MD 


A 1 7-point  program  of  disease  prevention-health  promotion  is 
offered  as  a paradigm  for  ostensibly  healthy  adults.  The  author 
stresses  the  necessity  for  keeping  the  program  inexpensive  and 
adequately  documented;  such  a program  will  be  state-of-the- 
art  prevention. 


There  is  a general  agree- 
ment that  any  approach 
to  health  care  must  in- 
clude a focus  on  preven- 
tion. Although  it  would  seem  to 
make  sense  that  prevention  must 
be  cost  effective,  in  point  of  fact, 
that  is  hard  to  prove  and  depends 
on  the  assumptions  used  and  the 
statistical  techniques  employed. 

What  would  definitely  be  cost 
effective  would  be  for  individuals 
to  work  and  produce,  pay  taxes, 
and  die  one  month  after  retire- 
ment, before  utilizing  Medicare 
or  Social  Security.  The  more 
screening  procedures  that  cost 
money  and  are  applied  to  healthy 
people,  e.g.  mammograms,  the 
less  they  will  be  cost  effective 
unless  there  is  a very  high  disease 
prevalence.  If,  however,  a few 
relatively  expensive  tests  are 
combined  with  health  promotion- 
disease  prevention  actions  that  re- 
quire very  little  financial  expen- 
diture, e.g.  seat  belt  usage,  low 
hack  exercises,  then  such  a pro- 
gram can  be  cost  effective  for  an 
employer  in  that  for  every  dollar 
spent  by  that  employer,  two  to 
four  dollars  can  he  saved;  but 
even  this  kind  of  more  limited, 
cost-effective  analysis  shows  ben- 
efit only  after  a minimum  five-to- 
ten  year  followup  period.  Preven- 


tion activities  applied  today  to  a 
healthy  population  may  not  show 
demonstrably  beneficial  effects 
for  as  much  as  a decade  or  more; 
the  younger  the  population  in- 
volved, the  longer  the  observation 
period  required  to  show  benefi- 
cial effects. 

The  public  should  be  asking, 
“Is  preventing  disease  and 
promoting  health  a value  in 
itself?  The  polls  of  the  American 
people  show  convincingly  the 
answer  to  the  question  is  yes.  The 
following  question  becomes, 
“How  much  are  we  willing  to  pay 
for  that  value?  The  answer  quite 
clearly  is  that  society  would  wish 
to  pay  the  smallest  amount 
possible  that  will  do  the  job.  The 
only  way  to  achieve  that  goal  is 
to  have  a program  that  is  a verita- 
ble oxymoron — spartan  but  com- 
prehensive. 

What  other  characteristics  are 
required  of  any  health  promotion 
program?  They  include  adequate 
documentation;  tests  and  actions 
that  have  withstood  the  test  of 
time;  reasonably  aesthetic;  con- 
servative enough  that  we  subse- 
quently do  not  have  to  tell  the 
public  we  advocated  a test  or  ac- 
tion as  public  health  policy  that 
turned  out  to  be  invalid;  and  inex- 
pensive. 


Such  a program  will  be  state- 
of-the-art  prevention  since  every 
test  or  action  will  have  to  be  sup- 
ported by  substantial  data  that 
have  withstood  the  test  of  time. 

Over  the  last  decade,  we  de- 
veloped such  a program  for  adults 
over  the  age  of  20  years;  it  is 
called  Health-Full-Life.1  It  fulfills 
the  criteria  enumerated  and  con- 
sists of  17  tests  or  actions  that  are 
age  and  gender  specific  (Table  1). 

It  is  worth  noting  some  tests  or 
actions  are  not  included  in  the 
Health-Full-Life  program  (Table 
2).  The  annual  physical  examina- 
tion, as  well  as  routine  chest 
x-rays,  electrocardiograms,  white 
blood  cell  counts,  and  urine 
analyses  are  not  included.  A tar- 
geted physical  examination  is 
performed,  including  blood  pres- 
sure count  and  a search  for  pre- 
malignant  oral  or  skin  lesions;  and 
attention  is  given  to  any  area  of 
suspected  pathology  because  of 
symptoms,  e.g.  abdominal  pain. 
Routine  urinalysis  is  performed 
only  during  pregnancy.  Without 
symptoms,  a chest  x-ray  and  elec- 
trocardiogram every  10  or  20 
years  should  be  adequate. 

The  single  criterion  is  that  a 
test  or  action  should  make  a dif- 
ference in  disease  outcome  if 
done  when  asymptomatic.  Mam- 
mography is  included  because  the 
cure  rate  for  breast  cancer  is  over 
90  percent  if  breast  cancer  is  de- 
tected by  mammography  alone 
(for  women  over  age  50).  Prostate 
specific  antigen  (PSA)  and  CA  125 
for  ovarian  cancer  are  not  in- 
cluded because  there  is  no 
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Table  1.  The  Health-Full-Life  program  for  adults. 

Test  or  Action 

Age  at  Start  and  Frequency 

1.  Blood  pressure  determination 

Yearly  after  age  20 

2.  Blood  cholesterol  level 

Yearly  after  age  20 

3.  Blood  high-density  lipoprotein  (HDL)  level 

Yearly  after  age  20 

4.  Papanicolaou  smear 

Every  two  years  starting  at 
age  20 

5.  Breast  self-examination 

Monthly  starting  at  age  30 

6.  Mammogram 

Yearly  starting  at  age  40 

7.  Testicular  self-examination 

Monthly  starting  after  age  20 

8.  Stool  examination  for  presence  of  blood 

Yearly  starting  at  age  40 

9.  Left-sided  bowel  examination  for 
potentially  cancerous  polyps 

Every  five  years  after  age  45 

10.  Glaucoma  eye  test 

Every  five  years  after  age  35 

1 1 . Weight  determination 

At  least  monthly 

12.  Immunization  update 

All  ages 

13.  Daily  low  back  exercises 

Daily  after  age  20 

14.  Smoking  control 

All  ages 

15.  Hemoglobin 

Yearly  after  age  20 

16.  Seat  belt  use 

Always 

17.  Blood  sugar  concentrations 

Yearly  after  age  20 

evidence  they  change  the  out- 
come of  the  disease.  Testing  for 
silent  myocardial  ischemia  is  not 
included  for  the  same  reason. 
Modifying  established  risk  fac- 
tors, i.e.  hypertension,  high 
cholesterol  level,  smoking,  in  the 
absence  of  documentation  of 
myocardial  ischemia  by  exercise 
tolerance  tests,  thallium  scans, 
and  arteriograms  are  likely  to  be 
as  effective  as  carrying  out 
sophisticated  and  expensive  tests; 
this  approach  avoids  the  conse- 
quences and  expenses  of  the  rel- 
atively frequent  false  positive 
tests  (particularly  with  stress 
tests). 

The  problems  with  increasing 
inadequately  documented  tests 
and  actions  are  the  expenses  of 
the  tests  and  the  further  adverse 
economic  and  sometimes  medical 
(as  well  as  legal)  consequences  of 
detecting  false  positives. 

THE  PROGRAM  FOR 
PERSONS  OVER  AGE  60 

Persons  over  the  age  of  60  fre- 
quently show  decrements  in  taste 
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and  smell  capabilities  and  that  re- 
sults in  loss  of  appetite.  The  loss 
of  appetite,  in  turn,  can  result  in 
undemutrition  and  reduction  in 
the  quality  of  life.  The  taste  and 
smell  loss  is  not  global  and  nutri- 
tionists, armed  with  knowledge 
about  the  nature  of  the  defects  in 
a given  individual,  can  devise  at- 
tractive menus  that  circumvent 
the  partial  defects,  and  by  so 
doing  can  markedly  improve  both 
the  older  persons  nutritional 
status  and  the  quality  of  life. 

Older  persons  also  are  coun- 
seled about  overmedication,  the 
potentially  deleterious  interac- 
tions of  prescription  and  over-the- 
counter  medications,  and  risk  fac- 
tors for  falls.  Those  over  the  age 
of  65  use  more  than  400,000,000 
prescriptions  yearly  and  at  least 
that  many  over-the-counter  med- 
ications. The  use  of  long-acting 
sedatives  and  other  mind-altering 
drugs  is  a major  factor  in  fall  fre- 
quency.23 

NUTRITION 

The  program  focuses  on  several 


aspects  of  nutrition,  including 
weight  control,  calcium  intake, 
fiber  (soluble  and  insoluble)  in- 
take, carotene  intake,  and  crucif- 
erous vegetable  intake. 

Weight  control  is  important  in 
prevention  of  heart  disease  and 
diabetes.  The  evidence  supports 
the  notion  that  weight  is  a risk 
factor  for  coronary  heart  disease 
only  when  the  individual  exceeds 
120  percent  of  ideal  weight.4  The 
problems  with  being  overweight 
include  weight-induced  changes 
in  blood  pressure,  cholesterol, 
and  HDL  levels,  and  blood 
glucose  concentrations.  Calcium 
intake  is  important  for  the  de- 
velopment of  maximum  bone 
strength.  There  is  a general 
agreement  that  adequate  calcium 
intake  is  desirable  to  help  in  os- 
teoporosis prevention  though  the 
data  also  suggest  that  calcium  in- 
take alone  will  not  prevent  age- 
related  bone  loss  in  postmeno- 
pausal women.5  An  adequate 
calcium  intake  also  may  offer 
some  benefits  in  regard  to 
prevention  of  bowel  cancer  and 
maintenance  of  normal  blood 
pressure.6 ' 

The  role  of  soluble  and  in- 
soluble fiber  in  fruits  and  vegeta- 
bles and  insoluble  grain  fibers  in 
gastrointestinal  cancer  prevention 
remains  unsettled  but  studies  of 
bowel,  stomach,  and  esophagus 
cancers  suggest  the  beneficial  ef- 
fects of  vegetables  and  fruits.810 
In  addition  to  fiber,  fruits  and 
vegetables  also  provide  carotenes; 
and  some  vegetables,  e.g.  broc- 
coli, brussel  sprouts,  cauliflower, 
cabbage,  are  in  the  crucifer  group 
that  may  have  indol-related  anti- 
cancer activities.11  The  evidence 
indicates  that  soluble  and  in- 
soluble fiber,  carotenes,  and  vege- 
tables of  the  crucifer  group 
should  be  part  of  the  prudent 
diet,  but  we  do  not  believe  there 
is  a fully  documented  anti-cancer 
diet. 

There  are  two  particularly  in- 
teresting current  areas  of  nutri- 
tion research.  The  first  relates  to 
persons  over  the  age  of  60.  Older 
persons  have  multiple  problems 
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including  decreased  folate  and  B 
12  absorption  and  increased  re- 
quirements for  pyridoxine. 121:1 
Recent  studies  indicate  that  a 
vitamin-mineral  supplement  can 
beneficially  modify  the  decre- 
ment in  delayed  type  hyper- 
sensitivity characteristic  of  the 
aging  process.16  Consequently,  a 
vitamin-mineral  supplement  for 
persons  over  the  age  of  60  is 
advocated.1 

The  other  area  is  the  increasing 
evidence  that  antioxidants  (vita- 
mins C and  E and  beta-carotene) 
may  play  a major  role  in  coronary 
heart  disease  and  cataract  preven- 
tion.1' 19  There  are  many  unan- 
swered questions  including  the 
extent  of  protection,  which  anti- 
oxidants are  most  effective, 
whether  the  protection  can  be 
achieved  by  dietary  intake  or 
whether  dietary  supplements  are 
needed,  and  if  supplements  are 
required,  what  is  the  optimal 
dosage  and  combination  of  anti- 
oxidants. 

Although  I am  convinced  the 
patients  over  60  years  of  age 
should  take  a dietary  supplement, 
that  recommendation  remains 
controversial.  It  also  may  be  that, 
in  the  future,  younger  persons 
committed  to  disease  prevention 
and  health  promotion  will  be 
routinely  taking  antioxidants.  Any 
recommendations  in  this  area  will 
have  to  await  the  results  of 
prospective  studies  now  in  initial 
phases. 

COSTS 

The  Health- Full-Life  program 
should  be  inexpensive  because  it 
is  applied  to  large  numbers  of  os- 
tensibly healthy  people.  As  of 
1993,  the  yearly  costs  would  be: 
under  age  40:  $115;  male  over  the 
age  of  40:  $155;  and  female  over 
the  age  of  40:  $235. 

These  costs  include  $50  for  the 
physician  for  the  yearly  preven- 
tion examination  that  includes  a 
history  of  problems  during  the 
last  year  and  a physical  examina- 
tion. Certain  aspects  of  the 
physical  examination  would  be 
performed  yearly:  oral  and  skin 


Table  2.  Tests  not  included 
as  part  of  yearly 
prevention 
examination  in 
nonpregnant 
adults. 

• General  (comprehensive)  physical 
examination 

• Chest  x-ray 

• Electrocardiogram 

• White  blood  count 

• Urinalysis 

• Chemical  tests  screen  (calcium, 
alkaline  phosphatase,  and  urea 
nitrogen) 

• Digital  rectal  examination* 

• Pelvic  examination 

‘Performed  during  left-sided 

colonoscopy  examination. 

examinations  for  precancerous 
lesions  or  cancer,  female  breast 
examination,  and  blood  pressure. 

The  costs  are  modest  enough  to 
be  included  in  health  insurance 
policies  and  implemented  by 
health  maintenance  organizations 
(HMOs)  or  by  managed  care  or- 
ganizations. Keeping  the  costs 
down  is  critical;  without  this  it 
will  be  impossible  to  mandate 
health  promotion-disease  preven- 
tion programs  and  there  will  con- 
tinue to  be  a very  expensive 
health  care  system  focused  on 
treatment  of  sickness  rather  than 
prevention  of  illness. 

THE  GATEKEEPER 

It  is  important  to  keep  the  pro- 
gram limited  but  comprehensive. 
There  will  be  a strong  inclination 
to  keep  adding  new  tests  without 
proper  attention  either  to  ade- 
quate documentation  or  cost. 

There  should  be  an  advisory 
council  to  the  Health-Full-Life 
program  that  would  be  required 
to  obtain  written  statements  from 
two  national  epidemiological  or- 
ganizations indicating  that  any 
proposed  additional  test  has  clear- 
ly been  shown  to  reduce  morbidi- 
ty, prolong  good  quality  life,  or 
reduce  mortality.  The  advisory 


council  then  would  decide 
whether  the  proposed  test  was  af- 
fordable. 

The  gatekeeper  is  absolutely 
essential  to  the  integrity  and  af- 
fordability of  the  Health-Full-Life 
program. 

The  Health-Full-Life  program 
is  state-of-the-art  prevention 
made  affordable  and  easy  to  im- 
plement. The  program  has  been 
introduced  into  the  New  Jersey 
Legislature.  If  adopted,  it  would 
require  health  insurance  carriers 
to  offer  it  as  part  of  one  basic 
policy  that  is  advertised,  pro- 
moted, and  priced  in  similar 
fashion  to  other  basic  policies. 
HMOs  would  have  to  offer  it  to 
all  participants.  A- 1792  and 
S - 1 344  include  an  advisory  coun- 
cil and  gatekeeper  provisions,  and 
they  have  a cap  on  required  ex- 
penditures. The  bills  are  likely  to 
be  vigorously  opposed  by  or- 
ganizations wishing  to  continue  a 
pattern  of  sickness  insurance  in- 
stead of  health  insurance;  those 
opposed  to  health  mandates  of 
any  sort;  and  by  HMOs  that  wish 
to  talk  rhetorically  about  preven- 
tion but  do  not  wish  to  expend 
more  than  nominal  amounts  for 
such  health  promotion. 

It  is  time  to  move  from  rhetoric 
to  specific  programs.  The  concept 
of  low-cost  health  promotion- 
disease  prevention  is  an  idea 
whose  time  finally  seems  to  be  at 
hand.  ■ 

References  are  available  upon 
request. 

Dr,  Louria  is  professor  and  chairman, 
Department  of  Preventive  Medicine 
and  Community  Health,  UMDNJ-New 
Jersey  Medical  School.  The  paper  was 
submitted  in  February  1993  and  ac- 
cepted in  June  1993,  Address  reprint 
requests  to  Dr.  Louria,  UMDNJ-New 
Jersey  Medical  School,  MSB  F506, 
185  South  Oranqe  Avenue,  Newark, 
NJ  07103. 
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Percutaneous  coronary 
rotational  atherectomy: 
New  Jersey  experience 


Barry  M.  Cohen,  MD 
Vance  J.  Weber,  MD 
Donna  Brown,  RN 


Complex  coronary  lesions  can  be  approached  percutaneously 
with  rotational  atherectomy.  The  first  70  procedures  were 
performed  at  Newark  Beth  Israel  Medical  Center  with  a success 
rate  of  94  percent.  Despite  treating  a high-risk  patient 
population,  the  complication  rate  was  low. 


Percutaneous  transluminal 
coronary  angioplasty 
(PTCA)  is  the  most  fre- 
quent mode  of  coronary 
revascularization  performed  in 
the  United  States.  For  selected 
coronary  lesions,  PTCA  generally 
is  a very  successful  procedure. 
Certain  angiographic  morphologic 
features  are  associated  with  lower 
success  rates  and  a higher  risk  of 
complications.1  These  patients 
often  have  no  option  but  to  un- 
dergo coronary  artery  bypass  graft 
surgery  (CABG)  or  continued 
medical  therapy  that  may  yield  a 
suboptimal  clinical  response. 
During  PTCA,  abrupt  closure  of 
the  vessel  has  been  reported  in  2 
to  12  percent  of  cases  often  re- 
quiring emergency  CABG.2'4 
Restenosis  rates  at  the  treatment 
site  are  reported  to  be  30  and  50 
percent,  which  then  would  re- 
quire repeat  intervention,  in- 
creased medical  therapy,  or 
crossover  to  CABG.5'7 

The  Rotablator®  is  a mechani- 
cal atherectomy  system  using 
high-speed  rotational  energy 
transmitted  via  a helical  drive 
shaft  to  an  elliptic-ally  shaped  burr 
or  ablation  tip  (Figure  1).  The  tip, 
coated  with  diamond  chips,  spins 
at  150,000  to  190,000  revolutions 
per  minute  (rpm)  as  it  is  passed 


through  the  vessel  ablating  the 
atherosclerotic  plaque.  The  burr 
tracks  over  a 0.009  inch  stainless 
steel  guidewire  that  is  steered  in- 
dependently through  the  cor- 
onary circulation.  The  atherec- 
tomy system  is  powered  by  com- 
pressed air  driving  a turbine  that 
is  controlled  by  a foot  pedal.8  Dif- 
ferent size  burrs  are  available  for 
the  treatment  of  varying  arterial 
diameters  (small,  medium,  and 


large).  The  high-speed  rotation 
converts  the  atherosclerotic 
plaque  into  millions  of  microparti- 
cles, the  vast  majority  being 
smaller  than  red  blood  cells 
(Figure  2). 9 They  pass  through 
the  distal  microcirculation  and  are 
cleared  via  the  reticuloendothelial 
system.  The  burr  has  the  unique 
property  of  selectively  treating 
the  noncompliant  atherosclerotic 
plaque  while  sparing  the  normal 
arterial  wall.  This  occurs  because 
the  arterial  wall  has  elastic  tissue 
and  can  stretch  whereas  the 
plaque  is  inelastic. 

METHODS 

Rotational  atherectomy  using 
the  Rotablator®  underwent  clini- 


Figure  1.  (A)  Magnified  view  of  the  Rotablator®  polishing  tip  or  burr.  It 
has  diamond  chips  baked  on,  which  ablates  plaque  when  spinning  at  150,000 
to  190,000  rpm. 
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Figure  2.  Microparticles  that  are  formed  following  rotational  ablation  of 
atherosclerotic  plaque. 


cal  investigation  at  Newark  Beth 
Israel  Medical  Center  as  part  of 
a multicenter  study.  The  study 
population  consisted  of  patients 
who  were  candidates  for  revas- 
cularization with  the  Rotablator^ 
device  and  were  felt  to  be  less 
than  ideal  candidates  for  more 
conventional  therapy,  such  as 
PTCA  or  CABG. 

The  protocol  was  approved  by 
Newark  Beth  Israel  Medical 
Center’s  institutional  review 
board.  The  inclusion  criteria  con- 
sisted of  a target  stenosis  on  the 
angiogram  of  at  least  70  percent; 
the  patient  also  was  a candidate 
for  CABG,  with  single  or 
multivessel  coronary  disease,  will- 
ing to  participate  in  the  protocol. 
Exclusion  criteria  included 
lesions  longer  than  25  mm,  severe 
left  ventricular  dysfunction,  and 
unprotected  left  main  coronary 
disease.  Informed  consent  was 
obtained  in  all  cases. 

The  procedure  was  performed 
in  a similar  fashion  to  conven- 
tional PTCA.  All  patients  were 
pretreated  with  aspirin,  calcium 
channel  blockers,  nitroglycerin, 
and  heparin.  Heparin  was  con- 
tinued overnight  and  the  sheaths 
were  removed  the  following  day. 


The  patients  usually  were  dis- 
charged one  day  later.  The  re- 
commended followup  included 
thallium  stress  testing  at  1 month, 
3 months,  and  12  months,  and 
coronary  arteriography  at  6 
months.  Angiographic  and  clinical 
success  rates  were  evaluated  as 
well  as  complications. 

RESULTS 

Seventy  procedures  were  per- 
formed between  January  1991 
and  June  1992  on  a patient 
population  of  80  percent  males, 
and  a mean  age  of  60  years.  The 
distribution  of  vessels  treated 
were  left  anterior  descending 
(LAD)  at  63  percent,  right  cor- 
onary artery  (RCA)  at  23  percent, 
circumflex  coronary  artery  (Cx)  at 
11  percent,  and  left  main  cor- 
onary artery  (LM)  at  3 percent  or 
two  patients  (Figure  3).  The  de- 
finition of  success  followed  that  of 
the  multicenter  registiy,  i.e. 
angiographic  improvement  in  the 
luminal  diameter  of  at  least  20 
percent  and  a final  residual 
stenosis  less  than  50  percent  in 
the  absence  of  a major  complica- 
tion such  as  urgent  CABG,  Q- 
wave  myocardial  infarction,  or 
mortality.  The  overall  success  rate 


was  94  percent  or  66  of  70 
procedures.  Of  the  4 unsuccessful 
procedures,  3 procedures  were 
“compassionate  use  cases  (did 
not  meet  inclusion  criteria).  They 
were  accepted  off  protocol  but 
their  results  were  included  in  the 
analysis.  Two  of  these  three 
procedures  were  unsuccessful 
due  to  the  inability  to  cross  the 
lesion  with  a guidewire.  These 
two  individuals  did  not  require 
urgent  CABG  or  sustain  any 
myocardial  infarction.  The  suc- 
cess rates  according  to  the  vessel 
treated  are  shown  in  Figure  4. 

Complications  are  listed  in  the 
Table.  The  incidence  of  urgent 
CABG  was  2.8  percent  (two  pa- 
tients) and  both  operations  were 
uneventful.  One  of  these  patients 
sustained  a non-Q  myocardial 
infarction  due  to  continued 
ischemia  following  an  inadequate 
primary  result.  There  were  no  Q- 
wave  myocardial  infarctions,  mor- 
tality, or  vessel  perforations.  One 
patient  had  an  asymptomatic 
closure  at  24  hours  without  as- 
sociated infarction.  This  was  dis- 
covered on  a 24-hour  angiogram 
prior  to  sheath  removal  (the  op- 
tional protocol  looking  at  quan- 
titative angiography  at  the  core 
laboratory). 

At  a followup  of  12  to  30 
months,  there  was  a 40  percent 
restenosis  rate  using  clinical  and 
angiographic  parameters  (62  per- 
cent angiographic  followup). 
Fourteen  percent  were  ultimately 
treated  surgically,  14  percent  of 
the  patients  had  repeat  percu- 
taneous interventions,  and  72  per- 
cent of  the  patients  were  treated 
medically.  One  patient  died  at 
three  months  postprocedure  with 
an  acute  anterior  myocardial  in- 
farction following  several  days  of 
symptoms  for  which  the  patient 
did  not  seek  medical  attention. 
Another  patient  who  had  not 
restenosed  at  the  circumflex  treat- 
ment site  died  at  repeat  CABG 
due  to  progressive  degeneration 
of  a saphenous  vein  graft  to  the 
LAD.  Angina  was  present  in  11 
percent  of  the  patients  at 
followup. 


VOL.  91 -NUMBER  1 JANUARY  1994 


25 


COMPLICATIONS 


% 

n = 70 

Urgent  CABG 

2.8 

2 

Q-wave  Ml 

0 

0 

Non-Q  Ml 

1.4 

1 

Perforation 

0 

0 

Death 

0 

0 

Post-lab  closure 

1.4 

1 . 

Table.  Complication  rates  for  the  study  group. 

Vessel  Treated 

Main 

Cx 

m = 70 


Figure  3.  Distribution  of  vessels  treated  in  the  70  procedures. 


DISCUSSION 

Conventional  balloon  angio- 
plasty involves  inflating  a balloon 
within  a lesion  so  that  the 
atherosclerotic  plaque  being 
treated  is  compressed  and 
cracked  and  the  normal  vessel 
wall  is  stretched.  This  may  result 
in  significant  dissections  and  flaps 
that  may  lead  to  abrupt  vessel 
closure.  The  Rotablator®  selec- 
tively treats  the  inelastic,  non- 
compliant  plaque  while  sparing 


the  normal  elastin-containing 
(compliant)  vessel  wall.  Cor- 
onary lesions  that  frequently  pose 
the  greatest  problem  for  PTCA 
are  ones  that  are  calcified,  eccen- 
tric, and  situated  at  bend  points, 
and  those  involving  tortuous  and/ 
or  long  segments.  These  stenoses 
frequently  can  be  approached  by 
rotational  atherectomy.  The  re- 
sidual surface  is  very  smooth  and, 
therefore,  the  chance  of  abrupt 
closure  at  the  treatment  site  is 
very  low.  Even  when  adjunctive 


balloon  angioplasty  is  required 
(three-quarters  of  the  patients), 
the  pressures  required  are  lower 
once  the  lesion  is  debulked,  and, 
thus,  the  risk  of  occlusive  dissec- 
tion also  is  lower. 

When  new  technologies  are 
being  tested  in  the  treatment  of 
coronary  atherosclerosis,  it  is 
hoped  that  these  devices:  will  in- 
crease primary  success;  will 
decrease  complications;  and  will 
decrease  restenosis.  The  Ameri- 
can Heart  Association/American 
College  of  Cardiology  (AHA/ 
ACC)  Task  Force  has  classified 
coronary  lesions  into  three  types: 
Type  A-high  success  rate  greater 
than  85  percent  and  low  risk; 
Type  B-moderate  chance  of  suc- 
cess, 60  to  85  percent  and 
moderate  risk;  and  Type  C-low 
success  less  than  60  percent  and 
high  risk.  Eighty-five  percent  of 
our  patients  had  Type  B or  Type 
C lesions.  Despite  this  degree  of 
complexity,  the  success  rate  was 
higher  than  what  otherwise  would 
be  expected  for  conventional 
PTCA  and  complication  rates 
were  very  low.1  Although  the 
cumulative  restenosis  rate  was  40 
percent,  within  the  range  ex- 
pected for  conventional  PTCA, 
this  still  may  be  more  favorable 
since  comparable  lesions  treated 
with  PTCA  may  have  had  a 


26 


NEW  JERSEY  MEDICINE 


% 

Success 


(39/44)  (16/16)  (8/8)  (2/2) 

(N  = 70) 

Figure  4.  Success  rates  of  the  procedures  by  vessel  treated. 


significantly  higher  rate  of 
restenosis.  Only  a randomized 
trial  would  be  able  to  evaluate  any 
significant  differences  in  the  rates 
of  success,  complications,  and 
restenosis.  There  are  certain 
lesion  subgroups  that  will  be  dif- 
ficult to  enter  into  such  a study 
as  they  currently  are  being  turned 
down  for  PTCA.10 

CASE  REPORT 

A 46-year-old  patient  had  a 
prior  total  LAD  occlusion  treated 
with  conventional  PTCA  with 
subsequent  restenosis.  The  angio- 
grams are  shown  in  Figure  5.  On 
the  left  panel  is  the  preprocedural 
95  percent  segmental  LAD 
stenosis;  the  middle  panel  shows 
the  2.15  mm  burr;  and  the  right 
panel  shows  the  postatherectomy 
result  with  a widely  patent  lumen. 
At  angiography  eight  months 
later,  there  was  no  restenosis. 

SUMMARY 

Catheter-based  percutaneous 
treatment  of  coronary  stenoses 
has  been  responsible  for  major 
strides  in  nonsurgical  coronary 
revascularization.  Balloon  angio- 
plasty has  successfully  alleviated 
symptoms  and,  in  some  cases. 


prolonged  survival  more  than 
medical  therapy.  Balloon  angio- 
plasty has  been  shown  to  have 
lower  success  rates  and  higher 
complication  rates  when  treating 
lesions  that  are  calcified  or 
lengthy,  with  eccentric  morphol- 
ogy, or  situated  in  a bend.  Rota- 
tional atherectomy  offers  a new 
and  exciting  modality  of  percu- 
taneous revascularization  for  pa- 
tients who  otherwise  would  be 
less  than  ideal  candidates  for 
PTCA.  The  smooth  internal 
lumen  results  in  a low  incidence 
of  abrupt  closure  and,  therefore, 
a low  incidence  of  urgent  CABG, 
myocardial  infarction,  and  mor- 
tality in  otherwise  high-risk  sub- 
groups. The  impact  of  restenosis 
is  uncertain  and  awaits  a future 
randomized  trial  of  comparable 
lesions.  H 
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Psychological  aspects  of 
irritable  bowel  syndrome 


Eileen  A.  Kohutis,  PhD 


The  author  provides  a psychological  overview  of  the 
management  and  treatment  of  irritable  bowel  syndrome  (IBS). 
IBS  is  a complex  disorder  and  patients  with  IBS  exhibit 
gastrointestinal  symptoms,  anxiety  disorders,  and  mood 
disorders.  Treatment  alternatives  are  available. 


The  growing  amount  of  re- 
search during  the  past  30 
years  on  irritable  bowel 
syndrome  (IBS)  illus- 
trates clinical  interest.1  While 
early  studies  focused  on  its 
symptomatology  and  relation  to 
psychiatric  illness,  recent  studies 
have  tried  to  define  IBS  and  to 
find  efficacious  treatment.  This 
paper  will  provide  a brief  over- 
view of  the  literature  and  offer 
suggestions  for  the  management 
of  the  patient  with  IBS. 

DIAGNOSIS  AND  SYMPTOMS 

Patients  suffering  from  IBS 
present  with  gastrointestinal  pain, 
distention,  flatus,  urgency,  and 
altered  bowel  habits.2 6 IBS  affects 
twice  as  many  women  as  men,  has 
an  onset  in  late  adolescence  with 
most  patients  between  20  and  40 
years  of  age,  rarely  occurs  in 
adults  over  60  years  of  age,  and 
is  chronic.5  9 There  also  have  been 
cases  of  IBS  occurring  in  children 
and  adolescents.10 

Patients  with  IBS  exhibit  gas- 
trointestinal symptoms,  anxiety 
disorders,  and  mood  disorders, 
such  as  palpitations,  dizziness, 
weakness,  tremor,  fatigue,  and 
sleep  disturbance.2'39  It  is  the 
combination  of  gastrointestinal 
symptoms  and  psychiatric 


symptoms  that  complicates  the 
diagnosis  and  management  of  pa- 
tients presenting  with  IBS  and 
that  seems  to  differentiate  these 
patients  from  those  suffering  from 
“pure”  gastrointestinal  or  psychi- 
atric disorders.3 

Most  patients  diagnosed  with 
IBS  complain  of  abdominal  pain 
but  have  no  organic  problem.  In 
fact,  the  probability  of  finding  or- 
ganicicity  in  patients  with  IBS  is 
5 percent  but  50  percent  of  refer- 
rals to  gastroenterologists  are  for 
IBS.5'6 

STRESS  AND  IRS 

It  is  widely  known  that  during 
periods  of  increased  stress,  gas- 
trointestinal discomfort  is  com- 
mon and  indicative  of  autonomic 
arousal.  The  relationship  between 
stress  and  IBS  has  been  examined 
but  findings  are  inconclusive. 

Analyzing  psychiatric  symp- 
toms, psychosocial  stressors,  and 
symptom  severity  over  a seven- 
day  period  in  42  outpatients 
diagnosed  with  IBS,  almost  90 
percent  of  the  participants  re- 
ported stomach  pain.  Women  suf- 
fered more  from  psychological 
symptoms,  e.g.  anxiety,  worry, 
depression,  tiredness,  sleep  loss, 
crying,  than  men.  Women  also 
were  more  disabled  by  their 


symptoms  and  more  likely  to  re- 
ceive a psychiatric  diagnosis  than 
men.  Over  50  percent  of  the  pa- 
tients reported  one  or  more 
psychosocial  stressors  in  their 
lives  and  tended  to  associate  the 
onset  of  IBS  to  stress,  suggesting 
a relation  between  stress  and 
IBS.5 

To  further  clarify  the  role  of 
psychosocial  stressors  in  patients 
with  IBS,  outpatients  were 
assessed  for  altered  bowel  habits 
and  measures  of  psychological 
well  being.  Constipation  was  the 
strongest  predictor  of  IBS. 
Psychosocial  stressors  could  not 
be  used  to  differentiate  between 
patients  suffering  from  IBS  or 
from  organic  disease,  demonstrat- 
ing that  these  stressors  have  little 
impact  on  the  diagnosis  of  IBS.6 

A sample  of  134  patients  re- 
ferred to  a gastrointestinal  clinic 
were  randomly  interviewed  for 
psychiatric  illness  and  for  ex- 
periencing stressful  life  situations 
six  months  prior  to  the  start  of 
this  study.11  About  72  percent  of 
the  patients  had  a functional  dis- 
order and  54  percent  of  these  pa- 
tients also  had  a current  or  past 
psychiatric  diagnosis;  28  percent 
of  the  patients  had  an  organic  dis- 
order, and  12.5  percent  of  these 
patients  had  a current  or  past 
psychiatric  diagnosis.  There  was 
no  association  between  life  situa- 
tions and  patients  with  a func- 
tional disorder  or  an  organic  dis- 
order. Although  two-thirds  of  the 
patients  with  a functional  disorder 
experienced  a psychiatric  illness 
and/or  anxiety-provoking  life 
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situation  prior  to  the  onset  of 
bowel  symptoms,  none  of  the  pa- 
tients with  an  organic  disorder  ex- 
perienced a psychiatric  illness.  It 
appears  that  physiological 
responses  to  stressful  events 
manifest  themselves  as  somatic 
responses.11 

WHO  SEEKS  HELP 

There  has  been  some  research 
examining  patients  who  seek 
medical  care  for  IBS  and  the  fac- 
tors that  contribute  to  the  de- 
cision to  seek  treatment.  Subjects 
without  any  known  organic 
gastrointestinal  illness,  between 
the  ages  of  17  and  91  years,  were 
administered  a standardized 
questionnaire  about  symptoms 
characteristic  of  functional  gastro- 
intestinal disorders.  Although 
one-third  of  these  patients  suf- 
fered from  many  of  the  symptoms 
indicative  of  functional  bowel 
syndromes,  only  23  percent  of 
them  had  consulted  a physician 
about  their  symptoms  in  the  past 
year.  Abdominal  pain,  distension, 
mucus,  runny  stools,  and  the  use 
of  laxatives  were  very  common 
among  these  healthy  participants. 
Only  some  patients  suffering  from 
IBS  seek  medical  help.8 

Attempting  to  differentiate  pa- 
tients who  seek  medical  attention 
for  bowel  dysfunction  from  those 
patients  who  do  not  seek  help,  a 
questionnaire  about  bowel  pat- 
tern and  nongastrointestinal 
symptoms  was  administered  to 
566  healthy  adults.12  Fifteen  per- 
cent of  the  participants  had 
symptoms  similar  to  that  of  IBS, 
but  62  percent  of  the  participants 
had  not  been  to  a physician  for 
symptoms. 

These  findings  support  re- 
search that  in  the  general  popula- 
tion most  people  do  not  consult 
physicians  for  IBS-like  symp- 
toms. 81315  Patients  who  focus  on 
symptoms  consult  physicians,  in- 
dicating that  psychological  and 
sociocultural  factors  influence 
whether  or  not  a person  seeks 
medical  care.  Treatment  needs  to 
address  the  bowel  disorder  and 
the  psychological  factors. 


Studies  that  find  a relationship 
between  psychological  distress 
and  IBS  consist  of  patients  who 
are  self-selectors  and  seek  treat- 
ment for  bowel  disturbances  that 
other  people  either  treat  by  them- 
selves or  ignore.9  14  A community 
sample  of  149  women  (non- 
consulters)  was  compared  to  121 
women  at  a gastrointestinal  clinic 
regarding  psychological  distress 
and  bowel  symptoms.14  These  two 
samples  of  women  were  divided 
into  four  groups:  lactose 

malabsorbers,  IBS,  functional 
bowel  disorder,  and  normals.  The 
clinic  patients  experienced  more 
psychological  symptoms  than  the 
nonconsulters.  Those  women  in 
the  community  who  met  the 
criteria  for  IBS  did  not  report 
more  symptoms  of  psychological 
distress  than  asymptomatic 
women  and  lactose  malabsorbers, 
suggesting  that  psychological  dis- 
tress is  not  related  to  the  occur- 
rence of  bowel  symptoms.  In  re- 
lating this  finding  to  those  of 
other  studies  that  find  an  associa- 
tion between  bowel  symptoms 
and  psychological  symptoms  in 
medical  clinics,  it  may  be  that 
psychologically  distressed  pa- 
tients seek  medical  treatment  for 
symptoms  that  other  people  ig- 
nore or  treat  themselves.14 

There  may  be  two  subgroups  of 
patients  with  IBS:  those  patients 
with  problems  due  to  motility  and 
those  patients  with  psychiatric 
disorders.15  To  ascertain  whether 
there  were  any  differences  among 
patients  suffering  from  IBS, 
chronic  patients  and  new  referrals 
were  divided  into  two  groups. 
Both  groups  were  assessed  for  ab- 
dominal pain,  distension,  ab- 
normal bowel  habits,  severity  of 
symptoms,  and  psychiatric  illness. 
There  was  a significant  difference 
between  the  two  groups  on  the 
impact  that  IBS  has  on  the  quality 
of  patients’  lives.  Chronic  patients 
reported  more  constant  and 
persistent  abdominal  pain,  contin- 
ual symptoms  that  limited  their 
lives,  and  fewer  periods  of  good 
health  than  the  new  referrals.15 
The  difference  of  symptom 


severity  could  not  be  attributed  to 
psychiatric  illness  because  the 
prevalence  between  the  two 
groups  was  the  same.  Chronic  pa- 
tients may  suffer  from  severe  and 
continual  symptoms  and  respond 
poorly  to  treatment.15 

To  ascertain  how  psychological 
factors  in  IBS  relate  to  patients 
seeking  medical  help,  IBS  pa- 
tients, nonpatients  (patients  with 
IBS-like  symptoms  but  not  seek- 
ing medical  treatment),  and 
normal  subjects  (subjects  with  no 
bowel  symptoms)  were  compared 
for  medical  symptoms  and 
psychosocial  variables.16  Psycho- 
social variables  could  discriminate 
among  these  three  groups.  Pa- 
tients had  more  psychopathology 
than  nonpatients  and  nonpatients 
had  more  psychopathology  than 
normal  subjects.  IBS  patients  had 
the  most  elevated  scores  on: 
hyponehondriasis,  depression, 
hysteria,  and  thought  distortion. 
It  seems  psychosocial  factors  de- 
termine whether  a person  with 
altered  bowel  patterns  seeks 
medical  help.  IBS  patients  deny 
or  minimize  stressful  life  events; 
are  concerned  about  health  and 
bodily  functions;  and  require  re- 
assurance about  health.  People 
with  IBS-like  symptoms  seem  to 
have  better  coping  skills;  ac- 
curately perceive  and  report 
stressful  life  events  as  disruptions 
in  their  lives;  and  do  not  distort 
events.  These  adaptive  features 
facilitate  a person’s  ability  to  cope 
with  chronic  situations  and  to  ex- 
perience the  symptoms  as  less 
distressing.16 

Other  studies  also  have  found 
that  patients  with  IBS  are  dis- 
abled by  minor  illnesses  and 
colds,  and  consult  physicians  for 
nongastrointestinal  disorders, 
such  as  headaches,  backaches, 
and  dysmenorrhea.2  3 Psychiatric 
intervention  may  facilitate  a 
diagnosis  and  psychotherapy  may 
help  patients  acquire  coping 
mechanisms.2 

TREATMENT  MODALITIES 

The  literature  on  IBS  indicates 
that  this  is  a complex  disorder 
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that  has  a large  psychological 
component.  Studies  have  begun 
to  examine  the  role  of  psycho- 
therapy in  treating  patients  with 
IBS. 

To  ascertain  the  effectiveness 
of  psychological  treatment  for  pa- 
tients suffering  IBS,  102  patients 
with  IBS  were  divided  into  two 
groups:  patients  receiving 

psychotherapy  and  medical  treat- 
ment and  patients  receiving  stan- 
dard medical  treatment  alone. 
The  study  lasted  three  months 
with  one-year  followup  after  the 
end  of  the  study.  At  the  beginning 
of  the  study,  there  were  no 
significant  differences  between 
the  two  groups  of  patients;  at  the 
conclusion  of  the  study,  patients 
in  the  treatment  group  reported 
improvement  in  symptoms,  which 
was  sustained  at  the  one-year 
followup.  Patients  who  recog- 
nized that  stress  exacerbated  pain 
improved  and  those  patients  with 
a diagnosis  of  anxiety  and 
depression  improved  more  than 
those  patients  without  this 
diagnosis.17 

Since  IBS  affects  the  auto- 
nomic arousal,  as  do  anxiety  and 
mood  disorders,  treatment  of 
these  disorders  appears  to  im- 
prove bowel  functioning,  de- 
crease gastrointestinal  symptoms, 
and  prevent  ehronicity.24 ' 17 18 
Psychological  treatment  is  able  to 
address  emotional  factors  as- 
sociated with  IBS  and  reduce  the 
underlying  anxiety  and  depres- 
sion. Psychotherapy  may  help 
these  patients  acquire  effective 
coping  mechanisms  and  cope 
with  the  illness  by  understanding 
how  its  biological  components 
worsen  under  stress.3  Clinical 
research  and  experience  suggest 
that  the  combination  of  sound 
medical  practice  with  psycho- 
therapy produces  optimum  treat- 
ment benefits  for  the  patient. 

Untreated  anxiety  and  depres- 
sion impair  a patient’s  ability  to 
respond  to  treatment.511 12  Anxiety 
disorders  may  decrease  a patient’s 
compliance  with  treatment  and 
increase  the  physician  s anxiety, 


resulting  in  the  scheduling  of  ad- 
ditional diagnostic  tests,  medica- 
tions, surgery,  and  hospitaliza- 
tions.12’1519 

Physicians  need  to  consider  the 
psychological  component  of  IBS 
because  these  symptoms  may  be 
part  of  a psychiatric  disorder.6 
Medical  training  emphasizes  or- 
ganic illness  and  not  functional 
illness. 

The  role  of  psychotherapy  is 
trifold.  The  initial  emphasis  is  to 
alleviate  the  patient’s  anxiety  and 
depressive  moods,  then  to  in- 
crease awareness  of  the  rela- 
tionship between  body  and 
thoughts/feelings,  and  finally  to 
enhance  communication  skills  to 
constructively  vent,  cope,  and 
manage  unpleasant  effects. 

CONCLUSION 

Many  patients  referred  to 
gastroenterologists  often  are 
diagnosed  as  suffering  from  IBS. 
IBS  has  numerous  symptoms  af- 
fecting the  gastrointestinal  tract, 
but  the  most  significant  symptom 
is  the  presence  of  abdominal  pain. 
This  syndrome  has  been  ex- 
amined in  relation  to  stress,  self- 
selection, and  psychiatric  illness 
and,  to  date,  the  findings  have 
been  inconclusive.  IBS  seems  to 
be  a multifactorial  disease  that 
contains  many  psychological  com- 
ponents. Psychotherapy  may  re- 
duce a patient’s  anxiety  and 
depression,  thereby  decreasing 
bowel  dysfunction.  I 
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New  entity  for 
conducting  group  practice 
offers  new  potential 

Howard  I.  Rich,  JD 


A new  form  of  entity,  the  limited  liability  company  (LLC),  may 
be  used  by  physicians  to  conduct  group  practices  with  the  tax 
advantages  of  a partnership  and  insulation  from  liability  for 
copractitioner’s  acts.  The  author  reviews  the  New  Jersey 
Limited  Liability  Company  Act. 


The  most  suitable  legal 
form  for  conducting  a 
group  practice  is  one  that 
minimizes  taxes  and  max- 
imizes insulation  from  personal 
liability  for  malpractice  claims. 
Until  recently,  New  Jersey  physi- 
cians were  faced  with  a Hobson’s 
choice  for  conducting  a group 
practice  between  a professional 
partnership  or  a professional 
service  corporation.  The  former 
was  the  better  alternative  from 
the  tax  viewpoint  while  the  latter 
was  the  superior  choice  for  in- 
sulating the  practitioner  from  vi- 
carious personal  liability  for 
malpractice  claims  based  on  their 
copractitioners’  activities. 

Relief  from  this  dilemma  is  at 
hand.  A new  law,  the  New  Jersey 
Limited  Liability  Company  Act, 
creates  a new  form  of  entity,  the 
limited  liability  company  (LLC), 
that  may  be  used  to  conduct  a 
trade  or  business  with  all  of  the 
federal  and  state  tax  advantages  of 
the  partnership  and  the  same  in- 
sulation from  liability  for  the  acts 
of  copractitioners  that  the 
professional  service  corporation 
provides. 

While  the  new  law  does  not 
specifically  provide  for  the  use  of 
LLCs  to  conduct  professional 
practices,  as  do  similar  laws  in 


other  states,  most  tax  experts  be- 
lieve that  a LLC  may  be  used 
by  practitioners  of  licensed 
professions  with  the  authorization 
of  the  appropriate  licensing 
authorities.  Such  approvals  would 
be  conditioned  on  individual 
members  accepting  the  same 
liability  for  professional  conduct 
as  shareholders  of  a professional 
service  corporation  must  accept. 

The  only  other  format  for  con- 
ducting a group  practice  that  can 
provide  a similar  combination  of 
tax  and  limited  liability  benefits  is 
a professional  service  corporation 
that  elects  to  be  an  “8”  corpora- 
tion for  federal  income  tax 
purposes.  However,  New  Jersey 
does  not  allow  for  a similar  elec- 
tion for  state  corporate  income  tax 
purposes.  The  shareholders  of  a 
New  Jersey  professional  service 
corporation  must  bear  the  burden 
of  two  state  taxes:  a corporate  tax 
on  all  the  corporation’s  profits 
(albeit  at  a lower  rate  than  the 
rate  imposed  on  coiporations  that 
have  not  made  federal  S elections) 
and  a personal  gross  income  tax 
on  dividends  paid  to  them  to  dis- 
tribute the  corporation’s  profits  to 
its  shareholders.  LLCs,  on  the 
other  hand,  enjoy  an  exemption 
from  federal  and  state  double  tax 
burdens.  This  is  a major  tax  ben- 


efit of  the  LLC  that  is  lacking  in 
the  professional  service  corpora- 
tion. 

An  LLC  also  offers  federal  tax 
benefits  not  available  through  the 
use  of  a professional  service  cor- 
poration. For  example,  a particu- 
lar group  may  find  that  the  in- 
ternal revenue  code  requirements 
for  making  the  S election  to  avoid 
double  taxation  do  not  suit  its 
business  needs.  To  make  the  S 
election,  a corporation  must  not 
have  more  than  35  stockholders, 
which  precludes  the  use  of  the  S 
corporation  by  groups  with  a 
greater  number  of  participants.  In 
addition,  S corporation  share- 
holders must  share  profits,  losses, 
and  distributions  solely  on  the 
basis  of  numerical  share  owner- 
ship. Accordingly,  the  group  can- 
not be  the  S corporation  if  sharing 
ratios  reflect  other  things,  such  as 
seniority  and  professional  stand- 
ing that  do  not  parallel  numerical 
share  ownership.  No  similar 
preconditions  apply  for  the  LLC 
to  qualify  as  a partnership  under 
the  federal  tax  code. 

While  S corporations  avoid 
double  taxation  on  their  operating 
income,  which  is  taxed  directly  to 
the  shareholders  based  on  their 
distributive  shares  of  the  income, 
they  still  are  taxed  in  the  same 
manner  as  any  other  corporation 
in  other  respects.  By  contrast, 
LLCs  are  treated  as  partnerships 
for  all  purposes.  As  such,  they 
make  certain  additional  tax  ben- 
efits available  that  are  not  avail- 
able to  the  shareholders  of  a 
professional  service  corporation. 
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The  most  significant  of  these  tax 
benefits  comes  into  play  when  a 
member  dies,  retires,  or  leaves. 
The  arrangement  for  buying  out 
the  departing  member’s  interest 
in  the  LLC  can  be  structured  to 
best  accommodate  the  tax  needs 
of  the  departing  and  remaining 
members. 

For  tax  purposes,  payments  to 
a departing  LLC  member  first  are 
treated  as  payments  for  his  in- 
terest in  the  LLCs  assets.  To  the 
extent  the  LLCs  depreciable  as- 
sets have  values  in  excess  of  the 
LLCs  tax  basis,  that  basis  can  be 
increased  if  an  appropriate  elec- 
tion is  in  effect,  which  cor- 
respondingly will  increase  future 
depreciation  deductions.  But  this 
is  not  the  only  way  in  which  tax 
payments  to  the  departing 
member  can  enhance  the  LLCs 
tax  position.  To  the  extent  such 
payments  exceed  the  value  of  the 
company’s  assets  other  than  good 
will,  the  LLC  may  choose  to  treat 
them  either  as  payments  made  to 
acquire  the  departing  member’s 
interest  in  the  LLCs  good  will  or 
as  payments  to  the  withdrawing 
partner  of  a distributive  share  of 
the  LLCs  taxable  income.  Under 
this  latter  alternative,  the  taxable 
income  the  remaining  partners 
are  required  to  report  can  be  re- 
duced without  requiring  the  de- 
parting member  to  pick  up  any 
taxable  income  he  otherwise 
would  not  realize.  The  former 
alternative,  by  contrast,  allows  the 
LLC  only  a deduction  for  the  cost 
of  acquiring  the  departing 
member’s  interest  in  good  will 
that  then  must  be  recouped 
against  future  income  by 
amortization  deductions  over  a 
15-year  period.  While  this  is  of 
some  benefit  to  the  withdrawing 
member,  because  the  income  in 
question  will  be  taxed  as  capital 
gain  rather  than  ordinary  income, 
the  cost  to  the  remaining  partners 
of  having  to  spread  their  good  will 
deductions  over  15  years  rather 
than  over  the  shorter  period  in 
which  the  payments  in  question 
would  be  made,  would  seem  to 
favor  choosing  the  distributive 


share  alternative  over  the  good 
will  acquisition  alternative,  which 
most  groups  would  likely  do.  A 
professional  service  corporation 
cannot  obtain  either  benefit:  shift- 
ing income  or  getting  a basis  for 
amortizing  purchased  good  will. 
The  payments  it  makes  to  acquire 
a shareholder’s  stock  are  treated 
as  the  purchase  price  paid  for  its 
stock,  rather  than  for  any  interest 
in  the  underlying  assets;  as  a re- 
sult there  is  no  stepped  up  basis 
for  depreciable  assets  that  have 
appreciated  in  the  corporation’s 
hands  and  there  is  no  shifting  of 
corporate  income  from  the  re- 
maining shareholders  to  the 
shareholder  whose  stock  is  re- 
purchased as  occurs  in  the  LLC 
case  when  the  payments  to  a 
withdrawing  member  are  deemed 
a distribution  of  a share  of 
partnership  income.  In  effect,  the 
shareholders  of  a personal  service 
corporation  must  use  after-tax 
dollars  rather  than  pre-tax  dollars 
to  buy  out  a departing  share- 
holder. 

Another  potential  tax  advantage 
available  to  the  members  of  a 
LLC  but  not  to  the  shareholders 
of  a professional  service  corpora- 
tion is  the  right  to  include  their 
share  of  the  company’s  liabilities 
in  the  basis  of  their  interest  in  the 
company.  If  the  firm  has  pur- 
chased depreciable  assets  such  as 
furniture  and  equipment  on 
credit,  interest  and  depreciation 
deductions  in  the  initial  years 
after  the  assets  are  placed  in 
service  often  can  produce  a tax 
loss.*  Such  losses  currently  are 
not  deductible  to  the  extent  that 
they  exceed  a taxpayer’s  basis  for 
his  proprietary  stock  or  member’s 


interest  in  he  firm.  The  LLC 
member  can  reflect  his  share  of 
the  LLCs  liabilities  in  the  tax 
basis  for  his  member’s  interest  so 
that  he  ordinarily  will  have 
enough  basis  to  deduct  his  share 
of  the  tax  loss  in  full  while  the 
shareholder  of  a personal  service 
corporation  who  receives  no  basis 
for  his  share  of  the  corporation’s 
assets  may  not  have  enough  basis 
to  do  so.  This  could  be  significant 
in  the  early  stages  of  a group’s 
practice  when  liabilities  are  being 
incurred  to  finance  hard  asset  ac- 
quisitions. 

From  the  standpoint  of  opera- 
tions, the  LLC  may  be  viewed  as 
the  functional  equivalent  of  a 
limited  partnership  in  which  all  of 
the  members,  not  just  the  limited 
partners,  have  no  personal  liabili- 
ty for  the  LLCs  obligations.  Un- 
like a limited  partnership,  the 
members  of  a LLC  have  an  un- 
conditioned right  to  withdraw 
portions  of  their  capital  as  long  as 
the  LLC  is  solvent  and  remains 
so.  Any  capital  withdrawn  by  a 
limited  partner  of  a limited 
partnership  may  have  to  be  re- 
turned if  this  becomes  necessary 
to  allow  the  partnership  to  meet 
its  obligations. 

Despite  the  additional  tax  ben- 
efits available  through  the  use  of 
the  LLC,  the  S corporation 
format  may  be  preferable  under 
some  circumstances. 

Unlike  the  LLC,  the  S corpora- 
tion is  not  required  to  liquidate 
the  interest  of  a shareholder  who 
dies,  becomes  incompetent,  or 
bankrupt,  or  who  chooses  to  liqui- 
date his  interest.  Nor  must  it  take 
action  to  continue  the  corpo- 
ration’s business  upon  the  termi- 


*A  tax  loss  results  when  the  combination  of  depreciation  and  interest  deduc- 
tions in  respect  of  depreciable  assets  (such  as  equipment  that  has  been 
acquired  with  borrowed  funds)  exceed  the  payments  made  in  respect  of  the 
assets  acquisition  indebtedness.  When  the  deduction  situation  reverses  itself 
in  later  years  as  the  debt  is  paid  off,  noncash  income  that  matches  the  original 
excess  is  accrued.  The  net  effect  of  such  a tax  loss,  therefore,  is  to  postpone 
income  by  virtue  of  an  initial  excess  of  deductions  over  loan  payments.  This 
then  is  reversed  in  later  years  as  the  acquisition  indebtedness  is  paid  down. 
Such  losses  would  not  be  subject  to  deferral  as  passive  activity  losses  in  the 
case  of  participants  in  a professional  practice  since  the  participants  would  be 
actively  participating  in  the  conduct  of  the  practice. 
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nation  of  the  interest  of  a 
shareholder.**  This  may  not  be 
important  if  the  principals  want  to 
mandate  the  liquidation  of  a 
member’s  interest  on  termination 
to  avoid  having  strangers  become 
additional  LLC  members  and 
would  if  incorporated  require,  in 
their  shareholder’s  agreement, 
that  shareholders  sell  their  stock 
to  the  corporation  rather  than  al- 
lowing them  to  transfer  it  to 
outsiders. 

Similarly,  the  use  of  the  LLC 
is  as  feasible  as  a professional  ser- 
vice corporation  where  the  con- 
stituent group  prefers  a corporate 
form  of  management  if  the  operat- 


**This result  may  be  necessary  for 
the  LLC  to  avoid  the  corporate 
characteristic  of  continuity  of  life. 
The  lack  of  this  characteristic  to- 
gether with  the  lack  of  free  alien- 
ability of  interests  was  the  basis  of 
the  IRS  initial  classification  of  the 
LLC  as  a partnership  for  federal  in- 
come tax  purposes  and,  therefore,  has 
been  built  into  the  statutory  rules 
dealing  with  the  dissolution  of  the 
LLCs. 


ing  agreement  confers  manage- 
ment authority  on  managers. 
Such  arrangements  may  affect  the 
LLCs  ability  to  use  the  cash 
method  of  accounting  for  federal 
tax  purpose,  and  considering  such 
arrangements,  LLCs  should 
check  with  their  tax  advisors 
as  to  how  this  problem  may  be 
solved. 

The  LLC  is  formed  in  much 
the  same  way  as  a corporation.  A 
certificate  of  formation  is  drafted 
and  filed  with  the  secretary  of 
state.  In  addition  to  this  certi- 
ficate, the  members  may  execute 
an  operating  agreement,  which 
generally  is  done  to  carry  out  the 
same  functions  that  corporate 
bylaws  cover. 

Regrettably,  the  New  Jersey 
legislation  requires  that  a LLC 
have  at  least  two  members,  which 
precludes  its  use  for  solo  practices 
even  though  the  LLC  could  be  a 
superior  vehicle  for  solo  practi- 
tioners. 

SUMMARY 

Those  physicians  who  are  prac- 
ticing in  a group  as  partners  may 


want  to  convert  to  the  LLC  form. 
This  would  enable  these  physi- 
cians to  obtain  limited  liability 
benefits  they  do  not  now  enjoy  as 
members  of  a partnership,  with- 
out sacrificing  state  or  federal  tax 
benefits.  They  can  do  so  without 
tax  or  other  legal  impediments. 
Practitioners  who  practice  as 
shareholders  of  a professional 
service  corporation  also  may  want 
to  make  such  a change  since  they 
may  gain  additional  state  and 
federal  tax  benefits  without  in- 
creasing personal  liability  ex- 
posure. However,  before  convert- 
ing to  a LLC,  professional  ser- 
vice corporations  must  explore 
the  potential  tax  cost  with  tax  ad- 
visers. All  things  being  equal, 
physicians  starting  a new  group 
practice  should  consider  using  the 
LLC.  ■ 

Mr.  Rich  is  special  tax  counsel  for  Kern 
Augustine  Conroy  & Schoppmann. 
The  paper  was  submitted  in  August 
1993  and  accepted  in  October  1993. 
Address  reprint  requests  to  Mr.  Rich, 
Kern  Augustine  Conroy  & Schopp- 
mann, 1120  Route  22  East,  Bridge- 
water,  NJ  08807. 
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The  authors  discuss  hydrocele  in  the  female  processus 
vaginalis  (hydrocele  in  the  canal  of  Nuck)  and  present  new 
case  reports.  The  treatment  of  choice  is  surgical  excision.  The 
hydrocele  is  excised  through  a groin  incision.  The  authors 
present  four  new  cases. 


Development  of  a 
hydrocele  in  an  in- 
completely obliterated 
processus  vaginalis  in 
the  female  is  referred  to  as  a 
hydrocele  of  the  canal  of  Nuck  or 
hydrocele  muliebris  (hydrocele  of 
women).1'11  This  entity  is  not  men- 
tioned in  all  surgical  textbooks 
and  is  not  familiar  to  some 
surgeons  although  it  is  listed  in 
the  International  Classification  of 
Diseases  ( ICD ) manual.  This 
paper  discusses  the  embryo- 
genesis  and  the  anatomic  and 
clinical  features  of  this  condition. 

Until  1941,  about  350  cases  of 
hydrocele  of  the  canal  of  Nuck 
were  reported.2  There  have  been 
reports  of  an  additional  35  cases 
since  the  1940s,  including  4 cases 
not  yet  reported  (Table  1). 

CASE  REPORTS 

Case  report  1.  A 40-year-old 
female  presented  with  a lump  in 
the  right  groin.  Examination  re- 
vealed a nonreducible,  nonten- 
der, small  (8x4  cm)  mass  in  the 
right  inguinal  region.  The  preop- 
erative diagnosis  was  a right  in- 
guinal hernia.  Operative  and  his- 
topathological  findings  included 
an  indirect  inguinal  hernia  with 
an  associated  hydrocele  of  the 
canal  of  Nuck. 


Case  report  2.  An  18-year-old 
female  presented  with  a mass  in 
her  left  groin  that  had  been 
present  for  one  month.  Examina- 
tion revealed  a reducible  left  in- 
guinal mass.  Operative  findings 
included  a 3 cm  cyst  in  the  in- 
guinal canal  with  no  associated 
hernia.  The  histological  features 
of  the  gross  section  were  consis- 
tent with  a hydrocele  of  the  canal 
of  Nuck. 

Case  report  3.  An  18-year-old 
female  presented  with  a mass  of 
six  weeks’  duration  in  the  left 
groin.  Originally,  the  mass  was 
easily  reduced,  but  at  the  time  of 
admission  attempts  to  reduce  the 
mass  were  extremely  painful.  At 
operation,  a cystic  3x2  cm  mass 
was  excised  with  the  round  liga- 
ment. A concomitant  indirect 
hernia  was  repaired  by  high  liga- 
tion of  the  sac  and  a modified 
Bassini  procedure.  The  pathology 
report  was  in  agreement  with  the 
clinical  impression  of  a hydrocele 
of  the  canal  of  Nuck. 

Case  report  4.  A 46-year-old 
female  presented  with  a painful 
mass  in  the  right  groin  that  had 
been  present  for  three  months.  A 
tender,  reducible  right  inguinal 
mass  was  noted  on  examination. 
The  preoperative  diagnosis  was 
that  of  a right  inguinal  hernia.  A 


small  2x5  cm  cyst  associated 
with  the  round  ligament  and  ex- 
tending to  the  edge  of  the  labia 
was  found  at  operation  and  ex- 
cised. No  indirect  hernia  sac  was 
identified.  Histological  examina- 
tion confirmed  a cyst  consistent 
with  a hydrocele  of  the  canal  of 
Nuck. 

DISCUSSION 

Anton  Nuck  (1650-1692),  a 
Dutch  anatomist,  described  a 
diverticulum  in  the  female  con- 
sisting of  a peritoneal  evagination 
analogous  to  the  processus  vagi- 
nalis in  the  male.  During  de- 
velopment, the  portion  of  the 
processus  that  extends  into  the 
inguinal  canal  becomes  ob- 
literated. If  it  remains  patent,  it 
becomes  the  sac  of  an  indirect 
inguinal  hernia.  Fluid  accumula- 
tion in  this  incompletely  ob- 
literated processus  in  the  female 
results  in  a hydrocele  of  the  canal 
of  Nuck.  The  hydrocele  may  be 
unilocular  or  multilocular  and  can 
be  found  anywhere  along  the 
course  of  the  round  ligament  from 
the  internal  ring  to  the  vulva 
where  it  may  be  mistaken  for  a 
Bartholin’s  cyst.  An  hourglass- 
shaped hydrocele  with  a constric- 
tion at  the  internal  ring  occa- 
sionally may  occur,  forming  a 
proximal  intra-abdominal  but  ex- 
traperitoneal  component.3  His- 
tologically, a true  hydrocele  of  the 
canal  of  Nuck  is  lined  with  a 
single  layer  of  flattened  cells  in- 
distinguishable from  the  cells  lin- 
ing the  peritoneum.  The  outer 
layer  of  the  wall  is  composed  of 
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Table  1. 

Reported, 

cases  of  hydrocele  of  the  canal  of  Nuck. 

Counseller 

1941 

McCune 

1948 

Ariyan 

1973 

Block 

1975 

McElfatrick 

1975 

Setiwarto 

1975 

Kucera 

1985 

Present 

Study 

Total 

Inguinal 

mass 

11 

1 

1 

2 

3 

3 

21 

Vulvar/labial 

mass 

2 

3 

1 

6 

Associated 

hernia 

7 

1 

1 

2 

11 

Not 

specified 

4 

3 

7 

No.  of 
cases 

17 

1 

1 

3 

2 

3 

4 

4 
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Table  2. 

Differential  diagnoses. 

Congenital 

Inflammatory 

Gynecologic 

Neoplastic 

Miscellaneous 

Hydroceles 

Inguinal 

Bartholin’s 

(Benign) 

Epidermal 

adenopathy 

cyst 

lipomas 

cysts 

myomas 

Cysts 

Endometriosis 

(Malignant) 

Varicosities  of 

of  the  round 

sarcomas 

the  round 

ligament 

ligament 

fibrous  tissue, 

which  is  most  is 

surgical  excision. 

The  hydro-  Hydrocele 

of  the  canal  of  Nuck: 

dense  immediately  below  the  free 
surface.  The  thickness  of  the  wall 
is  variable,  with  the  thicker  parts 
being  vascular.  Occasionally 
smooth  muscle  fibers,  derived 
from  the  round  ligament,  are 
noted.  The  presence  of  cuboidal 
or  columnar  epithelium  suggests 
another  entity. 

A clinical  diagnosis  of 
hydrocele  of  the  canal  of  Nuck  is 
possible  when  the  mass  is  not  as- 
sociated with  a hernia  and  it  is 
large  enough  to  permit  trans- 
illumination and  careful  palpa- 
tion. A history  of  a nontender, 
nonreducible,  slowly  enlarging 
swelling  strengthens  the  diag- 
nosis. Small  hydroceles,  those  as- 
sociated with  a hernia,  or  those 
occurring  in  obese  patients  add 
difficulty  to  the  diagnosis. 

The  differential  diagnosis  of  a 
hydrocele  of  the  canal  of  Nuck 
includes  a variety  of  conditions.9 
These  entities  are  cystic  or  solid. 
Transillumination  is  useful  in 
identifying  the  solid  lesions.  Be- 
cause of  the  likelihood  of 
neoplastic  changes,  solid  lesions 
warrant  removal  and  examination 
(Table  2).  The  treatment  of  choice 


cele  is  excised  through  a groin 
incision.  Attachment  of  the  cyst  to 
the  round  ligament  may  require 
removal  of  the  ligament  as  well. 
An  associated  inguinal  hernia  is 
managed  by  conventional  high 
ligation  and  excision  of  the  hernia 
sac.  If  the  cyst  clearly  is  not  as- 
sociated with  a hernia,  and  is 
labial  in  location,  it  may  be  re- 
moved through  an  incision  in  the 
labia.  Four  cases  were  en- 
countered within  four  years  at  our 
institution  and  17  cases  were 
recognized  at  the  Mayo  Clinic,2 
suggesting  that  the  hydrocele  of 
the  canal  of  Nuck  is  more  com- 
mon than  believed. 

SUMMARY 

Development  of  a hydrocele  in 
an  incompletely  obliterated 
processus  vaginalis  in  the  female 
is  referred  to  as  a hydrocele  of  the 
canal  of  Nuck.  Treatment  is 
surgical  excision.  M 
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PHOs: 
The  first 

in  health 


step 

care 


reform 


Dennis  B.  Liotta,  MD,  MBA 
Theodosia  A.  Tamborlane,  JD,  MPA 


Physician  hospital  organizations  (PHOs)  are  important  vehicles 
whereby  physicians  and  hospitals  can  maintain  patients  and 
financial  stability  under  proposals  by  the  president  and 
members  of  Congress.  The  benefits  of  a PHO  should  not  be 
overlooked. 


The  benefits  of  a physi- 
cian hospital  organiza- 
tion (PHO)  should  not  be 
overlooked.  The  fact  that 
physicians  who  join  a PHO  might 
not  obtain  the  same  level  of 
economic  benefit  as  physicians 
have  enjoyed  in  the  past,  as  as- 
serted in  the  recent  article, 
“Physician  hospital  organizations: 
Through  lawyers  eyes  ( New 
Jersey  Medicine  90:676-679, 
1993),  is  an  insufficient  reason  to 
turn  away  from  PHO  participa- 
tion. The  article’s  statement  that 
the  formation  of  a PHO  “almost 
always,  will  shift  control,  auton- 
omy, and  profits  to  the  hospital  at 
the  expense  of  the  physicians,’’  is 
unfounded.  If  physicians  refuse  to 
join  a PHO,  they  may  keep  their 
autonomy;  however,  their  profits 
will  not  be  maintained  if  they  be- 
come “out  of  network  providers. 

Large  employers  like  the  idea 
of  negotiating  directly  with  a 
PHO.  As  noted  in  a September  7, 
1993,  article  in  The  Trentonian, 
Jim  O’Harrah,  head  of  the  Central 
Jersey  Employers  Healthcare 
Partnership  for  employers  who 
finance  health  care  for  employees, 
believes,  “Good  economies  come 
into  play  if  you  can  handle 
hospital  and  physician  charges  to- 
gether. ...  If  employers  favor 


PHOs,  the  patients  will  follow 
and  will  be  treated  by  PHO- 
participating  physicians.  Similar- 
ly, some  insurance  companies 
now  will  not  accept  physicians 
into  their  managed  care  programs 
unless  the  hospital  where  they 
have  medical  staff  privileges  is  a 
participating  hospital. 

The  formation  of  a PHO  dis- 
cussed in  the  article  was  seen  as 
a “device  to  remove  physicians 
who  are  unpopular  or  who  are  on 
the  wrong  side  of  the  political 
struggle  from  active  hospital 
participation.  Further,  the 
authors  called  for  due  process 
rights,  similar  to  those  used  by 
hospital  medical  staff,  before  a 
physician  should  be  removed 
from  or  denied  access  to  a PHO. 
The  authors  cautioned  physicians 
also  to  determine  whether  the 
hospital  “is  legitimately  interested 
in  joint  management  and  joint 
profitability  or  merely  wooing 
physicians  with  slick  public  rela- 
tions and  undocumented  projec- 
tions. The  entire  theme  of  the 
article  appears  to  be  to  convince 
physicians  that  the  hospital  will 
“eat  their  lunch  if  they  join  a 
PHO  in  which  the  hospital 
provides  administrative  expertise 
and  physicians  do  what  physicians 
do  best — provide  patient  care  and 


engage  in  peer  review  to  ensure 
quality  care.  This  response  takes 
issue  with  all  these  assertions. 

What  impact  PHOs  hold  for 
both  hospitals  and  physicians 
largely  depends  on  mission,  struc- 
ture, management,  ability  to 
diversify  and  adapt,  competitive 
stance,  and  positioning  of  the 
PHO. 

PHOs  are  not  entities  ruled  by 
set  standards.  Depending  on 
one’s  philosophy,  PHOs  are  (or 
should  be)  a direct  reflection  of 
what  a hospital  and  its  medical 
staff  are  looking  to  achieve  over 
the  long  term.  Whether  a one- 
corporation  PHO  or  an  IPA/ 
hospital  joint  venture  PHO  is 
established  may  be  the  crucial  dif- 
ference to  the  success  and  via- 
bility of  the  enterprise.  Addition- 
ally, PHOs  do  not  have  to  max- 
imize profits.  PHOs  may  be 
formed  and  used  to  establish 
market  penetration  in  order  to  de- 
velop, achieve,  and  maintain 
market  share  in  its  geographic 
location.  Without  the  benefit  of  a 
complete  integrated  system, 
which  would  make  the  PHO  a 
true  profit  center,  there  may  be 
no  need  for  the  PHO  to  be  any- 
thing more  than  a vehicle  to  do 
business  on  a mutual  basis. 

It  should  not  be  assumed  or 
expected  that  hospitals  and  physi- 
cians are  natural  business 
partners.  Physicians,  to  date,  have 
been  entrepreneurs  by  default, 
professional  men  and  women 
working  within  and  about  multi- 
ple layers  of  governmental  regula- 
tions, political  rhetoric,  and  a 
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paper-weighted  bureaucracy. 
They  have  a limited  concept  of 
change,  consumerism,  and, 
perhaps,  even  professional  worth. 
On  the  other  hand,  some  hospital 
administrators  have  been  living 
under  false  assumptions  and 
grand  illusions  due  to  the  now 
defunct  DRG  system  of  hospital 
reimbursement.  Any  hospital  that 
believes  it  is  any  greater  than  an 
extension  of  its  medical  staff  has 
set  itself  up  for  possible  future 
failure. 

The  history  of  the  relationship 
between  hospitals  and  physicians 
has  not  been  a shining  one.  There 
has  been  distrust  and  miscom- 
munication  between  the  two  or- 
ganizations. One  cannot  be  ex- 
pected to  erase  this  history  in  a 
few  discussions  and,  ultimately, 
the  signing  of  an  agreement. 
There  is  no  question  that  each  of 
these  parties  would  be  bringing  to 
the  table  its  concerns  and  op- 
portunities, along  with  its  own  ex- 
pertise— and  legal  counsel. 

In  a way,  PHOs  do  stand  as  a 
panacea  in  this  whirlwind  of  con- 
fusion. More  and  more  hospital 
administrators  are  centering  the 
hospital  s fiduciary  responsibility 
around  their  medical  staff 
members.  Being  an  extension  of 
a physician  s medical  or  surgical 
practice  is  a true  key  to  the 
hospitals’  continued  existence. 
For  this  reason,  hospitals  have 
gone  to  a more  horizontal  admin- 
istrative structure.  They  also  have 
come  to  realize  that  they  should 
not  be  directly  responsible  for  the 
management  of  the  PHO.  Most 
hospitals  look  to  outside  manage- 
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ment  firms  to  undertake  these  ac- 
tivities for  the  PHO. 

Physicians  now  are  realizing 
there  is  an  evolving  process  of 
new  relationships  of  which  they 
need  to  be  a part.  Hospitals  and 
physicians  are  coming  to  rec- 
ognize they  always  have  shared 
and  will  continue  to  share  an  in- 
terdependence. 

The  objectives  of  a PHO  are: 

1.  To  be  looked  at  as  a joint 
venture  to  educate,  communicate, 
and  develop  a working  rela- 
tionship for  the  delivery  of  all 
health  care  products  and  services. 

2.  To  allow  for  the  hospital  and 
physicians  to  manage  their  own 
health  care  services  and  costs 
before  trying  to  sell  the  services 
to  someone  else. 

3.  To  promote  understanding 
and  potential  for  mutual  incentive 
and  risk  sharing. 

4.  To  encourage  strategic  al- 
liances with  other  PHOs  or  en- 
tities to  strengthen  and  expand 
(or  develop)  into  an  integrated 
health  care  system. 

5.  To  establish  market  aware- 
ness in  order  to  maintain  a tar- 
geted market  share  within  its  geo- 
graphic location. 

6.  To  open  up  to  competitive 
and  comparative  advantage. 

In  today’s  changing  environ- 
ment, which  now  is  paving  the 
way  for  much  needed  health  care 
reform,  any  hospital  and  medical 
staff,  whether  rural  or  urban, 
needs  to  foster  the  concept  of  a 
PHO  and,  ultimately,  establish 
one.  There  is  a belief  that  the 
practice  of  medicine  is  changing. 
The  practice  of  medicine  never 


will  change,  for  the  doctor  still  is 
the  doctor  and  the  patient  still  is 
the  patient.  What  will  change  is 
how  medical  care  will  be  ac- 
cessed, delivered,  utilized,  and 
paid.  PHOs  are  the  first  step  in 
the  further  development  of  health 
care  reform. 

With  regard  to  antitrust  con- 
cerns noted  in  the  article,  there 
have  not  been  any  reported  New 
Jersey  court  decisions  regarding 
antitrust  suits  brought  by  physi- 
cians who  have  not  been  accepted 
into  an  I PA  or  by  insurance  com- 
panies who  might  allege  price- 
fixing by  an  I PA,  a combined  IPA- 
HMO,  or  a PHO.  In  July  1993, 
several  New  Jersey  hospitals  filed 
an  antitrust  action  against  Blue 
Cross  that  had  not  selected  the 
hospitals  for  its  managed  care 
network.  The  results  of  this  suit 
will  not  be  known  for  some  time. 
Accordingly,  guidance  regarding 
antitrust  activities  of  PHOs  will 
be  found  in  past  antitrust  de- 
cisions regarding  HMOs  and 
IPAs  and  in  future  decisions  by 
state  and  federal  courts  that  will 
specifically  address  various  PHO 
activities.  M 

This  article  is  a counterpoint  to  an 
article  in  the  September  1993  issue  of 
New  Jersey  Medicine  The  editor  wel- 
comes additional  comments  on  this 
topic.  Mr.  Liotta  is  president,  Pro- 
fessional Medical  Images,  Ltd.,  and 
Ms.  Tamborlane  is  the  principal  at- 
torney of  Theodosia  A Tamborlane, 
P.C.,  Counselors  at  Law.  This  article 
was  submitted  in  October  1993  and 
accepted  in  November  1993.  Address 
reprint  requests  to  Ms.  Tamborlane, 
1044  Route  22  West,  Mountainside,  NJ 
07092. 
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The  12  deadly  sins 
committed  by  physician 
office  laboratories 

Kathleen  L.  Voldish,  CLA  (ASCP) 


Physician  office  laboratories  are  being  inspected  for 
compliance  with  the  Clinical  Laboratory  Improvement  Act  of 
1988  (CLIA-88).  If  a physician  office  laboratory  addresses  and 
corrects  these  12  mistakes,  it  will  be  more  efficient  and  have 
a head  start  toward  CLIA  compliance. 


Mistakes  are  made 
almost  every  day  in 
physician  office  lab- 
oratories (POLs).  The 
Clinical  Laboratory  Improvement 
Act  of  1988  (CLIA-88)  was 

created  to  prevent  laboratory  er- 
rors. Most  of  the  errors  are  due 
to  a lack  of  laboratory  expertise. 
As  of  September  1,  1992,  all 
laboratories  are  required  to  be 
registered  with  the  federal  gov- 
ernment and  secure  a CLIA  iden- 
tification number  to  continue 
performing  even  the  simplest 
tests. 

Many  physicians  feel  laboratory 
regulations  are  unnecessary.  Yet, 
these  regulations  are  long  over- 
due and  are  very  favorable  and 
fair  to  physicians.  All  office 
laboratories  will  have  to  pass  an 
inspection  in  the  next  two  years 
or  will  be  shut  down.  The  Health 
Care  Financing  Administration 
(HCFA)  or  the  state  of  New 
Jersey  will  be  scheduling  inspec- 
tions. Doctors  enrolled  with  ap- 
proved third-party  accrediting 
agencies  such  as  the  Committee 
on  Office  Laboratory  Assessment 
(COLA)  will  be  inspected  by  the 
third  party. 

The  intention  of  CLIA-88  is  not 
to  eliminate  or  close  POLs.  In- 
stead, CLIA  encourages  and 


enhances  office  testing  by  setting 
reasonable  quality  assurance  stan- 
dards to  improve  testing. 

Many  POLs  are  unprepared  to 
pass  an  inspection.  The  12  most 
common  areas  that  need  correc- 
tion in  the  POL  are  as  follows: 

1.  Quality  control/calibration. 
CLIA  sets  specific  control 
guidelines  for  all  laboratory  tests. 
These  guidelines  may  be  different 
from  those  found  in  older  test 
product  information.  All  com- 
panies must  revise  product  in- 
formation and  comply  with  CLIA 
by  1994.  Until  changes  are  made, 
POLs  may  use  the  existing 
recommendations  for  moderate 
complexity  tests.  High  complexity 
tests  must  follow  CLIA  guidelines 
immediately.  If  controls  are  avail- 
able, they  must  be  used.  If  con- 
trols are  not  available,  correlation 
or  comparison  studies  must  be 
documented.  Ail  control  proce- 
dures must  be  documented.  If 
two  or  more  levels  are  required, 
they  all  must  be  run.  Calibration 
of  instruments  must  be  performed 
according  to  the  manufacturer’s 
guidelines  or  at  minimum  of 
every  six  months  if  the  manufac- 
turer does  not  state  frequency. 
Proper  calibration  materials  must 
be  used  and  the  calibration  must 
be  documented.  Many  offices 


confuse  running  controls  with 
calibration  and/or  proficiency 
testing.  The  usual  mistakes  are 
not  performing  quality  control 
(QC)  according  to  CLIA  guide- 
lines, not  performing  QC  at  all,  or 
not  properly  documenting  QC. 

2.  Instrument/equipment 
maintenance.  Manufacturer 
guidelines  for  preventive  main- 
tenance must  be  followed  and 
documented.  All  operator  man- 
uals supply  this  information  and 
many  manuals  supply  blank 
charts.  If  maintenance  charts  are 
not  provided,  the  POL  must 
create  one.  All  instrument  prob- 
lems, whether  corrected  by  the 
office  staff  or  the  manufacturer, 
must  be  recorded.  Validation  of 
maintenance  (running  controls) 
must  be  done  before  performing 
a test  on  patient  specimens.  Tem- 
peratures must  be  recorded  for 
refrigerator/freezer,  incubator, 
heat  block,  and  room  if  any  part 
of  the  test  is  dependent  upon 
them.  Humidity  must  be 
monitored,  if  it  is  a factor. 

3.  Procedure  manual.  CLIA 
regulations  contain  information 
that  must  be  provided  in  the  tech- 
nical procedure  manual.  Man- 
ufacturer information  often  needs 
to  be  supplemented  with  ad- 
ditional documentation.  Specific 
details  can  be  found  on  page 
7,162  of  the  Federal  Register  (vol. 
57,  no.  40,  section  493.1211).  If 
a procedure  comes  from  a text- 
book, the  entire  procedure  must 
be  rewritten  according  to  these 
guidelines  with  textbook  ref- 
erence material  documented.  If 
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visual  identification  of  cells  or 
bacteria  is  part  of  the  analysis,  an 
atlas  with  pictures  should  supple- 
ment the  procedure.  A POL  must 
follow  CLIA  guidelines;  a physi- 
cian cannot  assume  a manufac- 
turer’s information  sheet  is  ade- 
quate. 

4.  Quality  assurance/patient 
management.  CLIA  has  specific 
guidelines  for  written  com- 
prehensive quality  assurance  and 
patient  management  procedures. 
These  protocols  must  assess, 
monitor,  and  evaluate  the  overall 
quality  of  testing  processes,  the 
methods  of  communication,  and 
the  qualifications.  The  complete 
plan  must  be  written  into  the 
procedure  manual. 

5.  Personnel.  CLIA  is  very 
favorable  to  the  physician  regard- 
ing personnel  requirements.  Most 
physicians  easily  meet  the  re- 
quirements for  director  of  their 
own  laboratories.  Moderate  com- 
plexity laboratories  also  require  a 
clinical  consultant,  technical  con- 
sultant, and  testing  personnel.  In 
addition,  high  complexity  lab- 
oratories need  a technical  and 
general  supervisor.  The  director 
may  wear  numerous  “hats”  as  can 
testing  personnel — as  long  as 
educational  requirements  are  met 
and  an  understanding  of  the 
responsibilities  of  the  position  is 
present.  This  information  is  in  the 
CLIA  regulations  and  is  sent  to 
each  office  with  CLIA  forms 
#114  and  #116.  Many  high  com- 
plexity office  laboratories  do  not 
have  personnel  that  meet  any  of 
the  educational  requirements.  To 
remedy  this,  the  laboratory  must 
improve  the  personnel  or  change 
the  testing.  A personnel  chart 
must  be  kept  on  each  person 
performing  tests.  It  should  clearly 
show  the  person’s  qualifications 
for  the  tests  performed.  The 
personnel  file  also  should  include 
other  responsibilities  such  as 
performing  QC,  maintenance,  PT, 
and  ordering  reagents. 

6.  Proficiency  testing.  Begin- 
ning in  1994,  each  laboratory 
must  be  enrolled  in  an  approved 
proficiency  testing  program. 


Prices  vary  from  program  to  pro- 
gram and  it  is  important  to  find 
a program  that  has  all  the  tests  an 
office  performs.  The  POL  must 
remain  with  a program  for  one 
year. 

7.  Recordkeeping.  A POL 
must  document  test  requisitions, 
accession  logs  of  tests  performed, 
QC,  maintenance,  calibrations, 
and  proficiency  testing.  Problems 
and  the  action  taken  to  correct 
troubles  with  instrument  per- 
formance, failing  a proficiency 
test,  and  QC  deficiences  also 
must  be  documented.  The  rec- 
ords must  reflect  the  total  pic- 
ture— not  just  part  of  it. 

8.  Safety.  CLIA  states  that 
safety  measures  for  the  laboratory 
must  be  in  accordance  with 
OSHA  and  state  laws.  The  CLIA 
inspector  expects  to  see  a safety 
manual  and  specific  safety  guide- 
lines for  the  laboratory.  Docu- 
mented safety  training,  hepatitis 
vaccination,  and  job  safety  classi- 
fication for  each  employee  should 
be  in  each  employee’s  personnel 
file. 

9.  Test  reports.  The  days  of 
random  and  occasional  patient 
notes  are  over.  A test  report  must 
have  a formal  appearance.  Section 
493.1109  of  the  regulations  re- 
quires a test  report  to  indicate  the 
name  and  address  of  the 
laboratory  location  at  which  the 
test  was  performed,  the  test 
performed,  the  test  results  and,  if 
applicable,  the  units  of  measure- 
ments. The  laboratory  must  in- 
dicate on  a test  report  any  in- 
formation regarding  the  condition 
and  disposition  of  specimens  that 
do  not  meet  the  laboratory’s 
criteria  for  acceptability.  Perti- 
nent reference  or  normal  ranges 
must  be  available  to  the  person 
who  ordered  the  tests.  The  office 
must  develop  and  follow  written 
procedures  for  reporting  “panic 
values.  The  original  report  or 
exact  duplicates  of  test  reports 
must  be  maintained  by  the 
laboratory  for  a period  of  at  least 
two  years. 

10.  Private  versus  government 
accreditation.  After  two  years  of 


research  on  POLs,  the  Com- 
mission on  Office  Laboratory 
Assessment  (COLA)  began  ac- 
crediting physician  offices  in 
1988.  It  was  founded  by  the 
American  Society  of  Internal 
Medicine,  the  American  Academy 
of  Family  Practice  (AAFP),  and 
the  College  of  American  Patholo- 
gists (CAP),  and  joined  by  the 
American  Medical  Association  in 
1988.  The  board  of  directors  is 
comprised  of  physicians,  and 
many  of  the  operational  staff  are 
medical  technologists.  COLA  ac- 
creditation is  accepted  for  CLIA. 
This  is  an  alternative  for  offices 
that  do  not  wish  to  deal  directly 
with  the  government. 

11.  Laboratory  technique. 
Technique  is  not  written  into  the 
CLIA  regulations  but  is  a major 
problem.  Since  the  personnel  re- 
quirements are  relaxed  in  the 
waiver  and  moderate  complexity 
testing  levels,  the  people  perform- 
ing these  tests  often  have  little  or 
no  technical  background  in 
laboratory  procedures  other  than 
a manufacturer’s  training  pro- 
gram. New  employees  usually  are 
taught  to  perform  tests  by  another 
employee.  Important  skills  and 
information  are  not  learned  when 
this  process  is  repeated  with  each 
new  employee.  Other  major 
problems  can  be  in  the  area  of 
collection  and  storage  of  samples. 
Bacteriology  often  is  a problem 
area.  Streaking  of  plates,  in- 
cubator temperature,  and  reading 
time  often  are  done  incorrectly. 
Erroneous  results  for  tests  as  sim- 
ple as  a spun  hematocrit  and  oc- 
cult blood  are  not  uncommon. 

12.  Poor  equipment  selection. 
Often,  the  equipment  that  an  of- 
fice has  selected  is  not  cost  effec- 
tive, is  antiquated,  or  is  over-  or 
undercomplicated  for  the  office. 
Before  purchasing  an  instrument, 
a cost  evaluation  for  each  test 
performed  should  be  done.  This 
cost  evaluation  should  include  the 
price  of  reagents,  controls, 
calibrators,  proficiency  testing, 
operator  time,  and  licensing  time. 
If  the  quantity  of  tests  performed 
does  not  cover  the  cost  of  regula- 
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tion,  the  test  should  be  eliminated 
and  sent  to  a reference  laboratory. 
If  the  test  is  not  cost  effective  but 
is  a necessity  to  the  practice,  the 
profit  margin  for  other  tests  must 
be  studied  to  see  if  the  overall 
profit  margin  compensates  for  the 
suspected  test’s  expenses.  It  is 
worth  considering  changing  a 
high  complexity  instrument  to  an 
instrument  that  performs  the 
same  tests  under  moderate  com- 
plexity. If  a physician’s  practice 
has  grown,  the  instrument  or- 


iginally purchased  probably  can 
be  replaced  with  a more  auto- 
mated one  with  a much  smaller 
cost  per  test. 

SUMMARY 

There  is  no  reason  for  any 
physician  to  close  an  office 
laboratory  because  of  CLIA 
regulations.  Hospitals  have  fol- 
lowed CLIA  regulations  since 
1967  and  the  CLIA-88  regulations 
are  written  to  assure  that  the 
quality  of  testing  performed  in  a 


physician’s  office  is  equal  to  that 
found  in  the  hospital.  A qualified 
consultant  specializing  in  labora- 
tory procedures  and  government 
regulations  can  help  eliminate 
mistakes  in  a POL  and  prepare 
the  laboratory  to  comply  with 
regulations.  H 

Ms.  Voldish  is  director,  POL  Consul- 
tants, Haddonfield.  The  paper  was 
submitted  in  July  1993  and  accepted 
in  September  1993.  Address  reprint  re- 
quests to  Ms.  Voldish,  1150  Concord 
Drive,  Haddonfield,  NJ  08033. 
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NEW  JERSEY  MEDICINE 


DOCTORS’  NOTEBOOK 


TRUSTEES  MINUTES 


A regular  meeting  of  the 
Medical  Society  of  New  Jersey 
(MSNJ)  Board  of  Trustees  was 
held  on  November  21,  1993,  at 
the  executive  offices  in  Law- 
renceville.  Detailed  minutes  are 
on  file  with  the  secretary  of  your 
county  society.  A summary  of 
significant  actions  follows: 

President’s  report.  Noted  the 
following:  Joseph  A.  Riggs,  MD, 
is  the  1994  recipient  of  the 
Edward  J.  Ill  Award;  members  of 
the  American  Medical  Association 
delegation  and  several  officers 
have  been  assigned  to  a county 
medical  society  for  the  purpose  of 
establishing  a communication  link 
between  the  AMA  delegation  and 
the  grassroots;  and  a meeting  has 
tentatively  been  arranged  for 
February  9,  1994,  between  the 
executive  committee  and  the  New 
Jersey  congressional  delegation. 

Specialty  reports.  Received  re- 
ports from  UMDNJ;  MSNJ  Aux- 
iliary; and  the  New  Jersey 
Hospital  Association. 

Executive  director’s  report. 

Noted  the  following:  results  of  the 


survey  (geographic  and  specialty 
distribution)  showing  the  physi- 
cians who  have  agreed  to  partici- 
pate in  the  establishment  of  a 
PPO  consisting  of  MSNJ  mem- 
bers will  be  known  soon;  the 
biennal  licensing  litigation  is  in 
the  active  discovery  phase  and 
the  deposition  process  has  begun; 
the  matter  of  Pennsylvania  Blue 
Shield  laboratory  panel  recoup- 
ment still  is  pending  with  the 
Health  Care  Financing  Adminis- 
tration. 

AMA  Council  on  Legislation. 

Unanimously  endorsed  the  reap- 
pointment of  Edward  A.  Schauer, 
MD,  to  serve  as  a member  of  the 
AMA  Council  on  Legislation. 

Council  on  Medical  Services. 

Approved  the  following: 

That  the  Board  of  Trustees  com- 
municate to  the  State  Board  of 
Medical  Examiners  (SBME)  the  ex- 
isting standard  in  medical  practice 
documentation,  i.e.  the  date  charted 
reflects  the  date  of  service  rather 
than  the  date  of  signature. 

Also,  approved  as  amended  the 
following  resolution: 


That  the  Board  of  Trustees  com- 
municate to  SBME  that  an  individual 
making  an  obvious  error  in  dating 
should  not  be  reprimanded  or 
otherwise  disciplined. 

Committee  on  Women  in 
Medicine.  Agreed  that  MSNJ  s 
Bylaws  can  be  changed  to  render 
them  gender  neutral;  this  can  be 
accomplished  by  staff  and  without 
a recommendation  to  the  Com- 
mittee on  Revision  of  Constitu- 
tion and  Bylaws.  And,  approved 
the  following: 

That  the  Committee  on  Women  in 
Medicine  sponsor  a program  in  fall 
1994  to  facilitate  the  transition  from 
residency  into  practice. 

New  Business.  Noted  that  staff 
will  develop  a policy  concerning 
the  attendance  of  county  society 
executives  at  MSNJ-sponsored 
functions  for  consideration  by  the 
Board.  Also,  will  transmit  to 
SBME  the  comments  that  the  $10 
fee  for  copying  records  less  than 
10  pages  is  inadequate  and  should 
be  raised  to  $20.  □ 


AMNJ  REPORT 


The  Board  of  Trustees  of  the 
Academy  of  Medicine  of  New 
Jersey  (AMNJ)  has  named  the 
1994  recipients  of  the  awards  to 
be  presented  at  the  Annual 
Awards  Dinner  on  May  25,  1994, 
to  be  held  at  the  Chanticler  in 
Short  Hills. 

Joseph  A.  Riggs,  MD,  of  Had- 
donfield,  will  receive  the  Edward 
J.  Ill  Award  “presented  annually 
to  that  physician  of  New  Jersey 
who  merits  recognition  by  AMNJ 
for  distinguished  service  as  a 
leader  in  the  medical  profession 
and  in  the  community  at  large. 

Dr.  Riggs  is  a past-president  of 
the  Medical  Society  of  New 


Jersey  (MSNJ),  the  Camden 
County  Medical  Society,  and  the 
New  Jersey  Obstetrical  and 
Gynecological  Society.  He  has 
been  an  attending  physician  in 
obstetrics  and  gynecology  on  the 
staffs  of  Our  Lady  of  Lourdes 
Hospital  and  West  Jersey 
Hospital.  He  also  has  served  as 
chairman  of  ACOG-District  III. 
He  served  for  12  years  and  under 
three  administrations  on  the  Stai.e 
Board  of  Medical  Examiners — the 
last  two  years,  1982-1984 — as 
Board  secretary.  He  currently 
serves  on  the  Board  of  Directors 
of  the  Medical  Inter-Insurance 
Exchange  and  is  a delegate  to  the 


American  Medical  Association 
from  MSNJ.  He  also  is  a clinical 
professor  of  obstetrics/gynecology 
at  Jefferson  Medical  College  in 
Philadelphia. 

The  Academy’s  Citizen’s  Award 
is  “presented  annually  to  that 
citizen  or  group  of  citizens  of 
New  Jersey  who  merit  recogni- 
tion by  AMNJ  for  distinguished 
service  in  the  interest  of  the 
health  and  welfare  of  the  com- 
munity at  large.”  The  1994 
Citizen’s  Award  has  been  granted 
to  Burton  L.  Eichler,  Esquire,  of 
Summit. 

Mr.  Eichler  is  in  private  law 
practice  with  the  firm  Brach, 
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HOUSING  APPLICATION 

228th  ANNUAL  MEETING 
THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

APRIL  30-MAY  4,  1994 

TRUMP  TAJ  MAHAL  CASINO/RESORT 

1000  BOARDWALK  AT  VIRGINIA  AVENUE,  ATLANTIC  CITY,  NJ  08401 
RESERVATION  DEPARTMENT  1/800/825-8786 


(Please  Print) 

Name 

Address 

City State Zip 

Home  Phone Business  Phone 

Sharing  With 

Date  of  Arrival Time  

Date  of  Departure Time  

A one-night  deposit  (equivalent  to  room  rate)  is  required  with  all  reservation  requests.  Please  send  check 
or  money  order  payable  to  the  TRUMP  TAJ  MAHAL  CASINO/RESORT  or  complete  the  following: 

Card  # Type  Exp.  Date 

SCHEDULE  OF  RATES  SUBJECT  TO  12%  TAX 

□ SINGLE  $105.00  □ DOUBLE  $105.00  □ Extra  Person  $25.00 

(Reservations  must  be  received  prior  to  April  2,  1994) 

□ One  Bedroom  Suite  $275.00  per  day 

□ One  Bedroom  Hospitality  Suite  $300.00  per  day 

Check-out  time  is  12  noon.  Rooms  may  not  be  available  for  check-in  until  after  4 p.m.  Check-in  time  on 
Sunday  is  6 p.m.  FORTY-EIGHT  (48)  HOURS  NOTICE  OF  CANCELLATION  is  required  for  a full  refund. 
PARKING:  There  is  a state-imposed  $2.00  minimum  charge  per  24-hour  period  of  each  motor  vehicle  parking 
on  the  premises. 

□ Check  if  Official  Delegate County 

PLEASE  NOTE:  Current  state  sales  tax  is  3%  and  occupancy  tax  is  9%,  and  room  usage  fee  is  $2.00 
per  room,  per  night.  These  taxes  are  subject  to  change,  without  notice. 

The  proceeds  from  the  fees  collected  shall  be  paid  into  a special  fund  that  will  be  established  and 
held  by  the  Atlantic  City  Convention  Center  Authority.  Amounts  in  the  special  fund  shall  be  expended 
by  the  Convention  Center  Authority  solely  for  the  purposes  of  promoting  tourism,  conventions,  resorts, 
and  casino  gaming. 

************************************************************************************************** 


MAIL  THIS  APPLICATION  TO: 
Reservations 

Trump  Taj  Mahal  Casino/Resort 
1000  Boardwalk  at  Virginia  Avenue 
Atlantic  City,  New  Jersey  08401 
Tel:  1/800/825-8786 
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NEW  JERSEY  MEDICINE 


MEDICAL  SOCIETY  OF  NEW  JERSEY 

1994  Annual  Meeting 
April  30  to  May  4,  1994 
Trump  Taj  Mahal  Casino/Resort 
Atlantic  City 

SCHEDULE  OF  EVENTS 

Saturday,  April  30,  1994 

3:30  P.M.  Board  of  T rustees  Meeting 

7:00  p.m.  Officers’  Reception/Dinner  (by  invitation  only) 


Sunday,  May 

8:00  A.M. 
8:30  am. 
8:30  A.M. 
10:00  A.M. 


11:30  A.M. 

12:15P.M. 
12:30  P.M. 
2:00  p.m. 
3:30  P.M. 


1,  1994 

Registration  Opens 
Message  Center  Opens 
Meeting— AMA  Delegation 

Educational  Program,  “Plays  for  Living”  (“You  Didn’t 
Know  My  Father,”  which  deals  with  living  wills/ 
quality  of  life  issues) 

New  Jersey  Society  of  Internal  Medicine 
Annual  Meeting/Luncheon 
Academy  of  Medicine  of  New  Jersey  Lecture 
Exhibits  and  AMA-ERF  Boutique  Open 
House  of  Delegates 
Reference  Committees 


Monday,  May  2, 1994 

7:30  a.m.  Breakfast  Meeting,  The  Society  for  the  Assistance  of 

New  Jersey  Physicians  and  their  Families 
8:00  a.m.  Registration  and  Message  Center  Open 

8:30  a.m.  Exhibits  Open 

8:30  a.m.  Reference  Committees 

1 2:00  noon  Golden  Merit  Award  Ceremony  and  Reception 
12:15  p.m.  Luncheon/Meeting— Women  in  Medicine 
2:00  p.m.  House  of  Delegates  (Election) 

5:00  p.m.  JEMPAC  Political  Forum 

6:00  p.m.  JEMPAC  Wine  and  Cheese  Reception 

7:00  p.m.  Hudson  County  Medical  Society  Reception  Honoring 
Joseph  N.  Micale,  MD 

Tuesday,  May  3, 1994 

8:00  a.m.  Registration  and  Message  Center  Open 

8:30  a.m.  Exhibits  Open 

9:00  a.m.  House  of  Delegates 

1 :0Q  p.m.  Luncheon  Meeting,  members  of  the  Hospital  Medical 
Staff  Section 
2:00  P.M.  Exhibits  Close 

6:30  p.m.  Inaugural  Ceremony 

7:30  p.m.  Inaugural  Reception/Dinner  Honoring 

Fred  M.  Palace,  MD 

Wednesday,  May  4, 1994 

8:00  a.m.  Registration  and  Message  Center  Open 
8:30  a.m.  Educational  Program— “HIV  Management  Strategies: 
Population  Specific  Considerations” 

1 :Q0  p.m.  Board  of  Trustees  Meeting 


Eichler,  in  Roseland.  Mr.  Eichler 
and  his  firm  actively  represent 
hospitals  and  health  care  institu- 
tions, health  planning  and  peer 
review  organizations,  HMOs, 
IPAs,  medical  specialty  societies, 
and  a number  of  medical  staffs  as 
well  as  individual  physicians.  He 
has  contributed  his  time  and  ex- 
pertise in  many  ways  to  the  vol- 
unteer and  charitable  community. 
He  is  a past-president  and  chair- 
man of  the  Board  of  the  United 
Cerebral  Palsy  of  North  Jersey. 
He  has  served  on  the  Advisory 
Board  of  the  Children’s  Home 
Society  of  New  Jersey  and  the 
Board  of  Trustees  of  the 
Hemodialysis  Foundation. 

The  AMNJ  AIDS  Education 
Program  has  received  funding 
from  the  New  Jersey  State  De- 
partment of  Health,  Division  of 
AIDS  Prevention  and  Control,  for 
fiscal  year  1994.  The  grant  sup- 
ports 55  roving  symposia  on  four 
topics:  diagnosis  and  treatment  of 
AIDS  (revised  September  1993), 
infection  control  in  the  HIV  era 
(revised  September  1993),  iden- 
tification and  management  of 
asymptomatic  HIV  infection,  and 
integrating  tuberculosis  manage- 
ment into  the  care  of  the  HIV- 
infected  patient.  Separate  grant 
funds  supporting  the  symposia  on 
identification  and  management  of 
the  HIV  indeterminant  infant  are 
forthcoming.  A limited  number  of 
symposia  are  available.  For 
further  information  contact  Sara- 
jane  Garten,  MA,  AIDS  education 
program  manager. 

On  November  18,  1993,  AMNJ 
opened  its  new  executive  offices 
with  a welcoming  reception 
followed  by  Committee  and 
Board  of  Trustees  meetings. 

The  Academy-sponsored  New 
Jersey  Physicians  Golf  Association 
will  hold  its  annual  dinner  and 
planning  session  on  Tuesday, 
January  25,  1994,  at  the  Forsgate 
Country  Club  in  Jamesburg.  All 
NJPGA  members  are  invited  to 
attend  the  dinner.  For  informa- 
tion, contact  Lisa  Fleischer  at 
AMNJ.  □ John  L.  Krause,  Jr, 
MD,  president 
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Public  officials  discuss  AIDS 
and  urban  violence.  Issues  sur- 
rounding AIDS  in  New  jersey 
were  the  focus  of  remarks  by 
Governor-Elect  Christine  Todd 
Whitman  and  state  health  com- 
missioner Dr.  Bruce  Siegel  when 
they  visited  UMDNJs  Newark 
campus  during  World  AIDS  Day 
last  month.  The  same  day,  Con- 
gressman Donald  Payne  (D-New 
Jersey)  accompanied  Congress- 
man Richard  Gephardt  (D-Mis- 
souri),  majority  whip  of  the  U.S. 
House  of  Representatives,  on  a 
tour  of  the  Emergency  Trauma 
Center  at  UMDNJ-University 
Hospital.  Congressman  Payne  ar- 
ranged the  visit  to  highlight  the 
impact  of  urban  violence  on 
escalating  health  care  costs. 

Health  of  the  Public  grant. 
More  than  250  health  professions 
students  at  UMDNJs  Newark 


campus  will  conduct  health 
screenings  and  assist  with  deliver- 
ing primary  care  and  providing 
preventive  medical  services  as 
part  of  a national  effort  to  increase 
access  to  health  care  services  for 
minorities.  UMDNJ  is  1 of  28 
academic  health  institutions  that 
received  a three-year,  $150,000 
grant  from  the  Pew  Charitable 
Trusts  and  Robert  Wood  Johnson 
Foundation  to  participate  in  the 
“Health  of  the  Public”  program. 

Substance  abuse  program  will 
be  national  model.  Stress  manage- 
ment, student  support  groups, 
and  lifestyle  changes  are  elements 
of  a comprehensive,  proactive, 
and  preventive  program  initiated 
by  UMDNJ  to  deal  with  alcohol 
and  substance  abuse  problems  on 
campus.  The  goal  is  to  help  future 
health  care  practitioners  learn  to 
balance  heavy  schedules  and 


professional  demands  within  the 
framework  of  a healthy,  well- 
rounded,  stress-reduced  lifestyle. 
We  believe  the  new  primary 
preventive  programs  can  become 
a national  model  for  health 
sciences  universities. 

New  facilities  at  Stratford  cam- 
pus. The  UMDNJ-School  of  Os- 
teopathic Medicine  in  Stratford 
has  opened  two  new  facilities — a 
110,000  square  foot  Academic 
Center  and  a 14,000  square  foot 
laboratory  expansion  at  its  Sci- 
ence Center.  The  Academic  Cen- 
ter houses  the  school  s Wellness 
Center,  library,  administrative  of- 
fices, classrooms,  and  laborato- 
ries. The  Science  Center’s  wing 
includes  11  laboratories.  □ 
Stanley  S.  Bergen,  Jr,  MD, 
president 


PLACEMENT  FILE 


The  following  physicians  have 
written  to  the  executive  offices  of 
MSNJ  seeking  information  on  op- 
portunities for  practice  in  New 
Jersey.  If  you  are  interested  in 
any  further  information  concern- 
ing these  physicians,  please  con- 
tact them  directly. 

Cardiology 

David  ZukofT,  MD,  40F  Dinsmore 
St.,  Staten  Island,  NY  10314.  Univer- 
sity of  Noreste  1987.  Board  certified 
(IM).  Board  eligible  (CARD).  Group 
or  partnership.  Available  July  1994. 

Family  Practice 

Rosario  C.  Sales,  MD,  7912  Colonial 
Rd.,  2nd  Fl„  Brooklyn,  NY  11209. 
Santa  Maria  (Portugal)  1979.  Avail- 
able. 

Gastroenterology 

Daniel  M.  Helburn,  MD,  350  E. 

17th  St.,  Apt.  19A,  New  York,  NY 
10003.  University  of  Vermont  (1988). 
Board  certified  (IM).  Board  eligible 
(GASTRO).  Group,  partnership,  solo. 
Available  July  1994. 

Michael  G.  Rahmin,  MD,  435  E.  70 
St.,  Apt.  217C,  New  York,  NY  10021. 
New  York  University  1985.  Board 
certified  (GASTRO).  Available  July 
1994. 


Internal  Medicine 

Sandra  D.  Cameron,  MD,  71  Craig 
Dr.,  Apt.  K5,  West  Springfield,  MA 
01089.  Temple  1989.  Board  eligible 
(PED).  Available. 

Christine  Futh  Giacobbe,  DO,  260 

First  St.,  Apt.  9A,  Mineola,  NY 
11501.  NY  College  of  Osteopathic 
Medicine  1990.  Board  eligible  (IM). 
Group,  HMO,  hospital.  Available 
July  1994. 

Robert  C.  Giacobbe,  DO,  260  First 
St.,  Apt.  A9,  Mineola,  NY  11501.  NJ 
College  of  Osteopathic  Medicine 
1990.  Board  eligible  (IM).  Solo, 
group,  partnership.  Available  Julv 
1994. 

Paul  D.  Hieholzer,  DO,  4019 
Gilham  St.,  Philadelphia,  PA  19135. 
Philadelphia  College  of  Osteopathy 
1990.  Board  certified.  Available. 
Inez  Teresa  Hubbard,  MD,  P.O. 
Box  489,  Orange,  NJ  07051.  UMDNJ 
1981.  Board  eligible.  Solo  or 
partnership.  Available. 

James  R.  Smith,  MD,  322  Claremont 
Ave.,  Montclair,  NJ  07042.  UMDNJ 
1989.  Group  or  hospital  based.  Avail- 
able. 

Nuclear  Medicine 

Ghanshyam  Kalni,  MD,  80  N.  Coun- 
try Rd.,  Apt.  2 East,  Port  Jefferson, 


NY  11777.  T.N.  Medical  College 
(India)  1983.  Board  certified  (NUC 
MED).  Group,  partnership,  solo. 
Available. 

Pathology 

Maria  S.  Braganca,  MD,  43  S. 
Cadillac  Dr.,  Somerville  NJ  08876. 
GOA  (India)  1968.  Board  certified. 
Group.  Available. 

Pediatrics 

Balathripura  S.  Jonnalagadda,  MD, 
6 Langley  Rd.,  Kendall  Park,  NJ 
08824.  Osmania  1975.  Board  eligible. 
Group  or  solo.  Available. 

Surgery 

W.  Dean  Adams,  MD,  3617  38  St., 
NW,  Apt.  310,  Washington,  DC 
20016.  College  of  Physicians  & 
Surgeons  1989.  Board  eligible 
(SURG).  Group,  associate,  partner. 
Available  July  1994. 

Andrew  Dobradin,  MD,  17  Slater 
Ave.,  Providence,  RI  02906.  Medical 
Academy  (Poland),  1979.  Group  or 
partnership.  Available. 
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PHILADELPHIA  HEART  INSTITUTE 
at  Presbyterian  Medical  Center 

I Cardiology 
Update  ^ 

designed  for  the  physician  and  provides  an  intensive 
survey  of  the  current  status  of  clinical  cardiology  . . . 

Wednesday,  February  2,  1994 

The  Non-Invasive  Procedures  in  Cardiology 

Moderator:  Ami  E.  Iskandrian,  M.D. 

3:00-3:30  Exercise  testing  vs.  pharmacologic  studies:  For  whom,  why,  and  results— 
Ami  E.  Iskandrian,  M.D. 

3:30-4:00  The  echocardiogram:  What  lessons  to  be  learned  and  when  to  perform  TEE, 
echo  doppler,  and  color  flow  echo— George  W.  Lighty,  Jr.,  M.D.,  Ph.D. 

4:00-5:00  Case  Presentation— Bennett  D.  Schalet,  D.O. 

Panel  Discussion—  Jaekyeong  Heo,  M.D.,  George  W.  Lighty,  Jr.,  M.D.,  Ph.D., 
Leslie  Poor,  M.D.,  Gary  J.  Vigilante,  M.D. 


■ Case  Presentations  and  Panel  Discussions 

■ CME  Credits * 

■ Ho  Registration  Pee 

■ Call  for  Reservations  215-662-8627 

Scheie  Auditorium 

Presbyterian  Medical  Center 
39th  & Market  Streets 
Philadelphia,  Pennsylvania  19104 

The  Philadelphia  Heart  Institute  at  Presbyterian  Medical  Center  is  an  affiliate  of  the  University  of  Pennsylvania. 

*Presbyterian  Medical  Center  designates  this  continued  medical  education  activity  for  2 credit  hours  in  Category  1 of 
the  Physicians'  Recognition  Award  of  the  American  Medical  Association  and  the  Pennsylvania  Medical  Society  Membership 
requirement,  nine  sessions,  18  credits. 
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CONTINUING  EDUCATION 


INFECTIOUS  DISEASE 


February 

2 Diagnosis  and  Treatment  of 

AIDS 

11:30  A.M.-12:30  P.M  — 
Rahway  Hospital,  Rahway 
(AMNJ) 

9 Multiple  Drug-Resistant 

Tuberculosis 

10-11  A.M. — St.  Mary’s 
Hospital,  Passaic  (AMNJ) 

16  Diagnosis  and  Treatment  of 
AIDS 

9- 10  A M.— Warren  Hospital, 
Phillipsburg  (AMNJ) 

16  Diagnosis  and  Treatment  of 
AIDS 

1 1 A.M. -12  Noon — Kimball 
Medical  Center,  Lakewood 
(AMNJ) 

16  Infection  in  the  HIV  Era 

10- 11  A.M.  — St.  Mary’s 
Hospital,  Passaic  (AMNJ) 


MEDICINE 


February  1994 
2 Making  Decisions  in 

Transfusion  Medicine 

11:30  A M. -12:30  P.M  — 
Columbus  Hospital,  Newark 
(AMNJ) 

2 Endocrinology  Grand  Rounds 

9 11:30  A.M. -12:30  P.M.—VA 

16  Medical  Center,  East  Orange 

23  (AMNJ) 

2 Interhospital  Endocrine 

9 Rounds 

16  3:30-5  P.M.  — University 

23  Hospital,  Newark  (AMNJ) 

2 Visiting  Professor  Lecture 

11:30  A.M.-12:30  P.M.-VA 
Medical  Center,  East  Orange 
(AMNJ) 

2 Endocrinology  Dinner 
Meeting 

6 P.M.  — Holiday  Inn,  Newark 
Airport  (AMNJ) 

3 Panic  Disorder  and  Other 
Anxiety  Syndromes 
10-11  A.M. — Forensic 
Psychiatric  Hospital,  West 
Trenton  (AMNJ) 

3 CDS  Prescribing  Practices: 

Legal/Illegal 


16  Identification  and 

Management  of  Asymptomatic 
HIV  Infection 
12  Noon-1  P.M. — St.  James 
Hospital,  Newark  (AMNJ) 

24  AIDS  for  the  Primary  Care 
Physician 

9 A.M.  — Helene  Fuld  Medical 
Center,  Trenton  (Helene  Fuld 
Medical  Center) 

March 

2 Integrating  TB  Management 

into  Care  of  the  HIV-Infected 
Patient 

12  Noon-1  P.M.  — St.  James 
Hospital,  Newark  (AMNJ) 

8 Identification  and 

Management  of  Asymptomatic 
HIV  Infection 
10-11  A.M.  — Forensic 
Psychiatric  Hospital,  West 
Trenton  (AMNJ) 


8- 9  A.M.  — Somerset  Medical 
Center,  Somerville  (AMNJ) 

11  The  Impact  of  Advance 
Directives  on  Medical 
Decision  Making 

9- 10  A.M.  — Helene  Fuld 
Medical  Center,  Trenton 
(Citizens ' Committee  on 
Biomedical  Ethics) 

1 1 Cardiac  Disease  in  Renal 
Failure 

8:30-9:30  P.M.  — United 
Hospitals  Medical  Center, 
Newark  (AMNJ) 

1 1 Advance  Directives 

9 A.M.  — Helene  Fuld  Medical 
Center,  Trenton  (Helene  Fuld 
Medical  Center) 

16  Dermatology  Case 
Presentations 

6 P.M.  — RCHP,  Route  1,  New 
Brunswick  (UMDNJ) 

17  Prosthetics 

8 A.M. -5  P.M.  — Kessler 
Institute  for  Rehabilitation 
(Kessler  Institute) 

22  Occupational  Asthma 

12  Noon-1  P.M. — The  Hospital 
Center  at  Orange,  Orange 


9 Identification  and 

Management  of  Asymptomatic 
HIV  Infection 
8-9  A.M.  — Somerset  Medical 
Center,  Somerville  (AMNJ) 

9 Identification  and 

Management  of  the  HIV 
Indeterminant  Infant 
11:30  A.M. -12:30  P.M.— 
Hamilton  Hospital,  Trenton 
(AMNJ) 

15  Identification  and 
Management  of  Asymptomatic 
HIV  Infection 

1:30-2:30  P.M.  — Runnells 
Specialized  Hospital,  Berkeley 
Heights  (AMNJ) 

16  Infection  Control  in  the  HIV 
Era 

11  A.M. -12  Noon — Kimball 
Medical  Center,  Lakewood 
(AMNJ) 


(AMNJ) 

24  Health  Promotion  for  People 
with  Down’s  Syndrome 

10-11  A.M.  — Hunterdon 
Developmental  Center,  Clinton 
(AMNJ) 

24  Scientific  Meeting 

6:30-9:30  P.M. — The  Manor, 
West  Orange  (Head  and  Neck 
Oncology  Section,  AMNJ) 

March 

2 Diagnosis  and  Management  of 

Esophageal  Reflux 
10-11  A.M.  — St.  Mary’s 
Hospital,  Passaic  (AMNJ) 

2 Making  Decisions  in 

Transfusion  Medicine 
11:30  A.M. -12:30  P.M  — 

Rahway  Hospital,  Rahway 

(AMNJ) 

2 Endocrinology  Grand  Rounds 

9 11:30  A.M.-12:30  P.M.  — VA 

16  Medical  Center,  East  Orange 

23  (AMNJ) 

30 

2 Interhospital  Endocrine 

9 Rounds 

16  3:30-5  P.M.  — University 
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Hahnemann 

University 


DEPARTMENT  OF  MEDICINE 

presents  a special 

Visiting  Professorship 

Wednesday,  February  2,  1994 
8:30-12  Noon 

“Cardiac  Pearls  for  Office  Practice” 

with 


PROCTOR  W.  HARVEY,  M.D. 
Professor  of  Medicine 
Georgetown  University  School  of  Medicine 
Washington,  DC 


LEONARD  S.  DREIFUS,  M.D. 
Professor  of  Medicine 

Director,  Division  of  Cardiovascular  Diseases 
Hahnemann  University  School  of  Medicine 
Philadelphia,  PA 


• Grand  Rounds  and  Clinical  Case  Presentations  • 


Each  participant  will  use  an  electronic  stethophone  to  complement  the  clinical 
case  presentations  and  state-of-the-art  lectures  on  cardiac  auscultation. 


This  visiting  professorship  and  workshop  program  is  sponsored  by  a grant  from  the  Edna  G.  Kynett  Memorial 
Foundation  specifically  for  the  purpose  of  supporting  Continuing  Medical  Education  programs  in  cardiovascular 
disease  targeted  for  primary  care  physicians.  This  support  is  gratefully  acknowledged. 


Seminar  Director:  Allan  B.  Schwartz,  M.D.,  Professor  and  Vice 
Chair  of  Medicine,  Director  of  Continuing  Medical  Education  for 
the  Department  of  Medicine. 

Full  Disclosure  Statement:  All  faculty  participating  in  continuing 
medical  education  programs  sponsored  by  Hahnemann  University 
are  expected  to  disclose  to  the  audience  any  real  or  apparent 
conflicts  of  interest  related  to  the  content  of  their  presentations. 

For  information  or  registration:  Call  215-762-8695. 


Statement  of  Accreditation:  Hahnemann  University  is  accredited 
by  the  Accreditation  Council  for  Continuing  Medical  Education 
(ACCME)  to  sponsor  continuing  medical  education  for 
physicians.  Hahnemann  University  designates  this  continuing 
medical  education  activity  as  Category  I of  the  Physician’s 
Recognition  Award  of  the  American  Medical  Association.  One 
credit  hour  may  be  claimed  for  each  hour  of  participation  by  the 
individual  physician  for  a total  of  3.5  hours. 

Location:  Hahnemann  University,  Classroom  C (Alumni  Hall), 
2nd  Floor  College  Building,  15th  Street  between  Race  & Vine, 
Phila.,  PA. 
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23  Hospital,  Newark 
30  (AMNJ) 

2 Visiting  Professor  Lecture 

11:30  A.M. -12:30  P.M— VA 
Medical  Center,  East  Orange 
(AMNJ) 

2 Endocrinology  Dinner 

Meeting 

6 P.M.  — Holiday  Inn,  Newark 
Airport,  Newark  (AMNJ) 

4 Central  Nervous  System 

Disorders  and  Brain 
Dysfunction 
8:30-9:30  A.M.  — United 
Hospitals  Medical  Center, 
Newark  (AMNJ) 

4 Nutritional  Assessment 

9- 10  A.M.  — St.  Francis  Medical 
Center,  Trenton  (AMNJ) 

8 Urinary  Tract  Infection 

10- 11  A.M. — St.  Mary’s 
Hospital,  Passaic  (AMNJ) 


OBSTETRICS/GYNECOLOGY 


February 

9 Monthly  Ultrasound  Review  of 

Fetal  Anomalies 

7:30-8:30  P.M.  — St.  Peter’s 
Medical  Center,  New 
Brunswick  (St.  Peter’s  Medical 
Center) 

March 

3 Gynecologic  Care  for  Women 

with  Physical  or  Cognitive 
Disabilities 


9 Management  of  Abdominal 
Emergencies 
1-2  P.M.  — New  Lisbon 
Developmental  Center, 

New  Lisbon  (AMNJ) 

1 1 Role  of  XRT  in  Early  Prostatic 
Carcinoma 

9 A.M  — Helene  Fuld  Medical 
Center,  Trenton  (Helene  Fuld 
Medical  Center) 

11-  Annual  New  Jersey 

13  Postgraduate  Anesthesia 
Seminar 

Trump  Plaza  Hotel  and  Casino, 
Atlantic  City  (NJ  State  Society 
of  Anesthesiologists) 

12-  Review  Course  in  Physical 
20  Medicine  and  Rehabilitation 

8 A.M. -5  P.M. — Kessler 
Institute  for  Rehabilitation 
(Kessler  Institute) 

16  Estrogen  Replacement 


12  Noon-1  P.M. — Community 
Medical  Center,  Toms  River 
(AMNJ) 

9 Monthly  Ultrasound  Review  of 
Fetal  Anomalies 

7:30-8:30  P.M.  — St.  Peter’s 
Medical  Center,  New 
Brunswick  (St.  Peter’s  Medical 
Center ) 

11  Gynecologic  Care  for  Women 
with  Physical  or  Cognitive 
Disabilities 


Therapy  and  Management  of 
Menopause 

10-11  A.M.  — St.  Mary’s 
Hospital,  Passaic  (AMNJ) 

16  Dermatology  Case 
Presentations 

6 P.M.  — RCHP,  Route  1,  New 
Brunswick  (UMDNJ) 

17  Prehospital  Care  in 
New  Jersey 

10-11  A.M.  — Hunterdon 
Developmental  Center,  Clinton 
(AMNJ) 

23  Scientific  Meeting 

6:30-9:30  P.M. — The  Manor, 
West  Orange  (Radiation 
Oncology  Section,  AMNJ) 

25  Evaluation  and  Preparation  of 
Medical  Patients  for  Surgery 
9 A.M.  — Helene  Fuld  Medical 
Center,  Trenton  (Helene  Fuld 
Medical  Center) 


8:45-9:45  A.M.  — St.  Peter’s 
Medical  Center,  New 
Brunswick  (AMNJ) 

16  Estrogen  Replacement 

Therapy  and  Management  of 
Menopause 
10-11  A.M.  — St.  Mary’s 
Hospital,  Passaic  (AMNJ) 


RADIOLOGY 


February 

2 Vascular  Diagnostic 
Ultrasound 

10-11  A.M. — St.  Mary’s 
Hospital,  Passaic  (AMNJ) 

3 Grand  Rounds 

4-5  P.M.  — New  Jersey  Medical 
School,  Newark  (UMDNJ) 

9 Monthly  Ultrasound  Review  of 

Fetal  Anomalies 
7:30-8:30  P.M.  — St.  Peter  s 
Medical  Center,  New 
Brunswick  (St.  Peter’s  Medical 
Center ) 

17  Scientific  Meeting 

7:30-10  P.M.  — St.  Barnabas 
Medical  Center,  Livingston 


(Radiological  Society  ofNJ  and 
Diagnostic  Radiology  Section, 
AMNJ) 

24  Visiting  Professor  Lecture 

1:30-5:30  P.M.  — New  Jersey 
Medical  School,  Newark 
(UMDNJ) 

March 

9 Monthly  Ultrasound  Review  of 
Fetal  Anomalies 

7:30-8:30  P.M.  — St.  Peter’s 
Medical  Center,  New 
Brunswick  (St.  Peter’s  Medical 
Center) 

10  Scientific  Meeting 

4-5  P.M.  — New  Jersey  Medical 


School,  Newark  (UMDNJ) 

17  Scientific  Meeting 

7:30-10  P.M.  — St.  Barnabas 
Medical  Center,  Livingston 
(Radiological  Society  ofNJ  and 
Diagnostic  Radiology  Section, 
AMNJ) 

19  Clinical  Mammography 

8 A.M. -3:45  P.M. —The 
Brunswick  Hilton  (AMNJ  and 
Radiological  Society  of  New 
Jersey) 

24  Visiting  Professor  Lecture 

1:30-5:30  P.M.  — St.  Barnabas 
Medical  Center,  Livingston 
(Saint  Barnabas  Medical 
Center) 
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Department  of  Medicine  Grand  Rounds 
Wednesdays  8:30  to  9:30  a.m. 

Classroom  C (Alumni  Hall),  2nd  Floor.  New  College  Building,  Hahnemann  University,  15th  & Vine  Streets  (15th  Street  Entrance),  Philadelphia 

For  more  information,  contact  the  Office  of  Continuing  Education  at  215-762-8263. 


JANUARY  1 994  FEBRUARY  1 994  MARCH 


JANUARY  5th 

Silent  and  Noisy  Myocardial  Ischemia 

William  W.  Farmley,  M.D. 

Professor  of  Medicine 

Chief,  Division  of  Cardiology,  Moffit/Long 

Hospital,  San  Francisco,  CA 

JANUARY  12th 
Genetics  of  Cancer 

Kenneth  Blank  Ph.D. 

Professor  of  Pathology 

Department  of  Pathology,  Hahnemann 

University 

JANUARY  19th 

JNC-V:  Point  and  Counterpoint 

Henry  R.  Black  M.D. 

Roberts  Professor  and  Chairman, 
Department  of  Preventive  Medicine,  Rush- 
Presbyterian-St.  Luke’s  Medical  Center, 
Chicago,  IL 

JANUARY  26th 
Phospholipid  Antibodies 

Ann  Parke,  M.B.B.S. 

Associate  Professor  of  Medicine 
Division  of  Rheumatology,  University  of 
Connecticut  Health  Center,  Farmington,  CT 

Hahnemann  University 
Medical  Monograph 
Series  (HUMMS) 

“Premenstrual  Syndrome” 
“Managing  the  Patient  with 
Heart  Failure: 

Standard  Therapy  and  Beyond” 
“Diagnosis  and  Medical  Treatment 
of  Depression” 

“Cardiac  Electrophysiology  for  the 
Practicing  Physician” 

Call  215-762-8263  to  receive 
your  free  copies. 


FEBRUARY  2nd 
Cardiac  Pearls 

Proctor  W.  Harvey,  M.D. 

Professor  of  Medicine 

Georgetown  University  School  of  Medicine, 

Washington,  DC 

FEBRUARY  9th 

Clinical  Pathological  Conference 

Brian  H.  Fillipo,  M.D. 

Assistant  Professor  of  Medicine 
Director,  Medical  Residency  Program, 
Department  of  Medicine,  Hahnemann 
University 
Anthony  Clay,  D.O. 

Chief  Medical  Resident 
Department  of  Medicine,  Hahnemann 
University 

Jeffrey  Hamilton,  M.D. 

Chief  Medical  Resident 
Department  of  Medicine,  Hahnemann 
University 
Eliza  Mandel,  M.D. 

Chief  Medical  Resident 
Department  of  Medicine,  Hahnemann 
University 

FEBRUARY  16th 

Pathogenesis,  Immunity  and  Treatment  of 
HIV  Infection 

Martin  S.  Hirsch,  M.D. 

Professor  of  Medicine 
Infectious  Disease  Unit,  Massachusetts 
General  Hospital,  Boston,  MA 
Bruce  Walker,  M.D. 

Associate  Professor  of  Medicine 
Harvard  Medical  School,  Infectious  Disease 
Unit,  Massachusetts  General  Hospital, 
Boston,  MA 

FEBRUARY  23rd 

The  Granulomatous  Vascuiltides 

Gary  S.  Hoffman,  M.D. 

Chairman,  Department  of  Rheumatic  and 
Immunologic  Diseases,  Cleveland  Clinic 
Foundation,  Cleveland,  OH 


MARCH  2nd 

Impact  of  Nationwide  Trials  on  Office 
Practice  of  Heart  Disease 

Robert  Frye,  M.D. 

Professor  of  Medicine 

Chair,  Department  of  Internal  Medicine, 

Cardiovascular  Consultant,  Mayo  Clinic, 

Rochester,  MN 

MARCH  9th 

Thyroid  Nodules 

Lewis  E.  Braverman,  M.D. 

Professor  of  Medicine  and  Physiology 
Director,  Division  of  Endocrinology  and 
Metabolism,  University  of  Massachusetts 
Medical  School,  Worcester,  MA 
MARCH  16th 

Peripheral  Vascular  Disease 

Nicholas  P.  Tsapaisaris,  M.D. 

Clinical  Instructor  of  Medicine,  Harvard 
School  of  Medicine 

Head,  Section  of  Vascular  Medicine  and 
Hypertension,  Lahsy  Clinic  Hospital, 
Burlington,  MA 
MARCH  23rd 

Osteoarthritis:  Diagnosis,  Medical 
Management,  Arthroscopy  and  Surgical 
Indicators 

Vincent  Zarro,  M.D.,  Ph.D. 

Associate  Professor  of  Medicine 
Director,  Division  of  Rheumatology  and 
Immunology,  Hahnemann  University 
Arnold  Berman,  M.D. 

Professor  and  Chair 

Department  of  Orthopaedic  Surgery  and 
Rehabilitation,  Hahnemann  University 
Albert  A.  Weiss,  M.D. 

Associate  Professor  of  Orthopaedic  Surgery 
and  Rehabilitation,  Hahnemann  University 
MARCH  30th 

Monotherapy  of  Hypertension 

Barry  H.  Materson,  M.D. 

Professor  of  Medicine 
University  of  Miami,  School  of  Medicine, 
Associate  Chief  of  Staff  for  Education, 
Miami  VA  Medical  Center,  Miami,  FL 


JANUARY  19, 1994 
Treatment  of  Hypertension 

Course  Director: 
Allan  B.  Schwartz,  M.D. 

Guest  Lecturer: 
Henry  R.  Black,  M.D. 


Wednesday  Medical  Seminar  Series 


8:30  a. ni.  to  3:30  p.m. 

FEBRUARY  16, 1994 
Treatment  of  HIV  and 
Sexually  Transmitted  Diseases 

Course  Director:  Guest  Lecturers: 

John  Molavi,  M.D.  Martin  S.  Hirsch,  M.D. 

Bruce  Walker,  M.D. 


MARCH  2, 1994 
Office  Management  of 
Heart  Disease  for  the  Generalist 

Course  Director: 
Leonard  S.  Dreifus,  M.D. 
Guest  Lecturers: 

Robert  Frye,  M.D. 
Nanette  K.  Wenger,  M.D. 


Seminar  Director  Allan  B.  Schwartz,  M.D.,  Professor  and  Vice  Chair  of  Medicine, 
Director,  Continuing  Medical  Education  for  the  Department  of  Medicine 

Full  Disclosure  Statement:  All  faculty  participating  in  continuing  medical  education 
programs  sponsored  by  Hahnemann  University  are  expected  to  disclose  to  the  audience 
any  real  or  apparent  conflict(s)  of  interest  related  to  the  content  of  their  presentation. 


Statement  of  Accreditation:  As  an  organization  accredited  by  the  Accreditation  Council 
for  Continuing  Medical  Education  (ACCME),  Hahnemann  University  designates  this 
continuing  medical  education  activity  as  Category  I of  the  Physician’s  Recognition 
Award  of  the  American  Medical  Association.  One  credit  hour  may  be  claimed  for  each 
hour  of  participation  by  the  individual  physician. 
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in  the  Decade  of  the  Brain 


Saturday,  April  9, 1994, 
8:15  a.m.  to  3:15  P.M. 

The  Ninth  Headache  Symposium  presented  by  the 
Comprehensive  Headache  Center  at  The  Germantown 
Hospital  and  Medical  Center 


The  1990's  are  "The  Decade  of  the  Brain."  Join  a panel  of 
international  experts  who  will  explore  topics  that  will 
shape  the  decade. 

The  presentations  include: 

• Diagnosing  Migraine  in  General  and  Hospital  Practice 
Joseph  N.  Blau,  M.D. 

National  Hospital  for  Neurology 
London,  England 

• Migraine:  Epidemiology  and  Societal  Impact 
Richard  Lipton,  M.D. 

Montefiore  Medical  Center 

• Cluster  Headache  and  Its  Variants  - An  Update 
Ninan  Mathew,  M.D. 

Houston  Headache  Center 

• Sex  Hormones  and  Headache 
Stephen  D.  Silberstein,  M.D. 

Comprehensive  Headache  Center  at  The  Germantown 
Hospital  and  Medical  Center 

A $25  registration  fee  is  required  made  payable  to 
The  Germantown  Hospital  and  Medical  Center. 

Lunch,  handout  materials  and  free  parking  are 
included.  Register  by  March  15, 1994  by  calling 
(215)  951-8926. 

The  American  Association  for  the  Study  of  Headache  is  accredited 
by  the  Accreditation  Council  for  Continuing  Medical  Education  to 
sponsor  continuing  medical  education  for  physicians. 

The  American  Association  for  the  Study  of  Headache  designates 
this  continuing  medical  education  activity  for  5 credit  hours  in  Category  1 
of  the  Physician's  Recognition  Award  of  the 
American  Medical  Association. 

No  persona!  financial  relationships 
which,  in  the  context  of  the  subject  of  each 
speakers  invited  presentation,  is  perceived  as 
a real  or  apparent  conflict  of  interest. 

Symposium  funding  provided  by 

Glaxo,  Inc.,  Sandoz  Pharmaceuticals,  tOMPRCHENSiVI 
Abbott  Laboratories  and  Carnrick  utim/ur 

Laboratories,  Inc.  HCJHMIUIS  VEIilEl 

The  Germantown  Hospital  and  Medical  Center 
One  Penn  Boulevard  • Philadelphia,  PA  19144 
(215)  951-8926 


BIMONTHLY 
MEDICAL  NEWSLETTER 
ON  HOW  TO  PASS  BOARD 
OF  INTERNAL  MEDICINE 

For  a FREE  First  Copy 
Mail  Your  Address  Labe!  (self-sticking) 

With  Four  (29  cents)  Stamps  to: 

MEDICAL  NEWSLETTER 

389  East  Mt.  Pleasant  Ave. 

Livingston,  New  Jersey  07039 

Also  available— similar  newsletter  on  "How  to  Pass  Board  of  Geriatrics." 
Weekly  persona!  tutoring  (in  New  Jersey  only) 

For  Information  Call:  Dr.  Arora — 201  -673-441 0 


June  13-17th,  1994 

Update  Your  Medicine  twentieth  Annual  practical  CME 
Course  with  Hands-on  Workshops.  Sponsored  by  Cor- 
nell University  Medical  College  in  New  York  City  and  the 
Association  of  Practicing  Physicians  of  The  New  York 
Hospital.  37  Category  I AMA-PRA  credit.  This  program 
has  also  been  reviewed  and  is  acceptable  for  37  elective 
credit  hours  by  the  American  Academy  of  Family  Physi- 
cians. 

Info:  Lila  A.  Wallis,  MD,  Director  and  Debora  A.  laan, 
Coordinator/445  East  69th  Street,  Olin-Room  328,  New 
York,  NY  10021.  Telephone:  212-746-4752. 


Hahnemann 

University 


Department  of  Anesthesiology  and 
Office  of  Continuing  Education 

present 

2nd  Annual 

2-1/2  day 

ANESTHESIOLOGY 
MINI  REFRESHER  COURSE 

for 

Anesthesiologists,  Anesthesia  Residents, 
and  Nurse  Anesthetists 

• who  are  preparing  for  the  re-certification  examination 
in  anesthesiology  (CDQ) 

• who  have  finished  anesthesia  training  and  are  now 

preparing  for  the  ABA  examination 
» who  are  a practicing  anesthesiologist  or  certified  nurse 
anesthetist  wishing  to  refresh  your  knowledge  in  anesthesia 

• who  are  looking  for  a worthwhile  and  educational 
opportunity  to  earn  21  Category  I CME  or  AANA  credits 

March  4,  5,  6, 1994 

Stouffer  Valley  Forge  Hotel,  King  of  Prussia,  PA 
For  information  call:  215-762-8263 
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YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine.  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon ® is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  ariti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug  .12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.1  '34  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  '/a  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon'*'  1/12  gr.  5.4  mg  in 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 

53159-001-10. 

References: 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 


PALISADES 

PHARMACEUTICALS,  INC. 

64  North  Summit  Street 
Tenafly,  New  Jersey  07670 
(201) 569-8502 
1-800-237-9083 
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IN  MEMORIAM 


JOSEPH  C.  BRAUN 


RICHARD  H.  BRUNING 


We  have  received  notice  of  the 
death  of  Joseph  Charles  Braun, 
MD.  Dr.  Braun  passed  away  on 
September  8,  1993.  He  was  born 
on  February  2,  1911,  in  Union 
City.  Dr.  Braun  graduated  from 
Long  Island  College  of  Medicine, 
New  York,  in  1937.  He  received 
a New  jersey  medical  license  the 
following  year.  Dr.  Braun  was  a 

Richard  Henry  Bruning,  MD,  a 
member  of  our  Essex  County 
component,  died  on  May  8,  1993, 
at  the  grand  age  of  84.  Dr.  Brun- 
ing was  born  on  December  31, 
1908,  in  Elizabeth.  Dr.  Bruning 
was  an  internist  and  practiced  in 
Millburn;  he  was  affiliated  with 
Orange  Memorial  Hospital.  Dur- 
ing his  medical  career,  Dr.  Brun- 
ing was  a diplomate  of  the  Ameri- 


general  practitioner  with  offices 
in  West  New  York.  He  was  on 
staff  at  St.  Mary’s  Hospital, 
Hoboken.  Dr.  Braun  was  a 
member  of  our  Bergen  County 
component,  of  the  North  Hudson 
Physician’s  Society,  and  of  the 
American  Medical  Association. 
He  also  was  a fellow  of  the  In- 
ternational College  of  Surgeons. 


can  Board  of  Internal  Medicine 
and  a fellow  of  the  American  Col- 
lege of  Physicians.  Dr.  Bruning 
was  a 1934  graduate  of  Columbia 
University  College  of  Physicians 
& Surgeons,  New  York.  He  re- 
ceived his  New  Jersey  medical 
license  in  1936.  Dr.  Bruning  was 
a World  War  II  United  States 
Navy  veteran. 


RALPH  N.  CAGAN 


Seventy-two-year-old  Ralph 
Nathan  Cagan,  MD,  of  Trenton, 
passed  away  on  October  3,  1993. 
Dr.  Cagan  was  born  on  October 
6,  1920,  in  Trenton.  After  graduat- 
ing from  New  York  University 
School  of  Medicine,  New  York, 
lie  received  a New  jersey  medical 
license  in  1948.  A lifelong  resi- 
dent of  Trenton,  Dr.  Cagan  prac- 
ticed in  Trenton  for  over  40  years 
and  was  affiliated  with  St.  Francis 
Medical  Center  and  Mercer 
Medical  Center,  both  in  Trenton. 


An  internist  specializing  in  en- 
docrinology and  diabetes,  Dr. 
Cagan  was  a member  of  our 
Mercer  County  component,  of  the 
American  Medical  Association, 
and  of  the  American  Diabetic  As- 
sociation. In  addition,  Dr.  Cagan 
was  a diplomate  of  the  American 
Board  of  Internal  Medicine,  and 
a fellow  of  the  American  College 
of  Physicians.  Dr.  Cagan  served 
as  captain  in  the  U.S.  Medical 
Corps  during  World  War  II. 


BASIL  CAMPEAN 


Born  in  Rumania  on  September 
22,  1920,  Basil  Campean,  MD, 
passed  away  on  July  29,  1993.  In 
1945,  Dr.  Campean  was  awarded 
a medical  degree  from  the  Uni- 
versity of  Cluj  Medical  College, 
Rumania.  He  interned  at  the  Uni- 
versity of  Cluj  Hospital  and  at  St. 
Peter’s  Medical  Center,  New 


Brunswick.  Dr.  Campean  com- 
pleted a residency  at  the  New 
Jersey  State  Hospital,  Trenton; 
Jersey  City  Medical  Center;  St. 
Vincent’s  Hospital,  New  York; 
and  Middlesex  General  Hospital, 
New  Brunswick.  He  received  his 
New  Jersey  medical  license  in 
1964.  Dr.  Campean  was  a general 
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JOSEPH  T.  LANG 


E.C.  SEASONGOOD 


ALBERT  M.  SILVER 
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practitioner  in  Rumania  before 
emigrating  to  the  United  States  in 
1950.  During  his  medical  career, 
Dr.  Campean  maintained  a prac- 
tice in  Metuehen  and  was  af- 
filiated with  the  New  Jersey  State 
Hospital;  the  Diagnostic  Center, 


A Newark  gynecologist  and  ob- 
stetrician for  over  30  years, 
Roman  Jarema  Krawczuk,  MD, 
died  on  August  23,  1993,  at  the 
age  of  73.  Dr.  Krawczuk  was  born 
in  the  Ukraine  on  September  28, 
1919.  Dr.  Krawczuk  resided  in 
Newark  and  South  Orange.  After 
graduating  with  a medical  degree 
from  Ludwig  Maximilian  Univer- 
sity, Munich,  Germany,  in  1958, 
Dr.  Krawczuk  emigrated  to  the 
United  States.  He  completed  an 
internship  at  Allied  Hospitals  ol 

We  have  received  word  of  the 
death  of  Joseph  T.  Lang,  MD.  Dr. 
Lang  died  earlier  this  year.  Dr. 
Lang  was  born  in  Hungary  on 
May  26,  1911.  He  was  a general 
practitioner,  and  practiced  and  re- 
sided in  South  River  for  many 
years.  He  was  on  staff  at  Mid- 
dlesex Medical  Center  and  St. 
Peter’s  Medical  Center,  both  in 
New  Brunswick,  and  Perth 
Amboy  General  Hospital.  In  ad- 


At  the  grand  age  of  88,  E. 
Charlotte  Seasongood,  MD,  of 
Medford,  passed  away  on  June 
27,  1993.  She  was  a member  of 
our  Ocean  County  component 
and  of  the  American  Medical  As- 
sociation. Dr.  Seasongood  was 
born  in  Glenside,  Pennsylvania, 
on  September  28,  1904.  Dr. 

South  Orange  cardiologist  Al- 
bert M.  Silver,  MD,  died  on  July 
31,  1993.  Dr.  Silver,  born  on 
January  19,  1918,  in  Newark,  re- 
ceived a medical  degree  from 
New  York  Medical  College,  New 
York,  in  1942.  After  serving  in  the 
United  States  Air  Force  from 


Menlo  Park,  and  Seton  Hall  Col- 
lege of  Medicine  and  Dentistry, 
Jersey  City.  He  also  was  a 
member  of  the  American  Medical 
Association  and  of  our  Middlesex 
County  component. 


the  Sisters  of  Charity,  Buffalo, 
New  York,  and  a residency  at 
Holy  Name  Hospital,  Teaneck, 
and  Paterson  General  Hospital. 
During  his  career,  Dr.  Krawczuk 
was  affiliated  with  Irvington 
General  Hospital;  Saint  Barnabas 
Medical  Center,  Livingston;  and 
St.  James  Hospital,  Newark.  Dr. 
Krawczuk  was  a member  of  our 
Essex  County  component  and  of 
the  American  Medical  Associa- 
tion. 


dition,  Dr.  Lang  was  a fellow  of 
the  American  Academy  of  Family 
Practice  and  a member  of  our 
Middlesex  County  component 
and  of  the  American  Medical  As- 
sociation. Dr.  Lang  was  graduated 
from  the  University  of  Prague  in 
1937.  After  receiving  his  New 
Jersey  medical  license  in  1944, 
Dr.  Lang  served  in  the  United 
States  Army.  Dr.  Lang  retired  to 
Sarasota,  Florida. 


Seasongood  was  graduated  in 
1934  from  the  Women’s  Medical 
College  of  Pennsylvania,  Phila- 
delphia. In  1936,  she  opened  a 
general  medical  practice  in  Nor- 
ristown, and  in  1957  she  relocated 
her  medfcal  practice  to  Island 
Heights,  where  she  practiced  for 
many  years. 


1943  to  1946,  Dr.  Silver  received 
a New  Jersey  medical  license  in 
1947.  Dr.  Silver  practiced  in 
Maplewood  and  Newark.  He  was 
on  staff  at  Warren  Hospital, 
Phillipsburg,  and  St.  Michael’s 
Medical  Center,  Newark,  where 
he  served  as  president  of  the 
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medical  staff.  During  his  medical 
career,  Dr.  Silver  was  a member 
of  our  Essex  County  component, 
of  the  American  Medical  Associa- 
tion, of  the  Academy  of  Medicine 
of  New  Jersey,  and  of  the  Ameri- 


can Heart  Association.  He  also 
was  a diplomate  of  the  American 
Board  of  Internal  Medicine,  and 
a fellow  of  the  American  College 
of  Cardiology  and  of  the  Ameri- 
can College  of  Physicians. 


PAUL  F.  SINCLAIR 


At  the  grand  age  of  91,  Paul 
Francis  Sinclair,  MD,  passed 
away  on  August  2,  1993.  Dr. 
Sinclair  was  born  on  February  19, 
1902,  in  Washington,  DC.  He  was 
awarded  a medical  degree  from 
Howard  University  College  of 
Medicine,  Washington,  DC,  in 
1936.  The  following  year,  he  re- 
ceived his  New  Jersey  medical 
license.  Dr.  Sinclair  was  a general 
practitioner  in  Jersey  City.  Dur- 
ing his  career,  he  also  was 


medical  director  of  Meadowview 
Hospital,  Secaucus;  on  staff  at 
Jersey  City  Medical  Center; 
physician  for  the  Jersey  City 
police;  and  Hudson  County  cor- 
oner. Dr.  Sinclair  also  gave  free 
medical  care  to  St.  Joseph’s  Home 
for  the  Blind,  Jersey  City.  He  was 
a member  of  our  Hudson  County 
component  and  of  the  American 
Medical  Association.  Dr.  Sinclair 
retired  in  1991. 


C.  CAMPBELL  STILES 


We  regret  to  announce  the 
death  of  C.  Campbell  Stiles,  MD, 
of  Hightstown,  on  July  10,  1993. 
Dr.  Stiles  was  born  in  1904.  Dr. 
Stiles  was  on  staff  at  Orange 
Memorial  Hospital.  He  was  a 


member  of  our  Essex  County 
component  and  of  the  American 
Medical  Association.  Dr.  Stiles 
was  a 1931  graduate  of  Columbia 
University  College  of  Physicians 
& Surgeons,  New  York. 


JOHN  TRANO 


WILLIAM  W.  WIDDOWSON 


Word  has  been  received  of  the 
death  of  John  Trano,  MD,  at  the 
age  of  83.  Dr.  Trano,  a general 
surgeon  in  Elizabeth  for  47  years 
before  retiring,  served  as  head  of 
the  Department  of  Surgery  at 
Alexian  Brothers  Hospital,  Eliza- 
beth. He  also  was  affiliated  with 
St.  Elizabeth  Hospital  and  Jersey 
City  Medical  Center.  Bom  in 
New  York  City  in  1909,  Dr.  Trano 


earned  his  medical  degree  from 
the  University  of  Rome,  Italy,  in 
1934.  He  received  a license  to 
practice  medicine  in  New  Jersey 
in  1942.  Dr.  Trano  was  a member 
of  our  Union  County  component 
and  of  the  American  Medical  As- 
sociation; he  was  a fellow  of  the 
International  College  of  Surgeons 
and  of  the  American  College  of 
Surgeons. 


Retired  to  Cocoa  Beach, 
Florida,  William  W.  Widdowson, 
MD,  died  on  August  11,  1993. 
Dr.  Widdowson  was  bom  on 
August  6,  1906.  He  was  a 1935 
graduate  of  Hahnemann  Medical 
College,  Philadelphia.  After  serv- 
ing in  the  United  States  Army 
during  World  War  II,  Dr.  Wid- 
dowson received  his  New  Jersey 
medical  license  in  1947.  Dr.  Wid- 
dowson specialized  in  industrial 
medicine.  During  his  medical  ca- 
reer, Dr.  Widdowson  was  af- 
filiated with  Overlook  Hospital, 


Summit,  and  with  Bell  Telephone 
Laboratories,  Murray  Hill.  In  ad- 
dition, he  was  a member  of  our 
Union  County  component,  of  the 
American  Medical  Association, 
and  of  the  American  Industrial 
Medical  Association. 
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MSNJ  AND  GOVERNOR  WHITMAN 


Moments  after  being  sworn 
into  office,  Governor  Christie 
Whitman  is  shown  with  her  of- 
ficial escort  to  the  inauguration 
ceremony,  Lt.  Col.  Clark  W. 
Martin,  deputy  commander  of  the 
New  Jersey  Air  National  Guard. 
In  civilian  life,  Mr.  Martin  serves 


as  legislative  counsel  for  the 
Medical  Society  of  New  Jersey. 
Mrs.  Whitman’s  inauguration 
took  place  January  18  at  the  Tren- 
ton War  Memorial.  She  is  the 
state’s  50th,  and  first  woman, 
governor. 


HCFA  APPROVAL  OF  COLA 


The  Health  Care  Financing 
Administration  (HCFA)  an- 
nounced that  the  Commission  on 
Office  Laboratory  Accreditation 
(COLA)  is  officially  approved. 
COLA  is  the  first  major  accredit- 
ing organization  to  obtain  deem- 
ing authority  under  the  Clinical 
Laboratory  Improvement  Amend- 
ments (CLIA-88)  and  the  only  ac- 
crediting organization  for  the  of- 
fice laboratory. 

This  approval  means  that  office 
laboratories  accredited  by  COLA 
are  deemed  to  meet  federal  stan- 
dards. Accreditation  by  COLA 
fulfills  all  CLIA  requirements  in- 
cluding the  biennial  CLIA.  Once 
a physician  applies  to  COLA,  the 
laboratory  comes  under  the 
COLA  umbrella,  not  the  federal 


CLIA  program.  A physician’s 
primary  relationship  will  be  with 
the  COLA  program,  not  HCFA. 

There  are  several  advantages  to 
the  COLA  peer-review  alterna- 
tive to  government  regulation.  In 
addition  to  fulfilling  all  CLIA  re- 
quirements through  COLA  ac- 
creditation, COLA  prepares  the 
office  laboratory  by  providing 
the  physician  the  opportunity  to 
conduct  a comprehensive  self- 
assessment.  COLA’s  approach  is 
educational.  In  most  cases,  the 
cost  of  COLA  accreditation,  in- 
cluding the  applicable  govern- 
ment fees,  is  less  or  no  more  ex- 
pensive than  the  CLIA  program. 
For  more  information,  contact 
COLA  at  1/301/588-5882. 
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Some  of  the  finest 
medical  specialists 
in  New  Jersey 
work  in  our 
lending  department. 

But  they  specialize  in  treating  doctors,  not  patients. 

In  fact,  our  Medical  Banking  Group  has  effectively  treated 
New  Jersey  physicians  to  well  over  $110  million  in  loans 
and  leases  for  starting  or  expanding  private  practices 
(part  of  a healthy  $512  million  we've  invested  in  the 
health  care  industry). 

And  along  with  the  money  it  takes  to  afford  those 
practices,  our  Medical  Banking  Group  has  been  providing 
the  financial  advice  it  takes  to  run  them.  Successfully. 

If  that’s  the  way  you’d  like  your  practice  to  run,  call 
Tom  Ferris  at  1-201-646-5858,  or  Norm  Buttaci  at 
1-609-987-3561. 


UNITED 

JERSEY 


THE  FAST- MOVING  BANK 


Members  FDIC.  Equal  Opportunity  Lenders.  Members  of  LJB  Financial  Corp.,  a financial  services  organization  with  over  $13  billion  in  assets. 
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PROFESSIONAL  LIABILITY 


MALPRACTICE  VERDICTS 


Patient’s  records  and  physi- 
cian’s records.  A 31 -year-old 
woman,  presenting  with  palpable 
nodes,  was  treated  by  an  on- 
cologist for  Hodgkin’s  disease. 
Following  an  established  proto- 
col, the  physician  determined  on 
a course  of  pharmacologic  treat- 
ment involving  oral  adminis- 
tration of  procarbazine  and  pred- 
nisone for  14  to  15  days. 
Unbeknownst  to  the  physician, 
and  due  in  part  to  alleged 
negligence  on  the  part  of  the  pa- 
tient’s pharmacist,  the  patient 
proceeded  to  obtain  multiple  re- 
fills of  the  physician’s  nonre- 
fillable  prescription  and  took  the 
medication  daily  for  84  con- 
secutive days. 

As  a result  of  the  continuous 
course  of  medication,  the  patient 
experienced  a depletion  of  white 
blood  cells.  Weekly  visits  to  the 
oncologist  were  unproductive  in 
disclosing  the  patient’s  lack  of 
compliance,  although  the  physi- 
cian postponed  chemotherapy 
due  to  the  white  blood  cell  deple- 
tion. Two  weeks  after  the  patient 
stopped  taking  the  medication, 
she  contracted  pneumonia.  Death 
ensued  one  week  later. 

In  a malpractice  action  in  New 
Jersey,  the  patient  s family  con- 
tended that  the  physician  was 
negligent  in  failing  to  instruct  the 
patient  about  the  duration  of  the 
pharmacologic  treatment,  thus 
causing  the  compromise  of  the 
immune  system  that  led  to  the 
fatal  pneumonia.  The  pharmacist, 
also  named  in  the  suit,  settled 
prior  to  trial. 

An  oncologist  testified  for  the 
plaintiff  that  the  defendant  should 
have  explained  the  protocol  in  de- 
tail at  the  beginning  of  treatment 
and  reviewed  the  protocol  during 
the  weekly  visits.  With  proper 
care,  stated  the  expert,  and 
despite  the  patient’s  having 


reached  the  final  stage,  4b,  of  the 
disease,  the  patient  would  have 
had  a 50  percent  chance  of 
survival.  The  expert  noted  that 
the  record  disclosed  no  palpable 
nodes  or  other  signs  of  cancer  late 
during  treatment. 

Plaintiff  s witnesses  also  de- 
picted a painful  death.  During  the 
patient’s  last  week,  an  en- 
dotracheal tube  deprived  her  of 
speech,  other  tubes  contributed 
to  her  discomfort,  written  notes  to 
her  family  disclosed  fear  and  pain, 
and  she  did  not  lapse  into  uncon- 
sciousness. She  was  survived  by 
three  siblings  and  a widowed 
father;  the  family  lived  together, 
and  the  patient  allegedly  con- 
tributed $75  to  $100  per  week  to 
the  household. 

On  behalf  of  the  defendant, 
another  oncologist  testified  that 
the  patient’s  survival  odds  were 
only  10  percent. 

The  defendant  himself  asserted 
that  he  did  describe  the  protocol 
to  the  patient,  at  length  and  re- 
peatedly. However,  the  defen- 
dant’s sparse  notes  failed  to  sup- 
port this  claim.  Meanwhile,  the 
patient  was  keeping  her  own,  fair- 
ly detailed  records,  which  also  did 
not  note  the  14  to  15  day  limit. 

The  jury  found  that  the  settling 
pharmacist  was  negligent,  but  in- 
terestingly the  jury  did  not  find 
that  this  negligence  was  a prox- 
imate cause  of  death.  The  jury 
found  the  defendant  negligent 
and  100  percent  liable.  It  set 
damages  at  $100,000  for  the  final 
week’s  pain  and  suffering  and 
$12,000  for  wrongful  death.  Final- 
ly, the  jury  determined  that  the 
patient  would  have  had  a 50  per- 
cent chance  of  survival  with 
proper  treatment;  accordingly, 
the  total  award  was  reduced  by 
one-half  the  amount. 

Serving  as  own  expert.  During 
arthroscopic  surgery  to  the  non- 


dominant left  shoulder  of  a 
woman  in  her  40s,  an  orthopedic 
surgeon  created  a portal  in  the 
anterior  area.  The  musculocu- 
taneous nerve  was  lacerated, 
causing  a severe  loss  of  both 
motor  functioning  and  sensation 
in  the  biceps.  Subsequent  nerve 
graft  surgery  resulted  in  restora- 
tion of  about  one-half  of  the  motor 
functioning,  and  three  additional 
operations  were  performed  to  re- 
lieve aggravation  of  underlying 
joint  disease  in  the  right  shoulder, 
which  was  overused  as  a result  of 
the  laceration. 

In  a New  Jersey  malpratice  ac- 
tion, the  patient  contended  that 
the  surgeon  should  have  created 
a posterior  portal  to  reduce  risk 
of  damage  during  the  blind 
procedure.  Testifying  as  his  own 
expert,  and  relying  on  his  ex- 
tensive experience,  the  defendant 
asserted  that  no  written  standards 
required  a posterior  approach  and 
that  the  anterior  approach  in- 
cluded “safe  areas’  through 
which  an  experienced  surgeon 
could  proceed.  He  further  sug- 
gested that  the  patient  may  have 
had  an  anatomical  anomaly — an 
explanation  that  expert  witnesses 
for  the  plaintiff  admitted  was 
possible,  although  highly  unlikely. 
The  jury  found  for  the  defendant. 

Aggressive  surgical  treatment. 
A man  in  his  30s  suffered  a grade 
three  separation  of  the  nondomi- 
nant shoulder.  Within  a month  of 
the  injury,  a surgeon  performed  a 
surgical  repair.  Although  the 
surgery  appeared  to  provide  good 
results,  the  patient  sustained  in- 
juries during  a fall  one  year  later. 
The  patient  sued  the  physician  for 
malpractice  in  New  Jersey. 

An  orthopedic  surgeon  testified 
for  the  plaintiff  that  surgery 
should  be  delayed  until  at  least 
three  months  after  the  injury  to 
reduce  the  risk  of  circulatory 


VOL.  91 -NUMBER  2 FEBRUARY  1994 


73 


compromise.  The  expert  stated 
that  vascular  compromise  did  in- 
deed result,  leading  to  the  pa- 


tients subsequent  problems.  The 
defendant  responded  that  medical 
literature  supported  surgical  in- 


tervention within  30  days.  The 
jury  found  the  defendant  not 
negligent. 


MALPRACTICE  TIPS 


Identifying  and  handling  post- 
trauma  stress.  Re-experiencing  of 
the  trauma  and  decreased 
responsiveness  to  external  events 
and  stimuli  are  the  two  main 
diagnostic  criteria  for  post-trau- 
matic stress  disorder  (PTSD), 
notes  Personal  Injury  Newsletter. 
Symptoms  of  decreased  respon- 
siveness include  avoidance  of 
situations  that  trigger  recollection 
of  the  event,  inability  to  re- 
member a major  aspect  of  the 
event,  avoidance  of  thoughts  or 
feelings  associated  with  the  event, 
and  constricted  affects  such  as  in- 
ability to  love,  disinterest  in  sex, 
impotence,  sense  of  doom,  or 
estrangement  from  others. 


Patients  commonly  present 
with  nonspecific  complaints,  the 
newsletter  observes.  Such  com- 
plaints can  include  sleep  dis- 
turbance, depressed  mood, 
headache,  social  withdrawal, 
suicidal  behavior,  angry  out- 
bursts, and  violent  behavior. 
“Survivors  guilt  is  another 
manifestation. 

The  newsletter  warns  that 
physicians  sometimes  miss  the 
diagnosis  by  failing  to  ask 
whether  the  patient  has  ex- 
perienced a severe  trauma.  In  ad- 
dition, patients  frequently  suffer 
from  anxiety  disorder. 

Treatment  is  multimodal. 
Pharmacotherapy  is  used  to  re- 


duce symptoms,  particularly 
hyperarousal  and  explosive  anger. 
Psychotherapy  and  counseling 
provide  support,  and  group  treat- 
ment with  co-survivors  of  the  ex- 
perience has  been  found 
particularly  effective.  Behavioral 
therapy  also  is  used  as  patients 
learn  to  overcome  feelings  of 
isolation  and  alienation. 

Acute  PTSD  is  treated  briefly, 
through  sedatives,  and  tends  to 
offer  a positive  prognosis. 
Chronic  PTSD  is  treated 
pharmacologically  for  a minimum 
of  eight  weeks,  and  sometimes  for 
years. 


HEALTH  CARE  FINANCING 


A Clinton  sampler.  The  Presi- 
dent’s 1,334-page  proposed 
“Health  Security  Act  contains 
numerous  interesting  features. 
Here  is  a brief  sampling: 

"To  promote  choice  in  health 
care  is  offered  in  the  preamble 
as  one  of  the  bill  s three  main 
purposes.  The  others  are  ensuring 
security  and  protecting  health 
care  for  all  Americans. 

Congressional  findings  con- 
tained in  the  bill  would  tend  to 
reassure  physicians,  if  the  find- 
ings were  indeed  translated  into 
action.  For  example,  the  findings 
call  for  a reduction  of  “regulatory 
and  administrative  burdens  and 
cost  containment  that  does  not 
sacrifice  high  quality  or  impede 
technology. 

The  bill  requires  all  non- 
Medicare-eligible  individuals  to 
obtain  health  insurance.  A section 
on  consumer  choice  states: 
“Nothing  in  this  Act  shall  be  con- 
strued as  prohibiting  . . . an  in- 
dividual from  purchasing  any 
health  care  services  [or] 
purchasing  supplemental  in- 
surance 

Undocumented  aliens  are  ex- 
cluded from  the  plan.  Foster  chil- 


dren and  certain  other  nontradi- 
tional  family  members  qualify  for 
family  coverage. 

The  National  Health  Board’s 
functions  will  include  standardiz- 
ing the  minimum  benefit  package, 
but  the  Board  may  not  add  ben- 
efits that  would  cause  a health 
alliance  to  exceed  its  cap.  The 
Board  will  set  terms  for  reim- 
bursement of  preventive  services 
and  determine  which  services  are 
not  medically  necessary. 

Health  care  providers  are 
specifically  excluded  from  the 
boards  of  health  alliances,  on  the 
grounds  of  conflict  of  interest. 
One-half  of  the  members  will  be 
employers,  however,  and  the  re- 
mainder will  be  consumers. 
Providers  will  serve  on  an  ad- 
visory board,  with  only  vague 
responsibilities. 

Fee-for-service  plans  will  be 
governed  by  fee  schedules,  set  by 
the  alliances  on  the  basis  of 
negotiations  with  providers.  The 
negotiation  feature  represents  a 
key  concession  to  the  American 
Medical  Association.  Boycotts, 
however,  are  outlawed. 

Otherwise  unenrolled  patients 
still  will  be  enrolled  in  a plan 


when  they  obtain  care.  This  is 
termed  “point  of  service  enroll- 
ment. Choice  of  plans  will  be 
randomly  made  if  the  patient  fails 
to  elect  a plan  within  30  days. 

Families  with  multiple 
employers  will  choose  which 
employer’s  plan  will  provide  cov- 
erage. 

Alliances’  payments  to  health 
plans  will  be  risk-adjusted  for  the 
covered  population.  There  w ill  be 
a 1.5  percent  set-aside  for 
graduate  medical  education,  sent 
to  the  federal  government. 

A National  Quality  Manage- 
ment Program  will  be  run  by  a 
National  Quality  Management 
Council.  Providers  are  one  of  five 
groups  that  will  be  represented 
on  the  council.  The  council  will 
establish  quality  measures  for 
health  plans  and  providers,  and 
will  oversee  development  and  use 
of  practice  protocols  that  will  con- 
tinue to  be  prepared  by  the  Agen- 
cy for  Health  Care  Policy  and  Re- 
search. In  addition,  the  council 
will  determine  ways  of  evaluating 
utilization  review  programs  and 
will  influence  research,  including 
guidelines  used  in  a pilot  program 
on  medical  malpractice. 


74 


NEW  JERSEY  MEDICINE 


Meanwhile,  a National  Quality 
Consortium  set  up  by  the  Na- 
tional Health  Board  will  provide 
continuing  medical  education,  ov- 
ersee regional  professional  foun- 
dations, and  interrelate  with  the 
Quality  Management  Council.  An 
additional  role  in  quality  as- 
surance is  envisioned  for  al- 
liances, whose  functions  will  in- 
clude disseminating  information 
about  quality  to  consumers. 

An  electronic  data  network  will 
be  set  up  by  the  National  Health 
Board.  This  network  eventually 
could  lead  to  a nationwide  data- 
bank on  patients,  providers,  and 
courses  of  treatment. 


Demographic  factors  will  be 
taken  into  account  in  setting  ex- 
penditure caps  for  alliances. 
Other  factors  will  include  general 
inflation  and  a “health  care  infla- 
tion factor”  set  at  1.5  percent  for 
1996,  1.0  percent  for  1997,  0.5 
percent  for  1998,  0 for  1999,  and 
rates  to  be  set  by  the  Congress  for 
subsequent  years. 

Fraud  and  abuse  controls  will 
be  beefed  up  as  a major  compo- 
nent of  the  reform  package.  The 
Justice  Department  and  Office  of 
the  Inspector  General  of  Health 
and  Human  Services  will  coordi- 
nate efforts,  aided  by  an  anti- 
fraud account  funded  through 


fines  and  other  means,  thus  creat- 
ing a direct  incentive  for  the 
federal  agents  to  collect  large 
penalties.  One  new  penalty  will 
be  exclusion  from  all  health  plans. 

The  business  of  insurance  will 
lose  its  exemption  from  antitrust 
laws,  now  provided  through  the 
McCarran  Ferguson  Act.  This 
would  constitute  an  avenue  of  re- 
lief for  providers,  except  that 
provider  fees  now  will  be  set 
largely  through  the  regulatory  ac- 
tion ol  alliances,  not  through  the 
marketplace  behavior  of  third- 
party  pavers.  D James  E.  George, 
MD,  JD;  Neil  E.  Weisfeld,  JD, 
MSHvg 
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Igr  Fostraduate 
Medicine 


a 4530  West  77th  Street 


I S-d'iVii  Minneapolis,  MN  55435 

■Snil  612/835-3222 


We  hear  your  concerns  aboui 
reform.  That's  why 
Postgraduate  Medicine  is 
devoting  several  upcoming  issues 
exclusively  to  healthcare  reform. 
We're  calling  these  special  issues 
"Healthcare  '94." 

Look  for  the  February  1 5th,  May 
1 5th,  September  1 5th  and 
November  1 5th  issues. 

Our  mission  is  to  keep  you 
abreast  of  the  changes  that  will 
affect  primary  care  physicians. 

"Healthcare  '94."  The  place 
to  find  answers  to  your  questions 
about  healthcare  reform. 


BOOK  REVIEW 


A HISTORY  OF  MEDICINE 


Lois  N.  Magner.  New  York,  NY, 
Marcel  Dekker,  1992.  While  the 
classic,  one-volume,  general  his- 
tories of  medicine  by  Garrison, 
Osier,  Castiglioni,  and  Mettler  are 
still  valuable  reference  works, 
they  are  dated.  There  has  long 
been  a need  for  a modern  text- 
book on  the  subject.  Mr.  Mag- 
ner s book,  with  its  panoramic 
view  of  medical  history  from 
paleopathology  to  molecular  bi- 
ology, fills  that  void.  Effective  use 
is  made  of  the  latest  historical 
literature  (more  than  one-half  of 
the  references  were  published 
from  1975  to  1991). 

Although  the  emphasis  is  on 
Western  medicine,  Mesopota- 
mian, Egyptian,  Indian,  Chinese, 
and  Islamic  contributions  also  are 
covered.  The  author  s discourses 
on  bubonic  plague,  leprosy,  ma- 
laria, syphilis,  scurvy,  smallpox, 
puerperal  fever,  and  tuberculosis 
particularly  are  cogent.  A perti- 
nent comparison  is  made  between 
the  fear  aroused  by  AIDS,  and  a 
similar  reaction  during  the  Re- 
naissance to  an  equally  mysteri- 
ous and  dreaded  disease:  syphilis. 
The  history  of  scurvy  reveals  that 
the  health  of  populations  de- 
pended more  on  politics  than 
science.  Demands  of  today’s  ac- 
tivist groups  that  clinical  trials  be 
abandoned  in  the  search  for  AIDS 
remedies  show  that  the  lesson  of 
Koch’s  tuberculin  fiasco  has  been 


forgotten.  Plus  fa  change,  plus 
e’est  la  meme  chose. 

The  book  is  nicely  illustrated. 
However,  I question  the  choice  of 
the  dull  picture  of  a cerebellum 
for  Vesalius,  instead  of  one  of  his 
artistically  superb  muscle  and 
skeletal  figures  that  make  Fabrica 
one  of  the  most  beautiful  books 
ever  printed.  Some  illustrations, 
e.g.  II  arvev’s  demonstration  of 
blood  circulation,  would  benefit 
from  an  explanation.  Also,  a dia- 
gram of  Galen’s  abstruse  physi- 
ology would  be  helpful. 

Surprisingly,  there  is  no  men- 
tion of  Ronald  Ross  whose 
brilliant  studies  proved  that  the 
malarial  parasite  was  transmitted 
to  new  victims  by  the  bites  of 
mosquitoes.  Several  typographical 
errors  and  a few  technical  errors 
were  noted.  Contrary  to  Mr. 
Magner’s  statement,  there  is  no 
evidence  that  John  Hunter  ever 
inoculated  himself  with  syphilis 
(Qvist  G:  John  Hunter  1728-1793. 
Heinemann,  London,  England, 
pages  42-53,  1981). 

These  criticisms  are  minor,  and 
are  not  meant  to  detract  from  the 
author’s  scholarship.  A History  of 
Medicine  is  carefully  researched 
and  clearly  written  and  provides 
a good  deal  of  insight  even  for 
those  knowledgeable  in  the  field. 

I strongly  recommend  this  book 
for  anyone  interested  in  medical 
history.  □ Vincent  J.  Cirillo,  MS 
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ACURA 

PRECISION  CRAFTED  PERFORMANCE 

Come  see  it... 
come  drive  it, 
You  can  lease 
it  or  buy  it... 

AT  "NEVER  UNDERSOLD" 
DISCOUNT  PRICES! 

Brand  New  1994  Acura 

• LEGENDS*  VIGORS 

• INTEGRAS  • NSX's 

Deal  direct  with  Mr.  Catena.  For  your  conve- 
nience, he'll  arrange  for  a demo  presentation  at 
your  office  or  home  in  the  model  of  your  choice. 
Service  Replacement  Cars  available  when  your 
vehicle  is  in  for  our  award-winning  service. 
CALL  TODAY:  1-201-912-9000 


243  Route  22 


rACURA 

Springfield,  NJ  • 201-912-9000 


Glassel 

AND 

Company 

Certified  Public  Accountants 

Specialized  services  for  the 
Medical  Profession  in 

■ Tax  Planning  and  Projected  Tax  Savings 

* Computerized  Operation  and  Knowledgeable 

■ Pension  Plans,  Establish  and  Administration 

■ Profit  Sharing  Plans,  Establish  and  Administration 
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medical  profession  in  New  Jersey 

Our  experience  and  service 
is  available  at  your  request. 
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900  U.S.  Highway  9 
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CALL  SIDNEY  GLASSEL  (908)  636-0800 


DUGHI  AND  HEWIT,  P.C. 

Attorneys  at  Law 

Dedicated  to  Serving  the  Legal  Needs  of  Physicians 

♦ Board  of  Medical  Examiners  Inquiries, 
Hearings  and  Litigation  re:  Licensure  and 
Disciplinary  Disputes 

♦ Third  Party  Reimbursement  Disputes  and 
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Insurance  Companies 

♦ Hospital  Privilege  Disputes,  Hearings  and 
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♦ Medical  Malpractice  Defense 
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LETTERS  AND  VIEWPOINTS 


DIAGNOSING  ILLNESS 


This  letter  is  in  regard  to  the 
article,  “Case  report:  Lvme  en- 
docarditis” (NJ  MED  90:599-60  L 
1993). 

What  is  the  timing  of  the  tooth 
abscess,  drainage,  and  antibiotic 
treatment?  Based  on  the  presen- 
tation of  symptoms  and  echocar- 
diographic  findings,  this  case 
more  likely  fits  acute  bacterial  en- 
docarditis than  a possible  Lyme 
endocarditis.  Lyme  disease  typi- 
cally does  not  cause  three  weeks 
of  fever,  weight  loss,  or  drenching 
night  sweats.  These  symptoms 
more  likely  fit  acute  bacterial  en- 
docarditis, or  even  possibly  tuber- 
culosis. The  negative  blood  cul- 
tures can  be  explained  by  the 
antibiotic  treatment  for  a tooth 
abscess.  The  patient’s  blood  work 
reveals  an  anemia  most  likely  con- 
sistent with  acute  bacterial  en- 
docarditis and  not  Lyme  disease. 
The  author  states  muscle  and 
joint  abnormalities,  but  what 
type?  Are  they  myalgias,  arthral- 
gias, or  defined  arthritis? 


RESPONSE:  LYME  ENDOCARDITIS 


In  reply  to  your  interest  on 
possible  Lyme  endocarditis,  the 
apical  tooth  abscess  was  resolved 
with  adequate  surgical  drainage 
and  appropriate  antibiotic  treat- 
ment six  months  prior  to  the 
onset  of  the  patient’s  clinical  syn- 
drome. The  case  initially  was  felt 
to  be  one  of  endocarditis,  but  too 
many  negative  factors  influenced 
our  decision.  Multiple  sterile 
blood  cultures,  a slightly  elevated 
sedimentation  rate,  and  no 
peripheral  signs  of  endocarditis 
forced  us  to  look  into  other 


I believe  the  patient’s  proper 
diagnosis  is  bacterial  endocarditis 
in  association  with  the  vegetation 
and  culture  negative.  Without  a 
biopsy  of  this  vegetation  to  prove 
bacteria  versus  spirochetes,  could 
this  be  a possible  Lyme  endo- 
carditis? Ceftriaxone  will  treat 
streptococci,  the  most  likely  cause 
of  this  patient’s  aortic  vegetation. 
The  Lyme  disease  most  likely  is 
a secondary  infection  only.  The 
association  of  a murmur  being 
caused  by  Lyme  disease  without 
definitive  pathogenic  proof  is  a 
poor  assumption.  This  case  mere- 
ly reflects  multiple  processes  oc- 
curring at  one  time  being  blamed 
on  a spirochetal  process,  without 
definite  proof. 

Printing  an  improved  diagnosis 
such  as  “Lyme  endocarditis  adds 
further  controversy  to  this  already 
controversial  topic.  □ Patrick 
Aufiero,  MD 


possibilities.  Lyme  disease  was 
proved  in  this  case  by  the  pa- 
tients initial  clinical  presentation, 
later  neurologic  involvement, 
positive  serum,  and  spinal  fluid 
Lyme  antibody  titer  and,  finally, 
the  patient’s  response  to  anti- 
biotic therapy.  Endocarditis  from 
other  bacterial  causes  does  not  re- 
sult in  these  findings. 

Printing  thoughtfully  worked 
up  cases  of  new  phenomena  does 
not  cloud  the  issue,  but  enhances 
the  practice  of  medicine.  O 
Stephen  A.  Anish,  MD 
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your  MSNJ 


coverage  isn’t! 


Dental  Rates  Now  Reduced  By  10  Percent 

A 10%  rate  reduction  on  MSNJ  dental  coverage  follows  two  consecutive  annual  renewals 
with  no  rate  increases.  The  reason?  Good  claims  utilization  of  this  experience-rated  program 

means  favorable  rates  to  you. 

Health  Care  Rates  Now  Renewed  At  No  Change 

And  remember,  that’s  no  change  from  a 10%  rate  reduction  implemented  in  July,  1993. 
Prior  to  that,  renewal  rates  had  remained  unchanged  since  1991-  Again,  good  claims  utilization 
allows  the  MSNJ  Health  Care  Plan  to  consistently  renew  its  commitment  to  lower  premiums. 


Comprehensive  Coverage.  Competitive  Costs.  Provider  Choice. 

You  can  judge  the  MSNJ  Health  Care  and  Dental  Plans  by  their  comprehensive  coverage 
and  competitive  rates.  And  by  their  following.  Our  health  care  and  dental  programs  are  the 
plans  of  choice  for  thousands  of  MSNJ  members.  You  have  total  freedom  in  choosing  hospital 
and  physician  providers,  without  reducing  benefits  for  choosing  one  provider  over  another. 

For  more  information,  please  call 

William  Bloor,  Assistant  Vice  President, 

Donald  F.  Smith  & Associates 

3120  Princeton  Pike,  P.O.  Box  6509,  Lawrenceville,  NJ  08648-0509 
Telephone  (609)  895-1616  (800)  227-6484 

Plans  are  underwritten  by  Blue  Cross  and  Blue  Shield  of  New  Jersey  and  are  not  available  to  residents  of  New  York  State. 

1 DONALD  F SMITH  QJ ASSOCIATES) 
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EDITOR’S  DESK 


PREVENTATIVES 


The  Health-Full  Life  Program 
presented  in  the  previous  issue  of 
New  Jersey  Medicine  repre- 
sents a personal,  somewhat 
unique,  perspective  on  an  impor- 
tant aspect  of  both  health  care 
and  health  care  reform — preven- 
tive care. 

Much  has  been  written  on  the 
subject.  We  have  those  who  feel 
that  preventive  medicine  is  easy 
to  apply  and  to  expand;  others 
disagree.  We  have  those  who  ac- 
cept unquestioningly  the  logic  of 
the  tests  and  procedures  used  for 
eons,  that  frequently  eventuate  in 
lifetime  diets,  drugs,  and  doctors; 
others  doubt.  Dr.  Louria  now  is 
adding  his  voice  to  complement 
those  who  question  traditional 
values  in  “preventing  disease  and 
promoting  health. 

The  17  tests  or  actions  he  in- 
cludes in  the  Health-Full  Life 
Program  represent  a peculiar  mix. 
He  says  weight  control,  blood 
pressure  monitoring,  smoking 
control,  cholesterol  and  lipid  test- 
ing, seat  belt  use,  mammography, 
Papanicolaou  (PAP)  smears,  and 
immunizations  are  all  fully 
documented  as  being  health  and 
cost  effective.  But  some  of  those 
yardsticks  he  considers  fully 
documented  as  effective  and  inex- 
pensive have  their  critics.  Of  this 
group  of  8,  only  smoking  control 
and  seat  belt  use  are  not  con- 
troversial. 

Weight  control,  if  accom- 
plished by  the  individual  with 
self-imposed  dietary  restrictions, 
certainly  would  be  inexpensive. 
But  if  the  costs  of  special  dietary 
supplements,  counselling,  and 
monitoring,  by  physicians  and 
others,  are  added  to  the  equation, 
how  inexpensive  does  it  remain? 
And  if  appetite-suppressant  drugs 
are  used,  how  does  that  affect 
health  and  well-being? 


Howard  D.  Slobodien,  MD 

On  the  face  of  it,  testing  for 
cholesterol  and  lipids  seems 
perfectly  reasonable  as  a preven- 
tive step.  And  it  would  be,  if  sim- 
ple dietary  changes  were  the  only 
result.  However,  cholesterol- 
lowering drugs  now  are  in  fashion 
and  they  are  not  inocuous,  either 
in  terms  of  cost  or  of  well-being. 
They  are  expensive,  they  may  re- 
quire lifetime  use,  and  they  have 
many  side  effects.  Medical 
Economics , in  the  August  23, 
1993,  issue,  estimates  the  cost  of 
cholesterol  testing  and  treatment 
for  those  aged  20  years  or  older 
as  $6  to  $67  billion;  if  restricted 
to  those  of  65  years  or  older,  it 
still  would  cost  $3  to  $14  billion. 
But  how  do  we  balance  these  ex- 
penditures against  the  clear 
evidence,  first  shown  in  the 
Cholesterol  Lowering  Atheroscle- 
rosis Study  (CLAS)  of  1987,  that 
coronary  atherosclerosis  reversal 
is  possible  with  drug  therapy? 

The  value  of  routine  mammo- 
graphie  screening  for  breast 
cancer  continues  to  be  chal- 
lenged. Its  use  in  the  40-to-50- 


year-old  age  group  is  not  ac- 
cepted universally  and  recent  ac- 
tions by  the  National  Cancer  In- 
stitute in  removing  its  endorse- 
ment for  screening  this  group  has 
further  muddied  the  waters.  And 
Duke  University’s  David  M. 
Eddy,  of  “Clinical  Decision  Mak- 
ing, in  an  opinion  certain  to  add 
to  the  controversy,  concedes  the 
efficacy  of  mammography  in  im- 
proving survival  in  the  over-50- 
year-old  age  group,  but  feels  that 
costs  per  year  for  widespread  test- 
ing may  be  too  expensive  to  be 
cost  effective  in  a health  care 
system  that  already  embraces  the 
rationing  of  care. 

PAP  smears  have  proved  their 
worth  for  many  years,  but  their 
usage  is  not  free  of  criticism, 
which  relates  mostly  to  frequency 
of  testing  and  to  assuring  the 
quality  of  cytologic  examination. 

Similarly,  routine  immuniza- 
tions have  long  established  their 
value,  but  questions  remain. 
There  are  controversies  concern- 
ing the  use  of  vaccines  for 
hepatitis  B and  varicella.  Are  the 
commercial  sources  of  hepatitis  B 
vaccine  producing  equivalent 
products?  How  do  we  identify  the 
poor  responder?  How  do  we  han- 
dle the  poor  responder?  How 
long  are  these  vaccines  effective? 
Are  booster  doses  needed?  At 
what  intervals?  Will  preventing 
chickenpox  in  children  lead  to 
much  more  severe  chickenpox  in 
adults?  What  proportion  of  a 
susceptible  population  needs  im- 
munization to  reduce  the  in- 
cidence of  disease?  Finally,  how 
do  we  convince  those  who  need 
immunizations  to  get  them?  Ac- 
cess does  not  guarantee  treat- 
ment; witness  the  recent  measles 
epidemics. 

Even  screening  for  hyper- 
tension has  its  detractors,  despite 
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recent  evidence  suggesting  the 
value  in  treating  purely  systolic 
hypertension.  Cost-benefit  and 
cost-effectiveness  analysts 
estimate  that  testing  and  treating 
mild  hypertension  is  four  times  as 
expensive  as  omitting  these 
measures. 

Some  of  the  procedures  charac- 
terized by  Dr.  Louria  as  being  not 
fully  documented  as  to  effective- 
ness, but,  nevertheless,  con- 
sidered prudent,  also  are  suspect, 
especially  screening  for  colon 
cancer.  The  Medical  Economics 
article  previously  cited  also  lists 
the  “elephant-sized  sums’  as- 
sociated with  it.  They  include  $1 
billion  per  year  for  annual  fecal 
blood  testing  and  for  sigmoid- 
oscopy at  five-year  intervals.  This 
figure  does  not  include  the 
estimated  $3  billion  for  followup 
of  the  false-positive  tests,  or  the 
cost  of  lifetime  testing  of  those 
individuals  with  polyps.  And  the 
article  does  not  discuss  the  de- 
batable worth  of  this  type  of  test- 
ing. 

Notwithstanding  all  of  the 
above,  Dr.  Louria  has  given  us 
much  to  ponder  and  appreciate. 
To  the  uninitiated,  which  in- 
cludes many  physicians  and  most 
of  the  laity,  especially  politicians, 
preventive  medicine  offers 
promises  of  better  health  at  re- 
duced cost  and  is  long  overdue 
for  emphasis  by  a profession  con- 
sidered preoccupied  with  acute- 
care  medicine.  But  many  tradi- 
tional recommendations  for 
preventive  care,  once  considered 
too  basic  and  obvious  to  be  ques- 
tioned, now  have  been  shown  to 


be  completely  or  partially  worth- 
less when  subjected  to  careful  ob- 
jective analysis. 

Janet  Butler  noted  in  the  June 
1993  issue  of  the  Journal  of  the 
Royal  Society  of  Medicine,  “The 
purpose  of  preventative  medicine 
is  to  reduce  the  risks  ol  a person 
contracting  a disease,  or  to  reduce 
the  risk  of  subsequent  disability 
once  illness  has  occurred.”  (I  hate 
to  disagree  with  an  Oxonian 
scholar,  but  "preventative”  is  a 
noun;  it  is  improper  to  use  the 
term  “preventative  medicine. 
We  have  preventatives  and  we 
have  preventive  medicine,  e.g.  a 
vaccine,  a preventative,  is  an  im- 
portant agent  in  preventive 
medicine.)  Ms.  Butler  divides 
these  measures  into  three  levels: 
primary,  aimed  at  completely 
avoiding  illness;  secondary,  which 
attempts  to  detect  disease  when 
asymptomatic;  and  tertiary,  which 
tries  to  treat  disease  effectively 
enough  to  reduce  morbidity,  with 
its  adverse  effects  on  health  and 
costs. 

Dr.  Tyler  in  the  “Letters  sec- 
tion of  the  July  21,  1993,  issue  of 
JAMA,  felt  there  are  important 
differences  between  preventive 
medicine  and  public  health.  He 
considers  preventive  medicine  a 
discipline  that  involves  services 
rendered  by  a professional,  such 
as  a physician,  and  puts  im- 
munizations into  this  category. 
Public  health,  in  contrast,  he 
deems  related  to  measures  in- 
fluencing entire  communities:  en- 
vironmental programs,  assuring 
safe  water  supplies,  promoting 
proper  lifestyles,  and  the  like. 


It  would  be  helpful  to  get 
agreement  on  definitions  relating 
to  preventatives,  preventive 
medicine,  and  public  health. 
Physicians,  especially  those  in 
disciplines  dealing  with  these 
matters,  should  take  the  lead  and 
work  with  others  who  deal 
primarily  with  social  problems.  As 
Ms.  Butler  also  commented,  the 
patient  takes  the  initiative  in  seek- 
ing care  for  clinical  illness;  the 
physician  should  take  the  in- 
itiative for  preventive  medicine. 
Perhaps  anticipating  the  need  for 
clarification,  a new  Journal  of 
Medical  Screening  is  to  be 
launched  this  year  in  London.  It 
will  assume  that  screening  in- 
cludes prevention  of  illness,  not 
just  early  detection.  If  we  do  not 
take  the  lead,  you  can  be  sure  that 
the  bureaucrats  and  managed 
care  entrepreneurs  will  do  so  and 
will  substitute  cost  savings  for 
cost  effectiveness. 

We  do  not  know  whether 
prevention  is  cheaper  than  cure 
or  if  it  is  more  costly.  We  certain- 
ly need  answers  before  health 
care  reform  is  enacted,  lest  we  be 
saddled  with  sacred  cows  that 
produce  no  milk.  □ Howard  D. 
Slobodien,  MD 

A disease  known  is  half 
cured. 

Thomas  Fuller,  MD, 
Gromologia,  1732 

A danger  foreseen  is  half 
avoided. 

Thomas  Fuller,  MD, 
Gromologia,  1732 
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yhmdcMii  'jd.  A/ a/yyi^o  Uurie,  COUNSELORS  AT  LAW 

c^ome  deyal  tyemiceb 

► Evaluation  and  negotiation  of  managed  care  agreements  with 
Individual  Practice  Associations,  Preferred  Provider  Networks, 
Health  Maintenance  Organizations  and  Commercial  Insurers; 

► Advice  regarding  federal  and  state  laws  affecting  physicians' 
practices,  laboratories,  and  joint  ventures; 

► Representation  before  the  Newjcrsey  Board  of  Medical  Examiners, 
other  state  and  federal  agencies,  and  in  the  sale  of  physician 
practices  or  investment  interests. 

I 044  Route  22  West 
Mountainside,  New  Jersey  07092 
(908)  789-7977  (908)  789-9699  Fax 


Easy  and 
Efficient... 


MEDICAL  OFFICE  MANAGER 


Software  For  Today's  Medical  Practice... 

Today’s  physicians1  main  concerns  with  their  practice  involves  tracking  the  complex  aspects  of  caring  for 
patients  and  getting  paid  for  their  services.  Promptly! 

You  need  an  office  management  system  that  is  easy  to  use  and  enables  you  to  do  just  that.  And  much 
more!  M.O.M  is  the  most  complete,  state-  of-the-  art  software  system  available  in  the  medical  industry. 
From  complete  patient  profiles  to  Electronic  Claims  Submission  to  automatic  posting  of  remittances,  M.O.M 
can  do  it  all!  M.O.M  will  allow  you  to  monitor  every  detail  of  every  service 
and  financial  transaction  for  as  long  as  you  reguire  and  is  surprisingly 
affordable.  As  a practice  management  system,  it  will  tell  you  more  about 
your  practice  than  you  may  ever  need! 

Call  Today  for  More  Information...  800-227-2360 
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Metropolitan  Information  Services,  Inc. 

70  New  Dutch  Lane,  Fairfield,  NJ  07004 
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EXTRA  INCOME 
In  Your  Spare  Time 

Earn  up  to  $1000  every  time 
someone  receives  an  M.I.P. 
(Mortgage  Ins.  Pymt.)  refund 
• No  Experience!  No  Training! 
• Work  out  of  your  home! 

• Set  your  own  hours! 

CALL  NOW! 
1-800-646-7470 

M.I.P.,  7311  Bellerive  #1004 
Houston,  TX  77036 


ARE  YOU  PROPERLY  CLASSIFIED? 
PROFESSIONAL  MALPRACTICE  LIABILITY 


OCCURRENCE  PLUS- 

-1/3,000,000  LIMITS 

Higher  Limits  Availabile 

New  Doctors  50%  of  Premium 

Ob-Gyn 

$33,394 

Emerg.  Med. 

$7,733 

Radiology 

$ 9,204 

GP— No  Surgery 

$6,024 

Proctology 

$ 7,733 

Neurology 

$6,024 

GP— Minor  Surgery  $ 7,733 

Internal  Medicine 

$7,733 

Cardiology 

$ 6,024 

Psychiatry 

$2,559 

Gastroenterology 

$ 7,733 

OVER  100  OTHER 
CLASSIFICATIONS 


ROYNTON 
& BOYNTON 

42  MONMOUTH  ST. 

P.O.  BOX  887 
RED  BANK,  N.J.  07701 


MEDICAL  HOTLINE  1-800-822-0262 


The  Professional's  Choice 


MEDICAL  WEAR 

A Textile  Rental  Laundry  Service 


A weekly  rental 
linen  service  meeting 
the  needs  of 

doctors  and  their  patients. 
For  information  please  call 

1-800-345-7520 
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Part  I: 

Hospital  postcards: 

The  New  Jersey  view 

Lois  R.  Densky-Wolff,  \1A 


This  two-part  article  provides  a pictorial  history  of  selected  New 
Jersey  hospitals  from  a postcard  collection  at  UMDNJ- 
University  Libraries  Special  Collections  Department.  The  two 
articles  are  organized  by  four  types  of  New  Jersey  hospital 
postcards. 


Antique  picture  postcards 
are  a rich  source  for 
documenting  the  archi- 
tectural evolution  of 
New  Jersey  hospitals.  When  a 
photograph  is  not  available,  a pic- 
ture postcard  is  a credible 
substitute,  especially  when  the 
postcard  is  a “realphoto  view.* 
During  the  18th  and  early  19th 
centuries.  New  Jersey  had  no 
hospitals  as  we  know  them  today. 
Those  who  could  afford  health 
care  were  nursed  at  home.  The 
indigent  sick  were  relegated  to 
almshouses  for  care.  Special 
military  hospitals  were  estab- 
lished during  times  of  war. 

The  first  New  Jersey  hospital  in 
the  modern  sense  was  St.  Mary’s 
Hospital  in  Hoboken,  founded  in 
1863.  Other  early  New  Jersey 
hospitals  were  located  in  Newark, 
Jersey  City,  Paterson,  Orange, 
Trenton,  Elizabeth,  and  Camden. 
By  the  turn  of  the  century,  New 
Jersey  had  35  hospitals  in  14 
counties  with  over  2,000  patient 
beds;1  today,  there  are  121 
hospitals  in  the  state.2 

*Many  of  the  hospitals  described 
in  this  article  no  longer  exist; 
their  depiction  on  a simple 
postcard  may  be  the  only  surviv- 
ing visual  record. 


This  two-part  article  provides  a 
pictorial  history  of  selected  New 
Jersey  hospitals  illustrated  with 
postcards  from  the  collection  of 
UMDNJ-University  Libraries 
Special  Collections  Department. 
The  two  articles  are  organized  by 
four  types  of  New  Jersey  hospital 
postcards:  Part  I addresses  tuber- 
culosis hospitals  and  psychiatric 
hospitals  and  Part  II  covers  gov- 
ernment hospitals  and  town  and 
city  hospitals. 

PICTURE  POSTCARDS 

The  development  of  the  picture 
postcard  allowed  the  American 
public  to  communicate  inexpen- 
sively. By  the  turn  of  the  century 
and  up  to  World  War  I,  exchang- 
ing picture  postcards  was  a com- 
mon occurrence.  Their  popularity 
ensured  that  millions  of  postcards 
would  survive  to  continue  to  be 
collected  by  today’s  postcard 
enthusiasts. 

The  first  wave  of  the  postcard 
collecting  “craze  coincided  with 
the  growth  of  New  Jersey 
hospitals.  Street  views,  schools, 
libraries,  hospitals,  and  other  civic 
buildings  often  were  pictured.  A 
village,  town,  or  city’s  pride  in 
itself  frequently  was  the  catalyst 
for  the  production  of  local  view 
cards. 


Last  year  marked  the  100th  an- 
niversary of  American  picture 
postcards.  The  first  picture 
postcards  in  the  United  States 
were  the  souvenir  issues  sold  at 
the  World’s  Columbian  Exposi- 
tion in  Chicago  in  1893.  These 
were  not  the  earliest  postcards 
produced,  only  the  first  com- 
mercial picture  postcards.  Post- 
cards published  before  May  29, 
1898,  were  known  as  “pioneer 
view  ’ cards.  A federal  act  allowed 
privately  printed  postcards  the 
same  postal  privileges  as  govern- 
ment postal  issues;  the  act  went 
into  effect  on  July  1,  1898.  Picture 
postcards  depicted  many  different 
subjects  and  geographic  views.3 

Early  postcards  had  an  undi- 
vided back  that  only  allowed  the 
sender  to  write  an  address;  no 
message  could  be  written  except 
a brief  line  or  two  on  the 
postcard’s  face.  After  1906,  di- 
vided back  postcards  appeared, 
permitting  the  correspondent 
space  for  a message  and  an  ad- 
dress. 

TUBERCULOSIS  HOSPITALS 

Tuberculosis  was  a dreaded 
disease  before  the  development  of 
antibiotics;  a diagnosis  often  was 
akin  to  a death  sentence.  In  1904, 
the  first  tuberculosis  clinic  or  dis- 
pensary in  New  Jersey  was  estab- 
lished at  Orange  Memorial 
Hospital  and  12  beds  were  set 
aside  at  the  Shepard  Memorial 
Hospital  in  Orange;4  by  1936,  26 
facilities  for  its  treatment  existed 
in  the  state.4  Tuberculosis  hos- 
pitals and  sanitoriums  in  New 
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WARDS  C AND  D.  NEW  JERSEY  SANATORIUM,  GLEN  GARDNER,  N.  J. 


Figure  1.  Wards  C and  D,  New  Jersey  Sanatorium  for  Tuberculosis  Diseases, 
undated. 


Figure  2.  Preventorium  for  Children,  “realphoto  postcard,  circa  1930s. 


Jersey  evolved  as  both  private  and 
public  institutions. 

New  Jersey  Sanatorium  for  Tu- 
berculosis Diseases  was  estab- 
lished in  1902  by  an  act  of  the 
New  Jersey  Legislature.  The 
Sanatorium  was  opened  in  1907 
on  Mt.  Kipp  in  Glen  Gardner.  It 
was  constructed  with  provisions 
for  105  incipient  cases;4  by  1936, 
bed  capacity  increased  to  492. 4 
Dr.  Samuel  B.  English  served  as 
the  first  superintendent  and 
medical  director  (Figure  l).4 


The  Preventorium  for  Chil- 
dren, a sanitorium  for  con- 
sumptive children,  was  founded 
in  1909  by  Marcus  M.  Marks  as 
the  Lakewood  Tuberculosis  Pre- 
ventorium in  Lakewood.  As  a re- 
sult of  the  objections  of  many 
property  owners  near  the  Preven- 
torium, it  moved  to  Farmingdale 
to  land  donated  by  Arthur 
Brisbane.5  The  Preventorium  ac- 
commodated several  hundred 
children  when  it  opened  in  April 
1910.  The  Red  Bank  Register  re- 


ported: “The  Preventorium  build- 
ings are  simply  built.  They  are 
very  large  and  they  are  very  com- 
plete. They  are  equipped  with 
every  device  and  appliance 
necessary  for  a children’s  hospital, 
and  they  also  have  everything 
needed  for  a children’s  home.  The 
buildings,  without  equipment, 
cost  over  $150,000.  At  the  open- 
ing-day exercises,  Mayor  Imlay  of 
Farmingdale,  Dr.  Abraham  Jacob, 
Marcus  M.  Marks,  president  of 
the  institution.  Bishop  McPaul, 
and  Governor  [Woodrow]  Wilson 
delivered  addresses.  The  children 
sang,  a luncheon  was  given,  and 
tours  of  the  facility  made  by  the 
approximately  4,000  people  who 
attended  (Figure  2).” 

Originally  established  in  1912 
as  Bonnie  Burn  Sanatorium,  the 
Bonnie  Burn  Tuberculosis  Hos- 
pital in  Berkeley  Heights  was  a 
self-sufficient  facility  with  22 
buildings  on  a 146-acre  tract  in 
the  Watchung  foothills.  As  health 
care  needs  changed,  the  mission 
of  the  Hospital  evolved  to  include 
treatment  of  nontubercular  chest 
diseases.  The  Hospital  was  re- 
named in  1955  to  John  E.  Run- 
nells  Hospital  for  Chest  Diseases, 
honoring  the  first  superintendent 
and  medical  director  (Figure  3). 

The  facility  continued  to  ex- 
pand its  medical  services;  its  anti- 
quated facility  eventually  closed 
and  a new  one  was  constructed. 
In  October  1991,  dedication  cer- 
emonies were  held  at  a state-of- 
the-art  facility  located  on  a 45- 
acre  tract  of  county-owned  land 
just  north  of  the  old  property.  The 
facility  now  is  Runnells  Spe- 
cialized Hospital  of  Union  Coun- 
ty.6 

The  Tuberculosis  Hospital  was 
founded  in  1925  by  Camden 
County  when  county  institutional 
facilities  were  consolidated  on 
County  House  Road  in  Lakeland 
Township  of  Gloucester.  The  site 
included  land  housing  the  former 
almshouse  and  additional  tracts  of 
land  totaling  570  acres.  The  Tu- 
berculosis Hospital,  a Psychiatric 
Hospital,  institutions  for  the  poor, 
and  auxiliary  buildings  were 
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established.  The  campus-like 
complex  was  called  ‘Lakeland.’ 

Construction  of  the  Tubercu- 
losis Hospital  began  in  May  1924 
and  the  facility  was  occupied  in 
1925.  Arnold  H.  Moses  of 
Camden  was  the  architect;  Martin 
H.  Collier,  MD,  served  as  the 
first  superintendent.7  The 
Hospital  became  the  Hospital  for 
Chest  Disease.  The  “Lakeland” 
complex  developed  into  the 
Camden  County  Health  Services 
Center.  The  original  tuberculosis 
hospital  building  now  is  “Red  Oak 
Manor,”  an  extended  care  facility 
for  senior  citizens  (Figure  4). 

PSYCHIATRIC  HOSPITALS 

Early  psychiatric  care  was 
limited  to  the  New  jersey  State 
Lunatic  Asylum  at  Trenton, 
founded  in  1845,  the  state’s  first 
hospital  for  the  mentally  ill; 
previously,  individuals  were  kept 
at  home  or  relegated  to  alms- 
houses. Other  state  hospitals  later 
were  established  at  Morris  Plains 
(1876),  Marlboro  (1931),  and  Au- 
rora (1955),  as  well  as  county 
facilities  in  Essex,  Hudson,  and 
Camden  Counties  during  the 
19th  century.  Nineteenth  century 
institutions  were  little  more  than 
warehouses  for  the  mentally  ill. 
Not  until  the  psychiatric  hospital 
at  Trenton  was  established  and 
reformer  Dorothea  Dix’s  humane 
treatment  of  the  mentally  ill  im- 
plemented, did  the  care  and  treat- 
ment of  the  mentally  ill  improve 
in  New  Jersey.8  In  addition  to 
state  hospitals,  the  mentally  ill 
also  received  treatment  at  private 
sanitoriums. 

New  Jersey  State  Hospital  at 
Morris  Plains  was  founded  in 
1875  and  opened  on  August  17, 
1876,  as  New  Jersey’s  second 
state  psychiatric  hospital.  It  was 
constructed  on  408  acres  and  was 
later  known  as  Greystone  Park.9 
The  design  was  influenced  by  the 
Pennsylvania  Hospital  for  the  In- 
sane in  Philadelphia  and  by  the 
theories  of  its  superintendent.  Dr. 
Thomas  Kirkbridge  (Figure  5). 10 

New  Jersey  State  Village  for 
Epileptics  was  founded  in  1898  in 


Figure  3.  Bonnie  Burn  Tuberculosis  Hospital,  undated. 


Figure  4.  Childrens  Building,  Camden  County  Tuberculosis  Hospital, 
undated. 


Figure  5.  New  Jersey  State  Hospital  building  constructed  in  1899,  “realphoto 
postcard,  1906. 
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Figure  6.  Double  Cottage  for  Women,  New  Jersey  State  Village  for  Epileptics, 
undated. 


Figure  7.  Dr.  Gorton’s  Sanitarium,  circa  1906. 
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Figure  8.  Advertising  postcard  used  to  market  the  Belle  Meade  Farm  Colony 
and  Sanatorium  to  the  medical  profession,  undated. 


Montgomery  Township,  Skillman. 
Originally  located  on  the  Maple- 
wood Farm  at  Belle  Mead  and 
Blawenburg  Roads,  the  Village 
expanded  to  include  new  build- 
ings and  over  1,000  acres. 
Facilities  included  a hospital, 
school,  powerhouse,  residences, 
farm  buildings,  and  recreational 
facilities.  As  drug  therapy  for 
epilepsy  improved,  the  need  for 
a residential  village  decreased 
and  it  was  phased  out. 

In  1953,  the  Village  became  the 
New  Jersey  Neuropsychiatric  In- 
stitute by  statute  of  the  New 
Jersey  Legislature,  to  care  and 
treat  clients  suffering  from  dis- 
eases and  dysfunctions  of  the 
brain  and  nervous  system.  Again, 
as  the  psychiatric  population  at 
the  Institute  decreased  by  as- 
similation to  other  institutions, 
the  function  of  the  Institute 
changed.  The  Institute  was  re- 
named the  North  Princeton  De- 
velopmental Center  on  July  1, 
1983,  to  provide  services  to  the 
developmental^  disabled  (Figure 
6). 11 

Drs.  Eliott  Gorton  (d.1916)  and 
Thomas  P.  Prout  (1867-1946) 
trained  at  the  New  Jersey  State 
Hospital  at  Morris  Plains.  They 
founded  Fair  Oaks  Hospital  in 
Summit  as  a private  sanitorium 
for  nervous  and  mental  diseases 
in  1902. 12  The  original  hospital 
known  as  Dr.  Gorton’s  Sanitarium 
was  located  in  a house  rented 
from  Ruben  Manley  on  Locust 
Drive  (now  New  England  Av- 
enue); the  house  was  razed  in 
1935.  Fair  Oaks  Hospital  con- 
tinues at  its  present  location  on 
Prospect  Street  (Figure  7). 13 

Belle  Mead  Farm  Colony  and 
Sanatorium  was  the  predecessor 
of  the  Carrier  Clinic,  a private 
psychiatric  hospital  in  Belle 
Mead.  As  stated  on  the  postcard, 
the  institution  “offers  special  ad- 
vantages for  the  care  and  treat- 
ment of  Nervous  and  Mental  Dis- 
eases, Alcoholic  and  Drug  Addicts 
and  selected  cases  of  Epilepsy. 
The  Sanatorium  was  incorporated 
June  16,  1910,  by  its  founder, 
John  Joseph  Kindred,  MD 


88 


NEW  JERSEY  MEDICINE 


(d.1937),  an  1889  graduate  of 
Hospital  College  of  Medicine, 
Louisville,  Kentucky  (Figure  8). 14 

CONCLUSION 

“Part  I:  Hospital  postcards:  The 
New  Jersey  view  illustrates 
selected  hospitals  whose  patient 
population  suffered  from  tubercu- 
losis or  mental  illness.  Although 
many  of  these  hospitals  no  longer 
exist,  those  hospitals  that  survived 
often  were  located  at  new  sites  or 
redefined  their  mission  to  reflect 
new  trends  in  medical  treatment 
and  patient  care.  ■ 

Ms.  Densky-Wolff  is  the  archivist,  De- 
partment of  Special  Collections, 
UMDNJ-University  Libraries,  Newark. 
The  paper  was  submitted  in  August 
1993  and  accepted  in  September 
1993.  Address  reprint  requests  to  Ms. 
Densky-Wolff,  UMDNJ-University  Li- 
braries, 30  12th  Avenue,  Newark,  NJ 
07103. 
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Editor’s  note:  “Part  II:  Hospital 

postcards:  The  New  Jersey  view 
covering  government  hospitals 
and  town  and  city  hospitals  will 
appear  in  next  month’s  issue  of 
New  Jersey  Medicine. 
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Solitary  osteochondroma,  from 
the  pedicle  of  Tl,  causing 
spinal  cord  compression 

Ira  j.  Braunschweig,  MD 
Walter  S.  Bose,  MD 


Solitary  osteochondromas  rarely  extend  into  the  spinal  canal 
and  compress  upon  the  spinal  cord.  The  authors  report  a case 
where  the  use  of  magnetic  resonance  imaging  enabled 
diagnosis  of  a solitary,  intraspinal  osteochondroma  causing 
extensive  compression  of  the  spinal  cord. 


Osteochondromas  repre- 
sent 40  percent  of  all 
benign  bone  tumors.1 
The  tumors  occur  sing- 
ly or  as  part  ol  hereditary  multiple 
exostoses.  Osteochondromas  are 
found  at  the  metaphysis  of  long 
bones  projecting  away  from  the 
adjacent  joint  space.  These  tu- 
mors grow  via  progressive  en- 
chondral  ossification  of  a carti- 
laginous cap,  which  can  undergo 
malignant  transformation  to  chon- 
drosarcoma. Solitary  osteochon- 
dromas become  sarcomatous  in 
less  than  1 percent  of  cases, 
where  hereditary  multiple  ex- 
ostoses have  an  incidence  of 
malignancy  of  approximately  10 
percent.2 

In  hereditary  multiple  ex- 
ostoses, vertebral  osteochon- 
dromas are  relatively  common, 
occurring  in  7 percent  of  cases, 
while  solitary  spinal  osteochon- 
dromas are  significantly  less 
prevalent,  ranging  from  1 to  4 
percent.3  Spinal  osteochondromas 
typically  arise  from  the  posterior 
elements,  most  commonly  from 
the  spinous  processes.4''  The  in- 
cidence of  neurologic  symptoms 
caused  by  spinal  osteochon- 
dromas is  extremely  low  because 
they  normally  do  not  extend  into 
the  spinal  canal.  Spinal  cord  com- 


pression has  been  described  with 
osteochondromas,  more  common- 
ly in  hereditary  multiple  ex- 
ostoses, but  rarely  in  solitary 
lesions. S9 

Computed  tomography  (CT) 
previously  had  been  the  imaging 
modality  of  choice  due  to  its  abili- 
ty to  demonstrate  the  site  of  ori- 
gin of  the  lesion  and  the  pres- 
ence of  the  cartilagenous  cap. 
Without  intrathecal  adminis- 
tration of  metrizamide,  CT  pro- 
vides limited  information  about 
the  condition  of  the  spinal  cord. 
In  recent  years,  the  advent  of 
magnetic  resonance  imaging 
(MRI)  has  provided  a superior  ap- 
proach to  the  imaging  of  spinal 
osteochondromas.  Osteochon- 
dromas have  been  shown  to  have 
mixed  signal  on  Tl -weighted  im- 
ages with  progressive  loss  of 
signal  on  proton  density  and  T2- 
weighted  images.10  In  addition, 
the  multiplanar  capacity  of  MRI 
clearly  delineates  the  soft  tissues 
of  the  spinal  column  and  any 
significant  related  pathology. 

CASE  REPORT 

A 51-year-old  female  presented 
with  a 6-year  history  of  lower 
back  pain  radiating  to  the  right 
leg.  The  patient  described  mild 
gait  disturbances  over  the  past  2 


to  3 years.  She  was  treated  with 
multiple  lumbosacral  and  right 
hip  bursa  injections  with  some  re- 
lief. Two  months  prior  to  ad- 
mission, the  patient  noted  in- 
creasing gait  difficulties,  fecal  and 
urinary  incontinence,  and  a "tight 
sensation”  extending  from  the 
mid-thoracic  region  to  both  lower 
extremities.  In  addition,  she 
described  a recent  onset  of 
Lhermitte’s  symptoms.  The  pa- 
tient denied  optic  neuritis, 
diplopia,  and  other  symptoms  of 
demyelinating  diseases. 

Physical  examination  revealed 
spastic  paraparesis,  which  was 
greater  on  the  right  side  than  the 
left  side.  Deep  tendon  reflexes 
were  hyper-reflexie  throughout 
with  sustained  ankle  clonus  noted 
bilaterally.  A relative  sensory 
level  of  T3-T4  was  noted.  Hoff- 
man’s reflex  was  present  on  the 
right.  Positive  Babinski  signs 
were  noted  bilaterally. 

MRI  examination  revealed  a 
dorsal  epidural  mass  centered  at 
Tl.  The  mass  demonstrated 
mixed  signal  on  Tl-weighted  im- 
ages with  progressive  loss  of 
signal  on  proton  density  and  T2- 
weighted  images.  These  findings 
were  highly  suggestive  of  a mass 
containing  calcium  or  dense  bone. 
The  mass  was  seen  to  cause 
marked  compression  of  the  spinal 
cord  primarily  at  the  Tl  level 
(Figures  1A  and  IB).  CT  examina- 
tion correlated  with  the  MR  find- 
ings demonstrating  a large  bony 
excrescence  extending  from  the 
right  pedicle  of  Tl  almost  com- 
pletely filling  the  spinal  canal  at 
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Figures  1A  and  IB.  Sagittal  MRI  including  Tl-weighted,  proton  density,  and 
T2-weighted  images  demonstrate  a dorsal  epidural  mass  centered  at  T1  with 
signal  changes.  Mixed  signal  was  noted  on  T1  with  progressive  loss  of  signal 
on  proton  density  and  T2-weighted  images,  which  is  highly  suggestive  of  a 
mixed  bony  and  cartilaginous  lesion.  The  mass  is  causing  marked  compression 
of  the  spinal  cord  at  the  T1  level. 


Figure  IB. 


Figure  2.  Axial  CT  scan  demonstrates  a bony  mass  arising  from  the  right 
pedicle  of  T1  filling  the  dorsal  epidural  space. 


the  T1  level  (Figure  2).  While 
most  of  the  bony  mass  was 
centered  at  Tl,  the  mass  extended 
dorsally  from  C7  to  the  upper 
border  of  T3. 

A wide  laminectomy  was  per- 
formed, revealing  a cartilaginous 
tumor  arising  from  the  right  pedi- 
cle of  Tl.  The  spinal  cord  ap- 
peared severely  flattened  and  at- 
tenuated. The  entire  mass  was  re- 
moved and  sent  for  pathologic 
analysis  that  revealed  irregular 
proliferation  of  benign  cartilage 
and  bone  consistent  with  an  os- 
teochondroma. No  microscopic 
evidence  of  sarcomatous  trans- 
formation was  noted. 

Following  surgical  excision,  the 
patient  began  long-term  re- 
habilitation and  physical  therapy. 
The  patient  became  ambulatory 
with  a walker  and  demonstrated 
adequate  relief  of  clonus  within  a 
week  of  surgery. 
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DISCUSSION 

In  the  present  ease,  MRI  ap- 
pearance of  the  mass  arising  from 
the  right  pedicle  of  T1  was  highly 
suggestive  ol  a cartilaginous  or 
bony  lesion  that  was  confirmed  on 
CT  examination.  In  addition,  the 
extensive  degree  of  spinal  cord 
compression  was  well  delineated. 
Due  to  the  patient's  history  of 
gradually  progressing  symptoms, 
a benign  osteochondroma  was  the 
presumptive  diagnosis;  however, 
sarcomatous  degeneration  always 
must  be  excluded  pathologically. 

It  is  quite  uncommon  to  find  a 
solitary  osteochondroma  that 
grows  into  the  spinal  canal  and 
impinges  upon  the  spinal  cord.  In 
cases  such  as  the  one  presented, 
MRI  has  become  an  invaluable 
tool  for  detection  and  presump- 
tive diagnosis  based  on  signal 
characteristics.  In  addition,  MRI 
provides  a unique  opportunity  to 
directly  evaluate  the  involved  soft 
tissue  structures  utilizing  multi- 
planar  imaging.  I 
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NEW  JERSEY  MEDICINE 


Hereditary  spherocytosis 
and  hematologic 
malignancy 

John  A.  Conti,  MD 
Leslie  M.  Howard,  MD 


We  report  the  development  of  myeloproliferative  disorders  in 
two  patients  with  hereditary  spherocytosis  diagnosed  in 
adulthood.  Eight  previously  reported  cases  of  the  coexistence 
of  hereditary  spherocytosis  and  hematologic  malignancy  are 
reviewed. 


Hereditary  spherocyto- 
sis is  the  descriptive 
name  for  a group  of 
inherited  disorders 
characterized  by  hemolytic 
anemia,  spheroidal  erythrocytes, 
and  increased  red  cell  osmotic 
fragility  resulting  from  a de- 
creased membrane  surface  area 
relative  to  cell  volume.1  The  most 
common  form  of  the  disease  has 
an  autosomal  dominant  inheri- 
tance pattern.1  The  pathogenesis 
of  all  forms  of  spherocytosis  is 
related  to  defects  in  the 
erythrocyte  membrane  skeleton 
with  the  most  common  abnor- 
mality being  a deficiency  in  the 
membrane  protein,  spectrin.2 
Clinical  severity  of  the  anemia 
correlates  with  the  magnitude  of 
spectrin  deficiency,  although 
other  membrane  proteins  are  in- 
volved in  the  pathogenesis  of 
some  forms  of  the  disease  con- 
tributing to  the  disorder’s  clinical 
heterogeneity.1  Splenectomy  is 
the  treatment  of  choice  for 
spherocytosis,  resulting  in  im- 
provement of  the  anemia,  al- 
though it  does  not  reverse  the 
primary  membrane  defect.1  Post- 
splenectomy, the  disease  is  felt  to 
be  associated  with  a normal  life 
expectancy.3 

An  association  of  hemato- 


logic malignancy  with  hereditary 
hemolytic  anemias  has  been  sug- 
gested.4 In  describing  an  associa- 
tion of  thalassemia  and  hemato- 
logic malignancy,  research  en- 
courages reporting  of  other  as- 
sociations of  hereditary  anemias 
and  hematologic  malignancies.5 

We  describe  two  patients  with 
hereditary  spherocytosis  diag- 
nosed in  adulthood  who  later  de- 
veloped myeloproliferative  dis- 
orders. 

CASE  REPORT  1 

In  1977,  a 52-year-old  man, 
who  had  two  siblings  with  hered- 
itary spherocytosis,  presented 
with  splenomegaly.  The  hemato- 
crit was  0.28  (normal:  0.41-0.50); 
the  reticulocyte  count  was  .009 
red  cells  (normal:  .001-. 002  red 
cells);  and  the  haptoglobin  was 
less  than  0.10  g/L  (normal: 
0.27-1.39  g/L).  Red  blood  cell  in- 
dices revealed  a mean  corpuscu- 
lar hemoglobin  (MCH)  of  34  pg / 
cell  (normal:  25-33  pg/eell),  a 
mean  corpuscular  hemoglobin 
concentration  (MCHC)  of  338 
g/L  (normal:  320-360  g/L),  and  a 
mean  corpuscular  volume  (MCV) 
of  99  fl  (normal:  80-95  fl). 

Spherocytes  were  seen  on  periph- 
eral smear.  The  erythrocyte  os- 
motic fragility  was  increased,  and 


the  Coombs  test  was  negative.  A 
diagnosis  of  hereditary  spherocy- 
tosis was  made.  The  patient  un- 
derwent splenectomy  with  re- 
moval of  a 1,540  g spleen,  the 
pathology  of  which  showed  sple- 
nic hyperplasia. 

In  1983,  the  patient  presented 
with  epistaxis,  melena,  and 
headaches.  The  hematocrit  was 
0.33,  the  platelet  count  was 
2,525  x 109/L,  and  the  leukocyte 
count  was  275.0  x 109/L.  The 
peripheral  smear  showed  many 
nucleated  red  blood  cells  and 
granulocytic  cells  in  all  stages  of 
maturation.  The  leukocyte  alka- 
line phosphatase  (LAP)  score  was 
decreased.  Nothing  could  be 
aspirated  from  the  bone  marrow, 
but  a bone  marrow  biopsy  was 
hypercellular  with  an  increase  in 
myeloid  elements,  focal  myelo- 
fibrosis, and  absent  iron  stores. 
The  patient  was  diagnosed  as  hav- 
ing chronic  myelogenous  leuke- 
mia (CML).  From  1983  until 
1986,  he  remained  in  the  chronic 
phase  of  the  disease  with  platelet 
counts  as  high  as  8,000  x 109/L, 
for  which  he  required  treatment 
with  plateletpheresis,  hydroxy- 
urea, and  busulfan.  In  March 
1986,  the  patient  developed  blast 
crisis  with  a leukocyte  count  of 
100xl09/L  with  0.70  mvelo- 
monocytic  blasts,  a hematocrit  of 
0.46,  and  a platelet  count  of 
97  x 109/L.  The  bone  marrow 
showed  0.30  blasts  and  chromo- 
some studies  revealed  the  pres- 
ence of  a Philadelphia  chromo- 
some. The  patient  failed  to 
respond  to  low-dose  cytosine 
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Table.  Hematologic 

malignancy 

in  hereditary 

spherocytosis. 

Reference  # 

Sex 

Splenectomy 

Age  at 
splenectomy 

Malignancy 

Age  at 
diagnosis  of 
malignancy 

Case  report  1 

M 

Yes 

53 

CML 

59 

Case  report  2 

M 

Yes 

62 

PV 

63 

Clark,  1965 

F 

Yes 

51 

PV 

65 

Heilmann,  1982 

M 

Yes 

18 

PV 

23 

Galton,  1989 

M 

Yes 

43 

CML 

50 

Kies,  1981 

M 

Yes 

48 

AMML 

56 

Ishida,  1987 

M 

Yes 

4 

ALL 

4 

Schafer,  1978 

M 

Yes 

52 

IgA  multiple 
myeloma 

52 

Schafer,  1978 

M 

No 

— 

Amyloidosis 
X-light  chains 

52 

Friedman,  1988 

M 

No 

— 

IgA  multiple 
myeloma 

65 

Hattori,  1988 

M 

No 

K-light  chain 
multiple 

myeloma 

71 

CML — Chronic  myelogenous  leukemia;  PV — Polyt 

:ythemia  era;  AM  ML 

— Acute  myelomonocytic  leukemia;  ALL- 

-Acute  lymphoblastic  leukemia 

arabinoside  and  expired  in  Tune 
1986. 

CASE  REPORT  2 

In  1987,  a 62-year-old  man  who 
had  two  daughters  and  a grandson 
with  hereditary  spherocytosis  was 
noted  to  have  splenomegaly.  The 
hematocrit  was  0.33;  the  re- 
ticulocyte count  was  0.017  red 
cells;  the  leukocyte  count  was 
6.2  x 109/L;  the  platelet  count  was 
148xl09/L;  and  the  haptoglobin 
was  less  than  0.04  g/L.  Red  blood 
cell  indices  were  a MCH  of  35  pg / 
cell;  MCHC  of  343  g/L;  and  a 
MCV  of  102  fl.  The  peripheral 
smear  showed  spherocytes.  The 
bone  marrow  aspirate  was  hyper- 
cellular  with  marked  erythroid 
hyperplasia  and  moderate  in- 
crease in  iron  stores.  Erythrocyte 
osmotic  fragility  was  increased 
and  the  Coombs  test  was  nega- 
tive. A diagnosis  of  hereditary 
spherocytosis  was  made.  The  pa- 
tient underwent  splenectomy 
with  removal  of  a 1,100  g spleen; 
pathology  showed  acute  and 
chronic  congestion. 


Nine  months  postsplenectomy, 
he  presented  with  headache  and 
pruritus  after  bathing.  The  hema- 
tocrit was  0.54;  the  leukocyte 
count  was  18.7  x 109/L  with  0.78 
neutrophils,  0.18  lymphocytes, 
and  0.04  monocytes;  the  plate- 
let count  was  480  x 109/L.  The 
red  blood  cell  mass  was  42  ml/kg 
(normal:  25-35  ml/kg),  the  arterial 
oxygen  saturation  was  97.9%,  the 
carboxyhemoglobin  level  was 
4.6%,  the  LAP  score  was  195 
(normal:  11-95),  and  the  serum 
B12  level  was  630  pmol/L  (nor- 
mal: 150-660  pmol/L).  The  ab- 
dominal computed  tomography 
(CT)  scan  was  normal  except  for 
small  cysts  in  the  liver.  An 
erythropoietin  level  was  8.5 
mU/ml  by  radioimmunoassay 
(normal:  4-20  mU/ml).  The  pa- 
tient was  diagnosed  as  having 
polycythemia  vera.  He  has  re- 
quired monthly  phlebotomies  to 
maintain  hematocrits  in  the 
range  of  0.42  to  0.45.  Leukocyte 
counts  became  elevated  to 
38.0  x 109/L,  and  a platelet  count 
of  725  x 109/L  associated  with 


digital  ischemia  necessitated  the 
administration  ol  hydroxyurea.  As 
of  November  1992,  he  remains 
asymptomatic  on  this  treatment. 

DISCUSSION 

The  association  of  hereditary 
spherocytosis  and  hematologic 
malignancy  has  been  minimally 
reported.  The  Table  presents  our 
patients  and  the  9 previously 
published  cases  located  by  MED- 
LINE search  (BRS  Information 
Technologies)  and  a review  of 
bibliographies  of  other  case  re- 
ports. There  are  2 patients  with 
hereditary  spherocytosis  and 
polycythemia  vera,6  ' and  1 pa- 
tient with  hereditary  spherocyto- 
sis and  CML.8  In  addition  to  the 
5 patients  with  myeloproliferative 
disorders,  there  are  4 patients 
with  plasma  cell  dyscrasias9 10  and 
2 patients  with  acute  leuke- 
mia.1112 Three  of  the  11  patients 
did  not  undergo  splenectomy;  so 
splenectomy  does  not  appear  to 
be  a prerequisite  for  the  develop- 
ment of  malignancy  in  these 
cases. 
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It  is  unknown  whether  there  is 
an  increased  incidence  of  hemato- 
logic malignancies  in  patients 
with  hereditary  spherocytosis,  or 
what  role  chronic  hemolysis 
might  play  in  such  an  association. 
One  source  postulated  that  the 
longstanding  stress  imposed  by 
the  increased  hematopoiesis  in 
chronic  hemolytic  states  may  pre- 
dispose to  hematologic  malignan- 
cy.5 It  is  unknown  whether  any 
specific  molecular  or  genetic 
event  links  hereditary  spherocyto- 
sis with  hematologic  malignan- 
cies, especially  the  myeloprolif- 
erative svndromes.  Genetically, 
CML  is  classically  characterized 
by  a 9:22  chromosomal  transloca- 
tion (the  Philadelphia  chromo- 
some); spherocytosis  is  associated 
with  genetic  abnormalities  on 
chromosomes  1,  8,  and  14;2  while 
a genetic  locus  for  polycythemia 
vera  has  yet  to  be  defined.  The 
pathogenesis  of  hereditary  sphe- 
rocytosis involves  a decrease  in 
spectrin  function  or  amount  re- 
sulting in  erythrocyte  membrane 
destabilization,  decrease  in  mem- 
brane surface  area  and  red  cell 
deformabilitv,  and  subsequent 
spherocvte  formation.  It  is  un- 
clear how  this  pathogenic  mech- 
anism could  predispose  to  myelo- 
proliferative disorders.  Interest- 
ingly, erythrocyte  skeletal  ab- 
normalities, including  spectrin 
dysfunction,  also  have  been  re- 
ported in  CML.13  Erythrocyte 
morphologic  abnormalities,  how- 
ever, are  not  unexpected,  since 
CML  is  a stem  cell  disorder. 
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SUMMARY 

We  have  described  two  pa- 
tients with  hereditary  spherocyto- 
sis who  developed  a myeloprolif- 
erative disorder.  We  encourage 
prospective  studies  of  patients 
with  hereditary  spherocytosis  to 
determine  if  they  have  an  in- 
creased incidence  of  hematologic 
malignancy.  H 
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Aortic  valvuloplasty: 

An  alternative 

for  aortic  insufficiency  Peter  M.  Scholz,  MD 

Alan  J.  Spotnitz,  MD 
Windsor  Ting,  MD 
James  Mackenzie,  MD 


The  authors  describe  a technique  for  aortic  valve  repair  in 
patients  with  aortic  regurgitation  with  excellent  intermediate 
term  results  avoiding  the  complications  of  prosthetic  valve 
replacement.  Conservation  of  native  valve  tissue  will  obviate 
complications  associated  with  prosthetic  valves. 


Encouraged  by  superior 
results  of  valvuloplasty 
over  valve  replacement 
for  the  treatment  of  dis- 
eased atrioventricular  valves, 
surgeons  are  revisiting  re- 
constructive techniques  for  aortic 
valve  disease  developed  prior  to 
the  availability  of  mechanical 
prosthesis.  Mindieh  and  Freeman 
reported  good  short-term  results 
with  debridement  of  calcified 
stenotic  valves  using  an  ultrasonic 
surgical  aspirator.12  The  subse- 
quent experience  from  the  Mayo 
Clinic  with  this  technique  dem- 
onstrated the  early  development 
of  severe  aortic  regurgitation 
following  these  procedures  due  to 
scarification  and  retraction  of  the 
debrided  leaflets  in  a significant 
number  of  cases.3  Based  on  these 
and  similar  experiences  from 
other  institutions,  most  centers 
have  discontinued  the  use  ol  the 
ultrasonic  surgical  aspirator. 

In  patients  with  aortic  re- 
gurgitation, a variety  of  re- 
constructive methods  have  been 
developed  over  the  last  several 
decades.  Correction  ol  acute 
aortic  insufficiency  in  patients 
with  ascending  aortic  dissection 
has  been  accomplished  with  good 
long-term  results  by  resuspending 
the  displaced  commissures.4 


Frater  and  David  have  devised 
techniques  to  restore  valve  com- 
petency in  patients  with  aortic  in- 
sufficiency due  to  aortic  root 
dilatation. Okita  described  good 
10-to-15-year  results  after  aortic 
valvuloplasty  in  young  patients 
with  aortic  valve  cusp  prolapse 
and  associated  ventricular  septal 
defect.7  We  report  the  application 
of  a different  method  of  aortic 
valvuloplasty  in  two  patients  with 
biscupid  aortic  valves  and  severe 
aortic  regurgitation,  following  the 
lead  of  Cosgrove.8 

Case  report  1.  Our  patient  was 
a 48-year-old  male;  the  diagnosis 
of  aortic  insufficiency  was  made  8 
years  ago.  Serial  echocardiograms 
demonstrated  progressive  left 
ventricular  enlargement.  Over 
the  last  2 years,  left  ventricular 
internal  diastolic  diameter  in- 
creased from  6.7  to  7.4  cm  and 
the  systolic  diameter  increased 
from  4.2  to  5.0  cm.  The  recent 
onset  of  mild  symptoms  of  short- 
ness of  breath  and  a decrease  in 
exercise  tolerance  prompted 
surgical  intervention.  In- 
traoperative transesophageal 
echocardiography  suggested  the 
presence  of  a bicuspid  valve  with 
prolapse  of  the  right  coronary 
cusp.  Aortic  valvuloplasty  was 
performed  using  cold,  intermit- 


tent blood  cardioplegia  on  Nov- 
ember 28,  1990.  An  equilateral 
triangle  was  resected  from  the 
center  of  the  prolapsing  leaf- 
let and  the  defect  was  closed 
with  interrupted,  nonabsorbable 
sutures  (Figure  1).  The 
pseudoraphe  was  resected  to  im- 
prove mobility  of  the  leaflet. 
Plication  of  the  subcommissural 
annulus  was  accomplished  using 
a pledgeted  mattress  stitch  at 
each  commissure  to  enhance 
coaptation  of  the  free  leaflet 
edges  (Figure  2).  Transesophageal 
echocardiography  performed  in- 
traoperatively  following  separa- 
tion from  cardiopulmonary  bypass 
confirmed  the  absence  of  aortic 
insufficiency  and  any  ventricular 
dysfunction.  The  patient  was  dis- 
charged a week  following  surgery. 
A transthoracic  echocardiogram, 
four  months  later,  demonstrated  a 
significant  reduction  in  cardiac 
size  with  a left  ventricular  in- 
ternal diastolic  diameter  of  6 cm 
and  no  aortic  regurgitation  or 
stenosis.  The  patient  remains 
asymptomatic  24  months  after 
surgery. 

Case  report  2.  The  second  pa- 
tient was  a 38-year-old  male  with 
known  aortic  insufficiency  and  a 
bicuspid  aortic  valve.  Over  the 
last  2 years,  his  ejection  frac- 
tion decreased  and  his  left  ven- 
tricular dimensions  increased  on 
echocardiography.  In  January 
1991,  his  left  ventricular  internal 
diastolic  diameter  measured  6.8 
cm  and  his  systolic  diameter 
measured  5.5  cm.  Subsequent 
cardiac  catheterization  revealed 
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Figure  1.  A bicusped  valve  with  the  raphe  excised.  The  valve  is  repaired  bv 
resecting  an  equilateral  triangle  from  the  center  of  the  redundant  prolapsing 
leaflet. 


4 + aortic  insufficiency  and  a rest- 
ing ejection  fraction  of  0.48.  On 
April  11,  1991,  the  patient  under- 
went aortic  valve  repair.  Trans- 
esophageal echocardiography, 
prior  to  initiating  cardiopul- 
monary bypass,  confirmed  a 
bicuspid  aortic  valve,  a large 
degree  of  regurgitation,  and  a 
calcified  raphe.  The  raphe  was  re- 
sected and  an  equilateral  triangle 
was  excised  from  the  center  of 
both  redundant  cusps.  The  aortic 
annulus  was  plicated  at  each  com- 
missure to  further  enhance  the 
coaptive  surface  of  the  free  edges 
of  the  leaflets.  After  discontinua- 
tion of  cardiopulmonary  bypass, 
repeat  transesophageal  echocar- 
diography demonstrated  no  aortic 
insufficiency  and  no  aortic  valve 
gradient.  Subsequent  trans- 
thoracic echocardiography  five 
days  after  surgery  revealed  a 
decrease  in  diastolic  diameter  to 
6.2  cm  and  a decrease  in  systolic 
dimension  to  5.0  cm.  The  patient 
was  released  from  the  hospital 
five  days  following  surgery.  Eigh- 
teen months  after  his  operation, 
his  left  ventricular  dimensions 
had  further  decreased,  and  he  re- 
mained free  of  aortic  insufficiency 
or  stenosis. 

COMMENTS 

We  report  on  two  patients  with 
severe  aortic  insufficiency  treated 
successfully  with  aortic  valvu- 
loplasty. Both  patients  had  con- 
genital bicuspid  aortic  valves 
without  stenosis.  Insufficiency 
was  caused  by  prolapse  of  a re- 
dundant valve  cusp.  The  in- 
cidence of  isolated  aortic  re- 
gurgitation in  patients  with 
bicuspid  aortic  valves  is  low,  rang- 
ing from  1.5  to  2.6  percent  in  two 
autopsy  series.910  Roberts  re- 
ported on  189  patients  who  un- 
derwent aortic  valve  replacement 
for  pure  aortic  regurgitation,  13  of 
whom  had  a bicuspid  valve.10  Un- 
like the  atrioventricular  valve,  the 
insufficient  aortic  valve  is 
amenable  to  repair  in  only  a re- 
latively small  percentage  of  pa- 
tients requiring  aortic  valve 
surgery.  However,  in  properly 


selected  patients,  aortic  valvulo- 
plasty provides  good,  lasting  re- 
sults.7 In  addition,  preservation  of 
the  native  valve  tissue  may  ob- 
viate the  long-term  complications 
associated  with  valve  replacement 
using  prosthetic  devices. 

The  method  used  to  restore 
aortic  valve  competency  in  our 
two  patients  combines  two  tech- 
niques previously  described. 
Carpentier  employed  triangular 
resection  of  the  center  of  redun- 
dant aortic  leaflets  together  with 
a pursestring  annuloplasty  stitch 
to  correct  aortic  insufficiency.11 
This  technique  has  the  disadvan- 
tage that  the  degree  of  annular 
remodeling  is  difficult  to  control 
precisely  and  interferes  with 
physiologic  changes  of  the  normal 
aortic  annulus  during  the  cardiac 
cycle.  We  employed  a subcom- 
missural stitch  described  by 
Duran  in  patients  with  rheumatic 
aortic  valve  disease  used  to  help 
restore  valve  competency.12 

By  resecting  the  excess  tissue 
of  the  redundant  leaflet,  the  free 
edges  of  the  cusps  are  realigned, 
eliminating  the  prolapse  respon- 


sible for  the  regurgitation.  Adding 
annular  plication  further  en- 
hances the  coaptative  surface  of 
the  free  cusp  edges  to  ensure 
competency  of  the  valve.  Since 
the  majority  of  leaflet  thickening 
occurs  in  the  center,  this  ap- 
proach also  enhances  pliability 
and  mobility  of  the  leaflet. 

Cosgrove  described  the  use  of 
this  new  approach  in  28  patients 
with  aortic  regurgitation  secon- 
dary to  leaflet  prolapse.  He  re- 
ported excellent  results  over  an 
intermediate  followup  period  for 
patients  with  bicuspid  and  tricus- 
pid valves.8 

Timing  of  surgical  intervention 
in  patients  with  chronic  aortic  re- 
gurgitation remains  a challenge  to 
the  physician  caring  for  these  pa- 
tients. Generally,  the  develop- 
ment of  significant  symptoms  is  a 
prerequisite  for  referral  to 
surgery.  However,  significant  left 
ventricular  dilatation  may  occur 
prior  to  the  onset  of  major 
symptoms.13  Several  studies  have 
indicated  that  once  left  ventricu- 
lar internal  diastolic  diameter  ex- 
ceeds 7.5  cm  and  systolic 
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Figure  2.  The  central  defect  of  the  leaflet  is  closed  with  interrupted  sutures 
and  an  annuloplasty  performed  at  each  commissure  with  a horizontal  mattress 
stitch  buttressed  with  Teflon™  felt. 


diameter  exceeds  5.5  cm,  return 
to  normal  size  and  function  may 
not  occur  after  valve  surgery.1416 

With  the  advent  of  high  resolu- 
tion transthoracic  and  trans- 
esophageal two-dimensional 
echocardiography,  patients  with 
valve  dysfunction  amenable  to  re- 
constructive techniques  can  be 
identified.  With  these  imaging 
techniques,  we  now  have  the 
ability  to  identify  the  mechanisms 
and  abnormal  structure  respon- 
sible for  valve  pathology.  Its  in- 
traoperative use  further  provides 
the  means  to  assess  the  quality  of 
the  repair  immediately  and  to  as- 
sure consistently  good  results. 
This  may  lead  to  earlier  interven- 
tion in  the  natural  course  of  the 
disease  to  prevent  irreversible 
functional  changes,  as  we  do  with 
patients  with  atrioventricular 
valve  disease  who  currently  are 
undergoing  valve  repair  at  an 
earlier  stage. 

SUMMARY 

We  have  reported  on  two  pa- 
tients with  severe  aortic  insuffi- 
ciency and  mild  to  moderate 
symptoms  who  underwent  a valve 
tissue  sparing  procedure  with  ex- 
cellent intermediate  term  results. 
If  this  method  proves  to  provide 
excellent  long-term  results  as 


well,  earlier  surgical  repair  should 
be  considered  for  properly 
selected  patients  to  avoid  the 
long-term  sequelae  of  aortic  insuf- 
ficiency. ■ 

REFERENCES 

1.  Mindieh  BP,  Guarino  R, 
Goldman  ME:  Aortic  valvuloplasty 
for  acquired  aortic  stenosis.  Circula- 
tion 74:120-135,  1986. 

2.  Freeman  WK,  Schaff  HV,  King 

RM,  Orszulak  TA:  Ultrasonic  aortic 
valve  decalcification:  Doppler 

echocardiographic  evaluation.  J Am 
Coll  Cardiol  11:3A,  1988. 

3.  Freeman  WK,  Schaff  HV,  Or- 
szulak TA,  Tajik  JA:  Ultrasonic  aortic 
valve  decaleification  serial  Doppler 
echocardiographic  followup.  J Am 
Coll  Cardiol  16:623-630,  1990. 

4.  Fann  JI,  Glower  DD,  Miller 
DC,  et  al.:  Preservation  of  aortic 
valve  in  type  A aortic  dissection  com- 
plicated by  aortic  regurgitation.  J 
Thorac  Cardiovasc  Surg  102:62-73, 

1991. 

5.  Frater  RWM:  Aortic  valve  in- 
sufficiency due  to  aortic  dilatation: 
Correction  by  sinus  rim  adjustment. 
Circulation  74:136-142,  1986. 

6.  David  TE,  Feindel  CM:  An 
aortic  valve-sparing  operation  for  pa- 
tients with  aortic  incompetence  and 
aneurysm  of  the  ascending  aorta.  J 
Thorac  Cardiovasc  Surg  103:617-622, 

1992. 

7.  Okita  Y,  Miki  S,  Kusuhara  K,  et 


al.:  Long-term  results  of  aortic 

valvuloplasty  for  aortic  regurgitation 
associated  with  ventricular  septal  de- 
fect. ] Thorac  Cardiovasc  Surg 
96:769-774,  1988. 

8.  Cosgrove  DM,  Rosenkranz  ER, 
Hendren  WG,  et  al.:  Valvuloplasty 
for  aortic  insufficiency.  J Thorac 
Cardiovasc  Surg  102:571-577,  1991. 

9.  Fenoglio  jj,  McAllister  HA, 

DeCastro  CM:  The  congenital 

bicuspid  aortic  valve  after  age  20.  Am 
J Cardiol  39:164-169,  1977. 

10.  Roberts  WC,  Morrow  AG, 
McIntosh  CL,  et  al.:  Congenitally 
bicuspid  aortic  valve  causing  severe, 
pure  aortic  regurgitation  without 
superimposed  infective  endocarditis. 
Am  J Cardiol  47:206-209,  1981. 

11.  Carpentier  A:  Cardiac  valve 
surgery:  The  French  correction.  J 
Thorac  Cardiovasc  Surg  86:323-337, 
1983. 

12.  Duran  CMC,  Alonso  J,  Gaite 
L,  et  al.:  Long-term  results  of  con- 
servative repair  of  rheumatic  aortic 
valve  insufficiency.  Eur  J 
Cardiothorac  Surg  2:217-223,  1988. 

13.  Siemienczuk  D,  Greenberg  B, 

Morris  C,  et  al.:  Chronic  aortic  insuf- 
ficiency: Factors  associated  with 

progression  to  aortic  valve  replace- 
ment. Ann  Intern  Med  110:587-592, 
1989. 

14.  Henry  WL,  Bonow  RO,  Borer 
JS,  et  al.:  Observations  on  the  op- 
timum time  for  operative  interven- 
tion for  aortic  regurgitation.  I. 
Evaluation  of  the  results  of  aortic 
valve  replacement  in  symptomatic 
patients.  Circulation  61:471-483, 
1980. 

15.  Bonow  RO,  Dodd  JT,  Maron 
BJ,  et  al.:  Long-term  serial  changes 
in  left  ventricular  function  and  re- 
versal of  ventricular  dilatation  after 
valve  replacement  for  chronic  aortic 
regurgitation.  Circulation  78:1108- 
1120,  1988. 

16.  Taniguchi  KT,  Nakano  S, 
Matsuda  H,  et  al.:  Timing  of  opera- 
tion for  aortic  regurgitation:  Relation 
to  postoperative  contractile  state.  Ann 
Thorac  Surg  50:779-785,  1990. 

The  authors  are  affiliated  with  the  De- 
partment of  Surgery,  UMDNJ-Robert 
Wood  Johnson  Medical  School,  New 
Brunswick.  The  paper  was  submitted 
in  November  1992  and  accepted  in 
January  1993.  Address  reprint  re- 
quests to  Dr.  Scholz,  UMDNJ-Robert 
Wood  Johnson  Medical  School,  CN 
19,  One  Robert  Wood  Johnson  Place, 
New  Brunswick,  NJ  08903-0019. 


VOL.  91 -NUMBER  2 FEBRUARY  1994 


101 


MCU'ijfi 

Don't  Buy  Medical  Practice  & Office  Management 
Automation  Until  You  Have  Talked  to  Us, 

The  #1  Specialist  In  The  Region 


ARE  YOU  COLLECTING  ALL  THE 
MONEY  YOU'VE  EARNED? 

The  solution  is: 

'The  System"  by  MEDIX 

- ELECTRONIC  SUBMISSION  OF  CUM  MS  TO  MOST  CARRIERS 

- PROFILE  TRACKING  OF  INSURANCE  COMPANY  PAYMENTS 
- CLEAR  STATEMENTS  SHOWING  PATIENT  PORTION  DUE 

VS.  INSURANCE  PORTION  DUE 


P.O.  Box  10079  • Newark,  N.J.  07101-3079 
Call  201-648-0008  Ext.  181 


IBM  is  a registered  trademark  of  the 
International  Business  Machines  Corporation 


Are  You  Ready 
for  CLIA— "88"? 

Have  a qualified  laboratory 
professional  provide  the  help  you 
need. 

• Complete  Physician  Office  Laboratory  (POL) 
Evaluation. 

• Quality  Assurance  and  Quality  Control  Plans. 

• Proficiency  Testing  Enrollment. 

• A.S.C.P.  Accredited  Continuing  Education 
Programs. 

• Laboratory  Procedure  Manuals. 

• Staff  Safety  Training. 

• Compliance  with  N.J.  D.E.P.  Medical 
Waste  Regulations. 

• O.S.H.A.  Compliance. 


P.O.L.  CONSULTANTS 

1150  Concord  Drive,  Haddonfield,  NJ  08033 
For  Information  call:  609-428-POLC 

Programs  Serving  Over  500  POL's 
Throughout  New  Jersey 

Kathleen  L.  Voldish,  Director 
National  A.S.C.P -P  O L.  Committee 
New  Jersey  State  Advisor— A.S.C.P. 

Over  20  Years  of  P O L.  Experience 


RockBank 

FILLS  THE 
PRESCRIPTION 


FOR  PROFESSIONAL 


FINANCING  NEEDS 


• UP  TO  100%  FINANCING  I REFINANCING  ON  OFFICE  CONDOS  & BUILDINGS  WITH  TERMS  UP  TO  25  YEARS 

(when  owner  occupies  at  least  51%  of  the  premises) 

• EQUIPMENT,  FURNITURE  & FIXTURES  FINANCING  WITH  TERMS  UP  TO  10  YEARS 

• COMMERCIAL  REVOLVING  CREDIT  LINES  WITH  NO  ANNUAL  CLEANUP  REQUIRED 

In  1992,  RockBank  received  the  SBA's  Award  for  Excellence  for  making  more  SBA  loans  to  more  businesses  than  any  bank  in  New  Jersey. 
Bauer  Financial  Reports  of  Florida  rated  RockBank's  capital  strength  with  four  stars. 

Small  business  expertise  and  capital  strength  make  RockBank  your  only  source  for  financing.  Call  today 
to  arrange  for  one  of  our  small  business  professionals  to  visit  you  and  discuss  your  financing  needs. 


MEMBERFDIC 

AN  EQUAL  OPPORTUNITY,  EQUAL  HOUSING  LENDER 
© 1993,  RockBank 


TOLL 
FREE 
IN  NJ 


1-800-722-6772  or  (908)  789-8830 


102 


NEW  JERSEY  MEDICINE 


Catheter  ablation  of  the 
slow  AV  nodal  pathway  in  AV 
nodal  re-entry  tachycardia 

Koroueh  Khalighi,  MD 
Nicholas  G.  Tullo,  MD 
Jacob  I.  Haft,  MD 


AV  node  re-entry  tachycardia  has  been  managed  with  medical 
therapy  to  suppress  AV  node  conduction.  Radiofrequency 
ablation  of  the  slow  AV  nodal  pathway  can  eliminate  recurrent 
spontaneous  AVNRT,  while  preserving  AV  node  conduction 
intact. 


Supraventricular  tachy- 
cardia (SVT),  a common 
cardiac  problem,  includes 
atrial  fibrillation,  atrial 
flutter,  and  a number  of  elec- 
trophysiological  distinct  ar- 
rhythmias that  fall  under  the 
classification  of  paroxysmal 
supraventricular  tachycardia 
(PSVT).  PSVT  includes  atrioven- 
tricular (AV)  nodal  re-entry 
tachycardia  (AVNRT)  and  AV  re- 
entry tachycardia  utilizing  an  ac- 
cessory atrioventricular  bypass 
tract.  Also  included  are  more  un- 
usual atrial  arrhythmias,  such  as 
sino-atrial  re-entry  tachycardia, 
automatic  atrial  tachycardia,  and 
intra-atrial  re-entry  tachycardia. 
Identification  of  the  mechanism 
of  PSVT  is  important  because  the 
majority  of  patients  now  are 
curable  with  a new  technique: 
radiofrequency  catheter  abla- 
tion.1'5 We  present  a patient  in 
whom  AVNRT  was  easily 
eliminated  after  a prolonged 
course  of  ineffective  and  poorly 
tolerated  drug  therapy. 

CASE  REPORT 

A 70-year-old  male  with  a his- 
tory of  coronary  artery  disease, 
angina  pectoris,  and  normal  left 
ventricular  function  underwent 
coronary  bypass  surgery  in  1991. 


Three  months  postoperatively,  he 
began  to  experience  episodes  of 
rapid,  regular  palpitations  as- 
sociated with  mild  lightheaded- 
ness. These  episodes  would  last 
from  several  minutes  to  several 
hours  and  would  occur  several 
times  a week.  He  was  seen  in  a 
physician’s  office  during  one  of 
these  episodes  and  an  elec- 
trocardiogram (ECG)  revealed  a 
narrow  QRS  tachycardia  with  a 
rate  of  150  per  minute  and  no 
visible  P waves.  The  patient  was 
given  6 mg  of  adenosine  in- 
travenously and  the  tachycardia 
abruptly  terminated.  He  was 
treated  with  digoxin  and 
verapamil,  but  he  continued  to 
suffer  from  recurrent  palpitations. 
After  18  months  of  failed  empiric 
medical  treatment,  the  patient 
was  referred  for  invasive  elec- 
trophysiologic  testing.  This  study 
revealed  evidence  of  dual  AV 
nodal  pathways  and  inducible  sus- 
tained AVNRT  (Figure  1). 

The  patient  was  discharged  on 
oral  digoxin,  metoprolol,  and 
verapamil  but  he  developed  side 
effects  from  this  combination.  A 
regimen  of  procainamide  and 
low-dose  amiodarone  were 
prescribed,  but  the  patient  toler- 
ated this  poorly.  Finally, 
amiodarone  alone  was  used  in  a 


higher  dose,  but  the  tachycardia 
again  recurred.  The  patient  was 
considered  a candidate  for  selec- 
tive radiofrequency  catheter  abla- 
tion of  the  slow  AV  nodal 
pathway.  In  the  electrophysiology 
laboratory,  localization  of  the  slow 
pathway  was  achieved  with  map- 
ping techniques  (Figure  2).  Six 
radiofrequencv  lesions  were 
created  in  an  area  adjacent  to  the 
tricuspid  valve  annulus  near  the 
os  of  the  coronary  sinus,  in  an 
anatomical  area  known  as  Koch’s 
triangle  (Figure  3).  At  the  con- 
clusion of  the  procedure,  the 
tachycardia  no  longer  was  in- 
ducible despite  the  use  of  in- 
travenous atropine  and  isoproter- 
enol to  facilitate  tachycardia  in- 
duction. Anterograde  AV  node 
conduction  was  unaffected  by  the 
procedure.  The  patient  was  dis- 
charged without  antiarrhvthmic 
medications  and  has  been  free  of 
symptoms  for  18  months. 

DISCUSSION 

AVNRT  is  a common  ar- 
rhythmia that  easily  can  be  rec- 
ognized by  its  ECG  charac- 
teristics. In  typical  AVNRT,  atrial 
and  ventricular  activation  occurs 
simultaneously,  so  P waves  are 
buried  within  the  QRS  complex 
and  may  not  be  visible  on  the 
surface  ECG.  The  diagnosis  of 
AVNRT  can  be  confirmed  by 
electrophysiologic  (EP)  testing. 
Its  mechanism  was  previously 
thought  to  involve  the  presence  of 
two  distinct  pathways  within  the 
AV  node.3  These  pathways  were 
distinguished  by  fast  and  slow 
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Figure  1.  Initiation  of  sustained  AVNRT  in  the  eleotrophvsiology  laboratory. 
Surface  ECG  leads  I,  AVF,  and  VI  are  displayed  on  the  top  of  the  diagram 
followed  by  electrical  tracing  from  high  and  low  right  atrium.  His  bundle, 
tricuspid  annulus,  coronary  sinus,  and  right  ventricle  that  are  recorded  by 
quadrapolar  intracardiac  electrode  catheters  from  the  high  right  atrium,  Flis 
bundle,  tricuspid  annulus,  coronary  sinus,  and  right  ventricle  respectively.  The 
first  3 beats  represent  serial  programmed  right  atrial  electrical  stimulation  at 
cycle  length  of  700  msec  (Sl-Sl).  This  is  followed  by  a premature  atrial 
stimulation  (S2)  at  a coupling  interval  of  410  msec  (S1-S2).  A sustained  AVNRT 


Figure  2.  Recording  of  a presumed  slow  pathway  potential.  Simultaneous 
recording  of  cardiac  electrical  activity  from  the  surface  leads  (1,  AVF,  VI), 
proximal,  mid  and  distal  His  bundle,  right  atrium,  tricuspid  annulus,  coronary 
sinus,  and  right  ventricle  via  intra-cardiac  quadrapolar  electrode  catheters. 
Numbers  1 to  4 identify  recordings  from  the  four  electrodes  located  at  the 
tip  of  each  quadrapolar  intracardiac  catheter.  The  tracing  from  an  area  adjacent 
to  the  tricuspid  annulus  shows  an  abnormal  deflection  immediately  after  the 
P wave.  This  deflection  is  produced  by  an  extranodal  pathway  and  is  indicative 
of  the  slow  pathway  potential.  A = atrial  depolarization,  H = His  bundle 
depolarization,  V = ventricular  depolarization,  paper  speed  = 100  m/sec. 


is  initiated  following  the  atrial 
premature  beat  (S2)  at  a cycle  length 
of  510  msec  (the  last  3 beats).  The 
mechanism  of  the  tachycardia  is  as 
follows:  When  a premature  atrial  im- 
pulse (S2)  reaches  the  AV  node  fast 
pathway,  it  may  find  the  fast  pathway 
to  be  refractory,  therefore  no  conduc- 
tion can  occur  through  it.  However, 
the  impulse  may  travel  through  the 
nonrefractory  slow  pathway.  Upon 
reaching  the  AV  node,  through  the 
extra-nodal  slow  pathway,  it  now  may 
find  the  AV  node  fast  pathway  no 
longer  refractory,  and  therefore,  the 
impulse  can  travel  retrogradely  back 
to  the  atrial  tissue  through  the  fast 
pathway  as  it  conducts  anterogradely 
to  the  His  bundle  and  ventricles. 
This  results  in  simultaneous  QRS 
wave  and  P wave  activation  that  is 
characteristic  of  typical  AVNRT.  This 
cycle  can  be  repeated  when  the  atrial 
echo  beat,  a retrograde  atrial  stimula- 
tion, finds  AV  node  fast  pathway 
refractory  and  the  extra  nodal  slow 
tissue  excitable.  As  this  cycle  occurs 
repeatedly,  a sustained  tachycardia 
results.  A = atrial  depolarization, 
11  = His  bundle  depolarization,  V = 
ventricular  depolarization,  paper 
speed  = 50  m/sec. 

conduction  properties,  and  the 
tachycardia  was  felt  to  be  due  to 
micro-re-entrv  within  the  AV 
node  itself.  Early  in  the  AV  node 
ablation  experience,  surgical  dis- 
ruption of  the  node  by  dissection 
or  freezing  temperature  (cryosur- 
gery) and  later  by  direct  current 
(DC)  energy  catheter  ablation  re- 
sulted in  cure  of  the  tachycar- 
dia.’ ’ However,  these  approaches 
usually  resulted  in  complete  AV 
block,  necessitating  a permanent 
pacemaker.  Detailed  cryosurgical 
mapping  and,  more  recently, 
catheter  mapping  and  radiofre- 
quency ablation  have  shown  that 
at  least  part  of  the  slow  pathway 
is  located  outside  the  AV  node.6  ' 
The  distal  end  of  this  pathway 
enters  the  posterior  aspect  of  the 
compact  AV  node.  Its  proximal 
end  is  distant  from  the  AV  node 
and  lies  along  the  posterior  edge 
of  the  tricuspid  annulus,  near  the 
os  of  the  coronary  sinus.'6 
Similarly,  part  of  the  fast  pathway 
also  may  be  separated  from  the 
AV  node,  anterior  to  it,  though 
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Figure  3.  The  anatomy  of  the  lower  atrium.  Koch’s  triangle  is  formed  by 
drawing  two  imaginary  lines  along  the  Todaro’s  tendon  and  tricuspid  valve 
annulus  and  a line  perpendicular  to  the  annulus  of  tricuspid  valve  that  connects 
the  annulus  to  the  coronary  sinus.  The  anterior  apex  of  this  triangle  points 
to  the  central  fibrous  body,  where  the  AV  node  becomes  the  bundle  of  His. 
Even  though  the  exact  anatomy  and  nature  of  the  slow  pathway  still  is 
unknown,  application  of  radiofrequency  energy  via  a catheter  at  this  region 
can  eliminate  the  slow  pathway  without  affecting  the  more  anterior  fast 
conduction. 


Sinus 

Node 


Figure  4.  The  currently  accepted  mechanism  of  the  extra-nodal  slow  pathway 
for  AVNRT.  The  exact  anatomic  location  and  nature  of  this  pathway  is  unknown 
but  it  is  located  outside  of  the  AV  node.  A re-entry  circuit  is  formed  by  the 
fast  pathway  that  may  be  the  node  itself  or  anterior  to  it,  and  an  area  of 
modified  atrial  myocardial  tissue,  slow  pathway,  which  is  located  in  the  lower 
right  atrium.  These  two  pathways  are  separated;  the  proximal  end  of  these 
pathways  are  separated  by  normal  atrial  myocardium,  the  distal  ends  of  these 
pathways  join  in  the  distal  AV  node  and/or  in  the  proximal  bundle  of  His. 


the  AV  node  itself  may  function 
as  the  fast  pathway.  The  exact 
anatomical  location  and  nature  of 
these  pathways  may  vary. 

During  typical  AVNRT,  the 
electrical  impulse  is  conducted 
through  the  anterograde  slow 
pathway  where  it  is  delayed  until 
it  enters  the  distal  AV  node.  It 
then  is  conducted  retrogradely 
through  the  fast  pathway  back  to 
the  atrium  at  the  same  time  it 
continues  conducting  to  the  ven- 
tricle. This  results  in  a QRS  com- 
plex simultaneous  with  the  subse- 
quent retrograde  atrial  P wave 
(Figure  4).  This  variety  of  AVNRT 
is  referred  to  as  slow-fast  AVNRT. 
In  atypical  or  fast-slow  AVNRT, 
the  direction  of  the  circulating 
wave  of  depolarization  is  re- 
versed. Either  tachycardia  usually 
is  initiated  by  a premature  atrial 
or  premature  ventricular  beat. 
This  premature  impulse  en- 
counters unidirectional  block  in 
one  of  the  pathways  such  that  a 
circus  movement  is  initiated. 

RADIOFREQUENCY  ENERGY 

Until  recently,  medical  treat- 
ment has  played  a major  role  in 
the  treatment  of  AVNRT.9'11  The 
goal  of  medical  therapy  for 
AVNRT  is  to  suppress  AV  node 
conduction.  In  many  cases 
pharmacologic  therapy  fails  or  is 
intolerable  because  of  side  effects. 
Surgical  intervention  is  effective 
but  usually  it  is  associated  with 
permanent  AV  block  and  has  be- 
come unnecessary  since  radiofre- 
quency ablation  has  proved  to  be 
safe,  effective,  and  less  costly. 
Radiofrequeney  energy  heats  and 
desiccates  tissue  without  destroy- 
ing its  cellular  architecture,  leav- 
ing a homogenous,  3 to  4 mm  scar 
in  the  endocardium.12  The  con- 
trolled energy  delivery  provided 
by  radiofrequeney  generators 
avoids  many  complications 
previously  seen  with  DC  energy 
catheter  ablation.  The  extra-nodal 
slow  pathway  can  be  selectively 
destroyed  by  delivering  radiofre- 
quency (RF)  energy  through  a 
transvenous  electrode  in  the  EP 
laboratory,  effectively  eliminating 


the  substrate  for  tachycardia  with- 
out adversely  affecting  normal  AV 
conduction.  Thus,  selective  RF 
catheter  ablation  has  enhanced 


our  understanding  of  the 
mechanism  of  AVNRT  and  has 
changed  our  approach  to  treating 
AVNRT. 
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The  technique  of  selective  slow 
pathway  ablation  still  is  evolving. 
Followup  is  limited  and  there 
have  been  reported  rare  com- 
plications including  thrombosis 
and  AV  block.  Therefore,  RF 
ablation  should  not  be  used  as 
initial  therapy  for  AVNRT.  It 
should  be  reserved  for  patients 
whose  tachycardia  is  refractor)'  to 
conventional  medical  therapy  or 
for  those  patients  who  are  unable 
or  do  not  wish  to  take  medica- 
tions.3'13'14 

CONCLUSION 

The  application  of  radiofre- 
quency  energy  in  catheter  abla- 
tion therapy  has  significantly 
changed  our  approach  to  the 
treatment  of  patients  with 
AVNRT  due  to  dual  AV  nodal 
pathways.  Selective  ablation  of 
the  extra-nodal  slow  pathway  with 
radiofrequency  energy  catheter 
ablation  offers  cure  from 
tachycardia  without  the  need  for 
drugs  or  surgery.  H 
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BE  PREPARED... 


• Easy  to  use  Electronic  Medical  Administration  System 
For:  solo,  group  and  multi-specialty  practices 

• Direct  Electronic  Claims  Submission  to  ail  participating 
Insurance  Companies  and  HMOs 

• Faster  payment  reimbursement 

• Fee  for  service,  fee  per  visit,  fee  per  patient 

FOR  A FREE  DEMO  IN  YOUR  OFFICE  CALL:  1-800-364-8909 

TechPfus  Systems,  Inc.  99  University  Place,  10th  FI.,  New  York,  N.Y.  10003 
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DOCTORS’  NOTEBOOK 


TRUSTEES  MINUTES 


A regular  meeting  of  the 
Medical  Society  of  New  Jersey 
(MSNJ)  Board  of  Trustees  was 
held  on  December  19,  1993.  De- 
tailed minutes  are  on  tile  with  the 
secretary  of  your  county  society; 
a summary  of  significant  actions 
follows: 

Executive  director’s  report. 

1.  Regulatory  comments. 

Noted  the  following:  MSNJ  and 
the  New  Jersey  State  Society  of 
Anesthesiologists  oppose  a peti- 
tion that  would  make  anesthesia 
morbidity  and  mortality  records 
available  to  public  scrutiny  and  if 
the  New  Jersey  State  Department 
of  Health  (NJDOH)  grants  the 
petition,  MSNJ  will  seek  correc- 
tive action  via  legislation;  MSNJ 
sent  comments  to  the  State  Board 
of  Medical  Examiners  (SBME) 
concerning  a new  subehapter, 
"Limited  Licenses:  Physician  As- 
sistants”; and,  comments  are 
being  developed  concerning  the 
proposed  regulations  dealing  with 
professional  fees  and  investments 
for  submittal  to  SBME. 

2.  Essential  Health  Services 
Commission  — uninsured  pa- 
tients. Noted  that  a computerized 
analysis  of  responses,  by  county 
and  specialty,  are  positive  con- 
cerning the  development  by  the 
Essential  Health  Services  Com- 
mission of  a subsidized  insurance 
program  to  cover  New  Jersey’s 
previously  uninsured  patients. 

3.  Medicare  — organ  panel 
laboratory  recoupment  status. 
Noted  that  a settlement  is  being 
negotiated  for  the  five  state 
medical  societies  affected  by  the 
overpayment  to  physicians  for 
certain  organ  panel  tests  ordered 
and  provided  by  physicians  under 
Medicare  between  January  1991 
and  September  1992. 

4.  Transition  meetings  with 
governor-elect.  Noted  that  meet- 


ings have  taken  place  between 
MSNJ  and  Governor-Elect  Whit- 
man’s transition  team. 

5.  New  Jersey  Center  for  the 
Study  of  Bioethics.  Voted  unani- 
mously to  endorse  the  establish- 
ment of  a Center  for  the  Study  of 
Bioethics  at  Montclair  State  Col- 
lege. 

6.  Health  Information  Net- 
work and  Technology  Project. 

Noted  that  Mark  T.  Olesnickv, 
MD,  is  a member  of  the  Advisory 
Council  of  the  New  Jersey  In- 
stitute of  Technology  and  is  work- 
ing with  a project  dealing  with 
the  electronic  processing  of 
claims  and  the  electronic  compil- 
ing of  medical  records. 

Specialty  reports.  Received  re- 
ports from  UMDNJ;  New  Jersey 
Hospital  Association;  MSNJ  Aux- 
iliary; and  the  Academy  of 
Medicine  of  New  Jersey. 

Council  on  Legislation 

1.  Attendance  at  meetings. 

Approved  the  following: 

(a)  That  only  those  individuals  who 
are  directly  associated  with  MSNJ, 
i.e.  representatives  from  MSNJ’s 
councils  and  committees,  New  Jersey 
specialty  societies,  MSNJ  Auxiliary 


members,  New  Jersey  Society  of 
Medical  Assistants,  and  the  New 
Jersey  Medical  Group  Management 
Association  be  invited  to  attend  meet- 
ings of  the  Council  on  Legislation. 

(b)  That  the  members  of  the  Council 
on  Legislation  receive  at  the  start  of 
the  meetings  a list  of  individuals  and 
groups  that  are  to  be  in  attendance. 

(c)  That  discussion  of  material  that  is 
of  a sensitive  and/or  confidential 
nature  be  discussed  by  the  Council 
on  Legislation  in  executive  session. 

2.  Civil  commitment  of  men- 
tally ill  and  dangerous  persons. 

Approved  the  following: 

That  the  Board  of  Trustees  take  a 
position  of  Active  Opposition  on 
A-109,  110,  and  2338,  because  the 
bills  change  the  definition  of  mental 
illness  and  advocate  the  use  of  civil 
commitment  for  criminal  purposes. 

3.  HMO  regulation  reform. 

Approved  the  following,  with  the 
request  that  a brief  white  paper 
be  prepared  for  the  House  of 
Delegates  explaining  why  the  ac- 
tion was  taken: 

That  no  action  be  taken  by  MSNJ  to 
propose  and  work  to  enact  legislation 
that  would  bring  HMOs  and  similar 
providers  of  health  care  under  the 
regulatory  jurisdiction  of  the  New 
Jersey  State  Department  of  In- 


ARE  YOU  MOVING? 

Please  send  a change  of  address  to  NEW  JERSEY  MEDICINE, 
Medical  Society  of  New  Jersey,  Two  Princess  Road,  Lawrenceville, 
NJ  08648,  at  least  six  weeks  before  you  move. 

Name 

New  Address 

City State Zip 
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surance  since  the  Essential  Health 
Services  Commission  and  the  new 
administration  will  be  resolving  the 
situation. 

4.  Current  state  legislation. 

Approved  all  the  positions  recom- 
mended by  the  Council  on 
Legislation  on  the  senate/as- 
sembly active  list. 

5.  New  Jersey  Health  Services 
Research  Institute.  Was  in- 
formed that  S-2191  and  A-2911 
that  would  establish  the  New 
Jersey  Health  Services  Research 
Institute  and  attempt  to  achieve 
recognition  for  the  institutional 
network  in  New  Jersey  passed  in 
the  Legislature. 

6.  Laser  surgery.  Approved 
the  following: 

That  MSNJ  develop  a bill  for  in- 
troduction in  the  New  Jersey 
Legislature  that  would  define  laser 
treatments  used  to  alter  human  tissue 
as  a surgical  procedure  to  be  per- 
formed only  by  a licensed  doctor  of 
medicine  or  osteopathy. 

Committee  on  Medical  Educa- 
tion. Voted  to  adopt  the  following 
principles: 

1.  Maintain  the  quality  and  ac- 
cessibility of  health  care  services 
in  New  Jersey  by  ensuring  that 
the  future  supply  of  MD/DO 
physicians  is  adequate. 

2.  Maintain  and  enhance  the 
quality  of  graduate  MD/DO 
physician  education  programs. 

3.  Safeguard  New  Jersey’s 
competitiveness  for  students  by 
ensuring  the  stability  of  graduate 
medical  education  programs  and 
funding. 

4.  Position  New  Jersey  for 
maximum  adaptation  to  antici- 
pated federal  policy  on  graduate 
medical  education. 

5.  Encourage  entry  into 
primary  care  by  MD/DO  physi- 
cians. 

6.  Support  public  funding  for 
graduate  medical  education  as  op- 
posed to  the  concept  of  a provider 
tax  as  a financing  mechanism. 

Committee  on  Medical  Educa- 
tion. Heard  from  David  E.  Swee, 
MD,  chairman  of  the  Committee 
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on  Medical  Education,  that  one  of 
the  major  activities  of  the  Com- 
mittee is  the  accreditation  process 
in  New  Jersey;  the  Committee 
has  the  authority  to  authorize  a 
hospital  to  provide  CME  ac- 
tivities and  to  provide  the 
necessary  credits.  Also,  the  Com- 
mittee monitors  these  hospitals  to 
determine  whether  they  are 
maintaining  the  necessary  stan- 
dards. And,  Dr.  Swee  noted  that 
in  addition  to  hospitals,  other  or- 
ganizations, including  county 


UMDNJ  NOTES 


First  case  of  child-to-child 
transmission  of  HIV.  Re- 
searchers at  UMDNJ- Robert 
Wood  Johnson  Medical  School 
have  reported  the  first 
documented  transmission  of  HIV 
from  one  child  to  another  child. 
The  UMDNJ  researchers  re- 
ported that  two  children,  between 
the  ages  of  two  and  five  years 
when  the  transmission  occurred, 
were  not  related  but  living  in  the 
same  household.  The  elder  child 
was  infected  at  birth.  The  youn- 
ger child,  whose  mother  was 
HIV-infected,  had  tested 
negative. 

Researchers  could  not  de- 
termine conclusively  how  the 
transmission  occurred  but  did  say 
the  virus  probably  was  trans- 


medical societies,  can  be  ac- 
credited through  the  Committee. 

AMA  Delegation.  Received  a 
report  on  those  resolutions  in- 
troduced by  the  New  Jersey 
Delegation:  #111 — Collective 

bargaining— existing  AMA  policy 
reaffirmed;  #116 — Remove  non- 
MD/DO  charges  from  Medicare 
Part  B — substitute  adopted; 
#117 — Health  care  bill  of 
rights  — substitute  adopted; 
#118 — Employers  must  offer  tra- 


mitted by  undocumented  ex- 
posure to  blood.  The  older  child 
had  frequent  nosebleeds  and  the 
younger  child  had  frequent  skin 
rashes.  Both  children  also  oc- 
casionally shared  the  same  tooth- 
brush and  the  older  child  had 
gingivitis.  Team  members  in- 
cluded Dr.  Lawrence  Frenkel, 
professor  of  clinical  pediatrics; 
Dr.  Donald  Dubin,  professor  of 
molecular  genetics  and  micro- 
biology; Dr.  Joseph  Fitzgibbon, 
assistant  professor  of  medicine; 
and  Dr.  Sununda  Gaur,  clinical 
assistant  professor  of  pediatrics. 

Managed-care  network. 
UMDNJ's  Board  of  Trustees  ap- 
proved the  first  step  in  the  crea- 
tion of  a major  statewide 
managed-care  network  that  will 


ditional  health  insurance  in  ad- 
dition to  HMO— existing  AMA 
policy  reaffirmed;  #119 — Tort  re- 
form and  antitrust  relief — 
substitute  adopted;  #604 — AM 
NEWS  carr>'  Washington  office 
reports — adopted;  #809— HCFA 
claim  forms  free — amended  ver- 
sion adopted;  #810  — CPT 
modifer  for  nonphysicians — AMA 
policy  reaffirmed;  and  #811  — 
Nonmedical  factors  that  con- 
tribute to  cost  of  care — AMA 
policy  reaffirmed.  □ 


feature  team-oriented  primary 
care  and  comprehensive  mental 
and  dental  health  services. 
UMDNJ  s Board  voted  to  form 
the  University  Healthcare  Cor- 
poration (UHC),  a not-for-profit 
entity  to  serve  as  the  networks 
basic  corporate  structure.  The 
network  will  develop  affiliations 
with  health  care  facilities 
throughout  the  state  and  will  in- 
clude UMDNJ  faculty  physicians 
joined  by  local  community  physi- 
cians. 

The  network  will  be  dedicated 
to  the  principles  of  cost-effective 
medicine,  yet  it  will  include  the 
full  benefits  of  a major  health 
science  university.  It  will  provide 
the  best  of  both  worlds — team- 
centered  primary  health  care  to 
meet  the  needs  of  families  and 
individuals  and,  when  necessary, 
the  latest  in  diagnostic  technolo- 
gies and  specialized  therapies, 
provided  at  UMDNJ’s  statewide 
teaching  hospitals. 

In  addition,  the  developing 
network  will  foster  an  expansion 
of  physician  residency  programs 
in  primary  care  medicine.  New 
Jersey  ranks  sixth  among  states  in 
the  number  of  physicians  per 
capita,  but  46th  in  the  number  of 
family  physicians.  UMDNJ  will 
strive  to  increase  its  residency 
positions  in  the  generalist  areas 
significantly  by  1996,  which  will 
mean  a steadily  increasing 
number  of  primary  care  physi- 
cians to  serve  the  people  of  New 
Jersey.  □ 
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NEW  JERSEY  MEDICINE 


Hahnemann 

University 


Department  of  Medicine  Grand  Rounds 

Wednesdays  8:30  to  9:30  a.m. 

Classroom  C (Alumni  Hall),  2nd  Floor,  New  College  Building,  Hahnemann  University,  15th  & Vine  Streets  (15th  Street  Entrance),  Philadelphia 

For  more  information,  contact  the  Office  of  Continuing  Education  at  215-762-8263. 


FEBRUARY  1 994  MARCH 


FEBRUARY  2nd 
Cardiac  Pearls 

Proctor  W.  Harvey,  M.D. 

Professor  of  Medicine 

Georgetown  University  School  of  Medicine, 

Washington,  DC 

FEBRUARY  9th 

Clinical  Pathological  Conference 

Brian  H.  Fillipo,  M.D. 

Assistant  Professor  of  Medicine 
Director,  Medical  Residency  Program, 
Department  of  Medicine 
Hahnemann  University 

Anthony  Clay,  D O. 

Chief  Medical  Resident 
Department  of  Medicine 
Hahnemann  University 

Jeffrey  Hamilton,  M.D. 

Chief  Medical  Resident 
Department  of  Medicine 
Hahnemann  University 
Eliza  Mandel,  M.D. 

Chief  Medical  Resident 
Department  of  Medicine 
Hahnemann  University 

FEBRUARY  16th 

Pathogenesis,  Immunity  and  Treatment  of 
HIV  Infection 

Martin  S.  Hirsch,  M.D. 

Professor  of  Medicine 

Infectious  Disease  Unit,  Massachusetts 

General  Hospital,  Boston,  MA 

Bruce  Walker,  M.D. 

Associate  Professor  of  Medicine 
Harvard  Medical  School,  Infectious  Disease 
Unit,  Massachusetts  General  Hospital, 
Boston,  MA 

FEBRUARY  23rd 

The  Granulomatous  Vascuiltides 

Gary  S.  Hoffman,  M.D. 

Chairman,  Department  of  Rheumatic  and 
Immunologic  Diseases,  Cleveland  Clinic 
Foundation,  Cleveland,  OH 


MARCH  2nd 

Impact  of  Nationwide  T rials  on  Office 
Practice  of  Heart  Disease 

Robert  Frye,  M.D. 

Professor  of  Medicine 
Chair,  Department  of  Internal  Medicine, 
Cardiovascular  Consultant,  Mayo  Clinic, 
Rochester,  MN 

MARCH  9th 
Thyroid  Nodules 

Lewis  E.  Braverman,  M.D. 

Professor  of  Medicine  and  Physiology 
Director,  Division  of  Endocrinology  and 
Metabolism,  University  of  Massachusetts 
Medical  School,  Worcester,  MA 

MARCH  16th 

Peripheral  Vascular  Disease 

Nicholas  P.  Tsapaisaris,  M.D. 

Clinical  Instructor  of  Medicine 
Harvard  School  of  Medicine 
Head,  Section  of  Vascular  Medicine  and 
Hypertension,  Lahsy  Clinic  Hospital, 
Burlington,  MA 
David  Naide,  M.D. 

Associate  Professor  of  Medicine 
Department  of  Medicine,  Hahnemann 
University 

Steven  Christesen,  M.D. 

Assistant  Professor  of  Medicine 
Department  of  Medicine,  Hahnemann 
University 

MARCH  23rd 

Osteoarthritis:  Diagnosis,  Medical 
Management,  Arthroscopy  and  Surgical 
Indicators 

Vincent  Zarro,  M.D. , Ph.D. 

Associate  Professor  of  Medicine 
Director,  Division  of  Rheumatology  and 
Immunology,  Hahnemann  University 
Arnold  Berman,  M.D. 

Professor  and  Chair 

Department  of  Orthopaedic  Surgery  and 
Rehabilitation,  Hahnemann  University 
Albert  A.  Weiss,  M.D. 

Associate  Professor  of  Orthopaedic  Surgery 
and  Rehabilitation,  Hahnemann  University 


MARCH  30th 

Monotherapy  of  Hypertension 

Barry  H.  Materson,  M.D. 

Professor  of  Medicine 
University  of  Miami,  School  of  Medicine, 
Associate  Chief  of  Staff  for  Education, 
Miami  VA  Medical  Center,  Miami,  FL 


APRIL 


APRIL  6th 

Intensive  Treatment  of  Insulin  Dependent 
Diabetes  Mellitus 

Robert  J.  Tannenberg,  M.D. 

Clinical  Associate  Professor  of  Medicine 
Georgetown  University  School  of  Medicine 
Medical  Director,  Diabetic  Treatment 
Center,  Washington  Hospital  Center 
Washington,  DC 

Implications  for  the  Elderly  Diabetic 

Jesse  Roth,  M.D. 

Lublin  Professor  of  Medicine 
Director,  Division  of  Geriatric  Medicine  and 
Gerontology,  Johns  Hopkins  School  of 
Medicine,  Baltimore,  Maryland 

APRIL  13th 

Coronary  Artery  Disease 

Bernard  J.  Gersh,  M.D. 

Professor  of  Medicine 
Chief,  Division  of  Cardiology,  Georgetown 
University  School  of  Medicine 
Washington,  DC 

APRIL  20th 

Rheumatoid  Arthritis:  Common  vs.  Rare 
Manifestations 

Steven  Bemey,  M.D. 

Professor  of  Medicine 

Section  of  Rheumatology,  Temple  University 
School  of  Medicine,  Philadelphia,  PA 

APRIL  27th 

Glomerular  Diseases:  Present  Concepts  and 
Future  Directions 

William  Couser,  M.D. 

Professor  of  Medicine 

Head,  Division  of  Nephrology,  University  of 
Washington  School  of  Medicine,  Seattle,  WA 


Wednesday  Medical  Seminar  Series 
8:30  a.m.  to  3:30  p.m. 

FEBRUARY  16,  1994 

MARCH  2,  1994 

APRIL  6,  1994 

Treatment  of  HIV  and 

Office  Management  of 

Advances  in  the  Treatment  of 

Sexually  Transmitted  Diseases 

Heart  Disease  for  the  Generalist 

Diabetes  Mellitus 

Course  Director: 

Course  Director: 

Course  Director: 

John  Molavi,  M.D. 

Leonard  S.  Dreifus,  M.D. 

Jeffrey  Miller,  M.D. 

Guest  Lecturers: 

Guest  Lecturers: 

Guest  Lecturers: 

Martin  S.  Hirsch,  M.D. 

Robert  Frye,  M.D. 

Robert  Tannenberg,  M.D. 

Bruce  Walker,  M.D. 

Nanette  K.  Wenger,  M.D. 

Jessie  Roth,  \1D. 

Seminar  Director.  Allan  B.  Schwartz,  M.D.,  Professor  and  Vice  Chair  of  Medicine, 
Director,  Continuing  Medical  Education  for  the  Department  of  Medicine 

Full  Disclosure  Statement:  Ail  faculty  participating  in  continuing  medical  education 
programs  sponsored  by  Hahnemann  University  are  expected  to  disclose  to  the  audience 
any  real  or  apparent  conflict(s)  of  interest  related  to  the  content  of  their  presentation. 


Statement  of  Accreditation:  As  an  organization  accredited  by  the  Accreditation  Council 
for  Continuing  Medical  Education  (ACCME),  Hahnemann  University  designates  this 
continuing  medical  education  activity  as  Category  I of  the  Physician’s  Recognition 
Award  of  the  American  Medical  Association.  One  credit  hour  may  be  claimed  for  each 
hour  of  participation  by  the  individual  physician. 
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CONTINUING  EDUCATION 


INFECTIOUS  DISEASE 


March 

2 Integrating  TB  Management 

into  Care  of  the  HIV-Infected 
Patient 

12  Noon-1  P.M.  — St.  James 
Hospital,  Newark  (AMNJ) 

8 Identification  and 
Management  of  Asymptomatic 
HIV  Infection 

10-11  A. M.  — Forensic 
Psychiatric  Hospital,  West 
Trenton  (AMNJ) 

9 Identification  and 
Management  of  Asymptomatic 
HIV  Infection 

8-9  A.M.  — Somerset  Medical 
Center,  Somerville  (AMNJ) 


9 Identification  and 

Management  of  the  HIV- 
Indeterminant  Infant 

11:30  A.M.-12:30  P.M.— 
Hamilton  Hospital,  Trenton 
(AMNJ) 

15  Identification  and 
Management  of  Asymptomatic 
HIV  Infection 

1:30-2:30  P.M.  — Runnells 
Specialized  Hospital,  Berkeley 
Heights  (AMNJ) 

16  Infection  Control  in  the  HIV 
Era 

11  A.M.-12  Noon  — Kimball 
Medical  Center,  Lakewood 
(AMNJ) 


April 

13  Infection  Control  in  the  HIV 
Era 

11:30  A.M. -12:30  P.M  — 
Hamilton  Hospital,  Trenton 
(AMNJ) 

20  Integrating  TB  Management 
into  Care  of  the  HIV-Infected 
Patient 

10-11  A.M.  — St.  Mary’s 
Hospital,  Passaic  (AMNJ) 

21  Infection  Control  in  the  HIV 
Era 

10-11  A.M. — Hunterdon 
Developmental  Center,  Clinton 
(AMNJ) 


MEDICINE 


March 

2 Diagnosis  and  Surgical 

Management  of  Esophageal 
Reflux 

10-11  A.M. — St.  Mary’s 
Hospital,  Passaic  (AMNJ) 

2 Making  Decisions  in 

Transfusion  Medicine 
11:30  A.M. -12:30  P.M.— 
Rahway  Hospital,  Rahway 
(AMNJ) 

2 Endocrinology  Grand  Rounds 

9 11:30  A.M. -12:30  P.M.  — VA 

16  Medical  Center,  East  Orange 

23  (AMNJ) 

30 

2 Interhospital  Endocrine 

9 Rounds 

16  3:30-5  P.M. — University 

23  Hospital,  Newark 

30  (AMNJ) 

2 Visiting  Professor  Lecture 

11:30  A.M. -12:30  P.M.  — VA 
Medical  Center,  East  Orange 
(AMNJ) 

2 Endocrinology  Dinner 

Meeting 

6 P.M. — Holiday  Inn,  Newark 
Airport,  Newark  (AMNJ) 

4 CNS  Disorders  and  Brain 

Dysfunction 
8:30-9:30  A.M. — United 
Hospitals  Medical  Center, 
Newark  (AMNJ) 


4 Nutritional  Assessment 

9- 10  A.M. — St.  Francis  Medical 
Center,  Trenton  (AMNJ) 

9 Management  of  Abdominal 

Emergencies 
1-2  P.M.  — New  Lisbon 
Developmental  Center, 

New  Lisbon  (AMNJ) 

9 Urinary  Tract  Infection 

10- 11  A.M.  — St.  Mary’s 
Hospital,  Passaic  (AMNJ) 

11  Role  of  XRT  in  Early  Prostatic 
Carcinoma 

9 A.M. — Helene  Fuld  Medical 
Center,  Trenton  (Helene  Fuld 
Medical  Center) 

11-  Annual  New  Jersey 

13  Postgraduate  Anesthesia 

Seminar 

Trump  Plaza  Hotel  and  Casino, 
Atlantic  City  (NJ  State  Society 
of  Anesthesiologists) 

12-  Review  Course  in  Physical 
20  Medicine  and  Rehabilitation 

8 A.M. -5  P.M. — Kessler 
Institute  for  Rehabilitation, 

East  Orange  (Kessler  Institute) 

16  Estrogen  Replacement 

Therapy  and  Management  of 
Menopause 
10-11  A.M.  — St.  Mary’s 
Hospital,  Passaic  (AMNJ) 

16  Dermatology  Case 

Presentations 


6 P.M.  — RCHP,  Route  1, 

New  Brunswick  (UMDNJ) 

17  Prehospital  Care  in 
New  Jersey 

10-11  A.M.  — Hunterdon 
Developmental  Center,  Clinton 
(AMNJ) 

23  Scientific  Meeting 

6:30-9:30  P.M. — The  Manor, 
West  Orange  (Radiation 
Oncology  Section,  AMNJ) 

25  Evaluation  and  Preparation  of 
Medical  Patients  for  Surgery 
9 A. M.  — Helene  Fuld  Medical 
Center,  Trenton  (Helene  Fuld 
Medical  Center) 

April 

1 Polypharmacy/ 

Psychopharmacology 

9-10  A.M.  — St.  Francis  Medical 

Center,  Trenton  (AMNJ) 

6 Endocrinology  Grand  Rounds 
13  11:30  A.M.-12:30  P.M. — VA 

20  Medical  Center,  East  Orange 

27  (AMNJ) 

6 Interhospital  Endocrine 

13  Rounds 

20  3:30-5  P.M.  — University 

27  Hospital,  Newark 

(AMNJ) 

6 Visiting  Professor  Lecture 

11:30  A.M. -12:30  P.M.— VA 
Medical  Center,  East  Orange 
(AMNJ) 
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NEW  JERSEY  MEDICINE 


PHILADELPHIA  HEART  INSTITUTE 

Bedside  Diagnosis  and  Clinical 
Auscultation  of  the  Heart 

Program  Directors 

Michael  S.  Feldman,  M.D.,  F.A.C.C. 

Bernard L.  Segal,  M.D.,  F.A.C.C. 

April  30,  1994 
8 a.m.  - 12:45  p.m. 

and 

May  1,1994 
8 a.m.  - 12:30  p.m. 

Scheie  Auditorium 

State-of-the-Art 
Arrhythmia  Management 

Program  Director 

Francis  E.  Marchlinski,  M.D. 

May  2,  1994 
7:30  a.m.  - 5:30  p.m. 

Medical  Arts  Building 

■ CME  Credits 

■ Free  Parking 

■ For  information  and  registration  call  662-9022 

Presbyterian  Medical  Center 
39th  & Market  Streets 
Philadelphia,  Pennsylvania  19104 

The  Philadelphia  Heart  Institute  at  Presbyterian  Medical  Center  is  an  affiliate  of  the  University  of  Pennsylvania 

■ ■ ■ 
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6 Endocrinology  Dinner 

Meeting 

6 P.M.  — Holiday  Inn,  Newark 
Airport  (AMNJ) 

6 Breast  Implants 

10-11  A.M.  — St.  Mary’s 
Hospital, 

Passaic  (AMNJ) 

8 Acute  MI  and  Post  MI 

Management 

9  A. M.  — Helene  Fuld  Medical 
Center,  Trenton  (Helene  Fuld 
Medical  Center) 


12-  Annual  Orthopedic  Spring 
17  Meeting 

St.  Maarten  (NJ  Orthopaedic 
Society) 

13  New  Developments  in 

Emergency  Care  of  Heart 
Attacks 

10-11  A.M.  — St.  Mary’s 
Hospital,  Passaic  (AMNJ) 

20  Dermatology  Case 
Presentations 
6 P.M.-RCHP,  Route  1, 
New  Brunswick  (UMDNJ) 


26  Chronic  Pain  Management 
and  Issues  of  Iatrogenic 
Addiction 

12  Noon-1  P.M. — The  Hospital 
Center  at  Orange,  Orange 
(AMNJ) 

28  Scientific  Meeting 

6:30-9:30  P.M. — The  Manor, 
West  Orange  (Head  and  Neck 
Oncology  Section,  AMNJ) 


OBSTETRICS/GYNECOLOGY 


March 

3 Gynecologic  Care  for  Women 

with  Physical  or  Cognitive 
Disabilities 

12  Noon-1  P.M. — Community 
Medical  Center,  Toms  River 
(AMNJ) 

9 Monthly  Ultrasound  Review  of 

Fetal  Anomalies 

7:30-8:30  P.M.  — St.  Peter’s 
Medical  Center,  New 


RADIOLOGY 


March 

9 Monthly  Ultrasound  Review  of 
Fetal  Anomalies 

7:30-8:30  P.M.  — St.  Peter  s 
Medical  Center,  New 
Brunswick  (St.  Peter's  Medical 
Center) 

10  Scientific  Meeting 

4-5  P.M.  — New  Jersey  Medical 
School,  Newark  (UMDNJ) 

17  Scientific  Meeting 

7:30-10  P.M  — St.  Barnabas 
Medical  Center,  Livingston 
(Radiological  Society  ofNJ  and 
Diagnostic  Radiology  Section , 
AMNJ) 

19  Clinical  Mammography 

8 A.M. -3:45  P.M. —The 
Brunswick  Hilton  (AMNJ  and 
Radiological  Society  of 
Neic  Jersey) 

24  Visiting  Professor  Lecture 

1:30-5:30  P.M. — St.  Barnabas 
Medical  Center,  Livingston 
(Saint  Barnabas  Medical 
Center) 

April 

7 Grand  Rounds 

4-5  P.M.  — New  Jersey  Medical 
School,  Newark  (UMDNJ) 

13  Monthly  Ultrasound  Review  of 
Fetal  Anomalies 

7:30-8:30  P.M.  — St.  Peter’s 


Brunswick  (St.  Peter’s  Medical 
Center ) 

11  Gynecologic  Care  for  Women 
with  Physical  or  Cognitive 
Disabilities 

8:45-9:45  A.M.  — St.  Peter’s 
Medical  Center,  New 
Brunswick  (AMNJ) 

16  Estrogen  Replacement 

Therapy  and  Management  of 
Menopause 


Medical  Center,  New 
Brunswick  (St.  Peter’s  Medical 
Center) 

21  Grand  Rounds 

4-5  P.M.  — New  Jersey  Medical 
School,  Newark  (UMDNJ) 

21  Scientific  Meeting 

7:30-10  P.M.  — St.  Barnabas 
Medical  Center,  Livingston 


10-11  A.M. — St.  Mary’s 
Hospital,  Passaic  (AMNJ) 

April 

13  Monthly  Ultrasound  Review  of 
Fetal  Anomalies 

7:30-8:30  P.M.  — St.  Peter’s 
Medical  Center,  New 
Brunswick  (St.  Peter’s  Medical 
Center) 


(Radiological  Society  of  New 
Jersey  and  Diagnostic 
Radiology  Section,  AMNJ) 

28  Visiting  Professor  Lecture 
1:30-5:30  P.M.  — St.  Barnabas 
Medical  Center,  Livingston 
(Saint  Barnabas  Medical 
Center) 


ARE  YOU  MOVING? 

If  so,  please  send  a change  of  address  to  NEW  JERSEY  MEDICINE, 
Medical  Society  of  New  Jersey,  Two  Princess  Road,  Lawrenceville, 
NJ  08648,  at  least  six  weeks  before  you  move. 

Name 

Old  Address__ 

City State Zip  

New  Address. 

City State Zip 
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NEW  JERSEY  MEDICINE 


PHILADELPHIA  HEART  INSTITUTE 

at  Presbyterian  Medical  Center 

I Cardiology 
Update  V 

designed  for  the  physician  and  provides  an  intensive 
survey  of  the  current  status  of  clinical  cardiology  . . . 


Wednesday,  March  2,  1994 

Invasive  Procedures  in  Cardiology 

Moderator:  William  J.  Untereker,  M.D. 

3:00-3:30  Balloons,  stents,  lasers,  atherectomy:  For  whom  and  why:  short  and  long- 
term results— William  J.  Untereker,  M.D. 

3:30-4:00  The  coronary  artery  bypass  surgery:  Candidates  who  are  best  suitable  and 
least  suitable  for  this  procedure— IV.  Clark  Hargrove,  III,  M.D. 

4:00-5:00  Case  Presentation— Steven  A.  Roberts,  M.D. 

Panel  Discussion  — W.  Clark  Hargrove,  III,  M.D.,  Samuel  R.  Ruby,  M.D., 
Frederic  J.  Weber,  M.D. 


■ Case  Presentations  and  Panel  Discussions 

■ CME  Credits * 

■ Fio  Registration  Fee 

■ Call  for  Reservations  215-662-8627 

Scheie  Auditorium 

Presbyterian  Medical  Center 
39th  & Market  Streets 
Philadelphia,  Pennsylvania  19104 


The  Philadelphia  Heart  Institute  at  Presbyterian  Medical  Center  is  an  affiliate  of  the  University  of  Pennsylvania. 

*Presbyterian  Medical  Center  designates  this  continued  medical  education  activity  for  2 credit  hours  in  Category  I of 
the  Physicians'  Recognition  Award  of  the  American  Medical  Association  and  the  Pennsylvania  Medical  Society  Membership 
requirement,  nine  sessioris,  18  credits. 
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Physician 


It’s  the  professional  edge 
in  patient  satisfaction  and 
medicine  compliance. 


Yes!  Please  send  me  free  information  on  patient 
medicine  counseling.  (Please  Print) 


Name 


Address 


Mail  to: 

NCPIE 

666  Eleventh  Street,  NW 
Suite  8 1 0 

Washington,  DC  20001 


The  National  Council  on 
Patient  Information  and 
Education  (NCPIE)  has  free 
materials  to  help  you  talk 
about  prescriptions. 


Prescribing  the  right  medicine 
isn’t  enough.  It’s  important  to 
follow  through  and  explain 
how  and  when  to  take  it, 
precautions  and  side  effects. 


□ 
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Acupuncture  & Electro-Therapeutics 
in  Clinical  Practice 

New  York  State  Boards  of  Medicine  & Dentistry  25-hour 
accredited  seminar  & workshop  on  latest  theories  & 
techniques  of  manual  & electro-acupuncture,  TENS  & simple 
non-invasive  diagnostic  methods  (including  cardio-vascular, 
neuromuscular,  central  nervous  systems  & “Bi-Digital  0-Ring 
Test”),  applicable  towards  300-hour  requirement  for 
certification  to  practice  acupuncture,  will  be  given  periodically 
for  licensed  clinicians  (with  or  without  prior  training)  on  3- 
day  weekends  (Fri-Sun)  of  Feb.  25-27,  Apr.  15-17,  May 
27-29,  Sep.  16-18,  Nov.  17-19,  and  Dec.  9-11,  1994,  at 
Milford  Plaza  Hotel,  45th  St.  & 8th  Ave.,  New  York  City. 

The  10th  Annual  International  Symposium  on 
Acupunture  & Electro-Therapeutics  will  be  held  at 
Columbia  University,  School  of  International  Affairs,  420  W. 
118th  St.,  N.Y.  City,  during  October  20-23,  1994. 

These  meetings  are  co-sponsored  by  the  International 
College  of  Acupuncture  & Electro-Therapeutics  & its  official 
journal,  Acupuncture  & Electro-Therapeutics  Research,  The 
International  Journal  (published  by  Pergamon  Press  & 
indexed  in  15  ■ major  indexing  periodicals,  including  Index 
Medicus),  Heart  Disease  Research  Foundation;  NY  Pain 
Center;  Electrical  Engineering  Dept.,  Manhattan  College; 
Nordic  Medical  Acupuncture  Society  (Scandinavia);  Schmerz 
Therapeutische  Kolloquium  (West  Germany);  Japan  Bi-Digital 
O-Ring  Test  Assn.;  Accredited  toward  Acupuncture 
Certification  to  practice  acupuncture.  Eligible  for  AMA  CME 
Cat.  I credit  (about  40  credit-hours  for  the  Symposium). 
Among  many  distinguished  speakers  is  former  Chairman  of 
Nobel  Committee  Prof.  Norden  Stron. 

For  information  on  meetings  or  submission  or 
presentations  of  papers,  contact  Symposium  Chairman,  Prof. 
Y.  Omura,  M.D.,  Sc.D.,  800  Riverside  Drive  (8-1)  New  York, 
NY  10032  Tel:  (212)  781-6262  (10  am  to  10  pm  7 days  a week) 
or  (212)  928-0658,  Co-chairman,  Prof.  A.W.  Cook,  MD  (516) 
877-1821,  or  Claire  Ulrich  (212)  781-3082. 


The 

Medical  Billing  Company 

Professional  Billing  Agents  Since  1972 


908  - 679 


We  Offer 
Billing  Services 


2200 


BETTER 


And 

LESS  EXPENSIVE 


Than  ANY  Other 
Billing  Company! 


(Call  For  Details) 

t/  Specialists  In  Patient  Billing 

Electronic  Claim  Submission  lo  ALL  3rd 
Party  Payors 

t/  Pre-Collection  Services 
t/  Member  of  the  International  Association  of 

Billing  Services  (I.A.B.S.)  HAS  ITS 


Choosintq 
ThERiqhr 
BiiUmq  CotvipANy 


Rewar<Is  !! 

3346  U.S.  Highway  #9, 
Old  Bridge,  NJ 
08857-3039 
Tel:  (908)  679-2200 
Fax:  (908)  679-1352 


TRANSCRIPTION  PLUS 


Medical  Transcription  Service 

• Narratives  and  Reports 

• Office  Notes 

• Dial-in  dictation 

• Fully  Computerized 

• Modem  and  FAX  services 

• Prompt  delivery  of  work 

For  more  information  call 

(201)  616-0704 


Hahnemann 

University 


Department  of  Anesthesiology  and 
Office  of  Continuing  Education 

present 

2nd  Annual 

2-1/2  day 

ANESTHESIOLOGY 
MINI  REFRESHER  COURSE 

for 

Anesthesiologists,  Anesthesia  Residents, 
and  Nurse  Anesthetists 

• who  are  preparing  for  the  re-certification  examination 

in  anesthesiology  (CDQ) 

• who  have  finished  anesthesia  training  and  are  now 

preparing  for  the  ABA  examination 

• who  are  a practicing  anesthesiologist  or  certified  nurse 
anesthetist  wishing  to  refresh  your  knowledge  in  anesthesia 

• who  are  looking  for  a worthwhile  and  educational 
opportunity  to  earn  21  Category  I CME  or  AANA  credits 

March  4,  5,  6,  1994 

Stouffer  Valley  Forge  Hotel,  King  of  Prussia,  PA 

For  information  call:  215-762-8263 
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IN  MEMORIAM 


BENJAMIN  BAROLSKY 


At  the  grand  age  of  89,  Ben- 
jamin Barolsky,  MD,  passed  away 
on  September  1,  1993.  Dr. 

Barolsky,  born  on  June  18,  1904, 
in  Paterson,  attended  New  York 
University  School  of  Medicine, 
graduating  in  1930.  Dr.  Barolsky 
completed  an  internship  at 
Bellevue  Hospital,  New  York,  and 
Paterson  General  Hospital,  and  a 
residency  at  Valley  View 


Sanatorium,  Paterson.  He  was  a 
Paterson  physician  for  over  50 
years  and  was  on  staff  at  Paterson 
General  Hospital  and  Barnert 
Hospital,  Paterson.  Dr.  Barolsky 
was  a member  of  our  Passaic 
County  component  and  of  the 
American  Medical  Association. 
Dr.  Barolsky  was  a World  War  II 
United  States  Army  veteran. 


GERARD  F.  BENJAMIN 


Retired  chief  of  anesthesiology 
at  Bayonne  Hospital,  Gerard 
Francis  Benjamin,  MD,  passed 
away  on  October  1,  1993.  Dr. 
Benjamin  was  born  in  Haiti,  on 
July  23,  1928.  He  was  graduated 
from  the  University  of  Haiti 
Faculty  of  Medicine,  in  1953.  Dr. 
Benjamin  practiced  in  Port-au- 
Prince,  Haiti,  before  emigrating 
to  the  United  States.  Dr.  Ben- 


jamin completed  an  internship  at 
Harlem  Hospital,  New  York,  and 
a residency  at  Elmhurst  General 
Hospital,  New  York;  Jersey  City 
Medical  Center;  and  Bellevue 
Hospital,  New  York.  During  his 
medical  career,  Dr.  Benjamin  was 
a member  of  our  Hudson  County 
component  and  of  the  American 
Medical  Association.  Dr.  Ben- 
jamin retired  in  1988. 


VINCENT  DEL  DUCA 


We  regret  to  announce  the 
death  of  Vincent  Del  Duca,  MD, 
on  January  1,  1993,  at  the  grand 
age  of  94.  Dr.  Del  Duca  was  born 
on  February  21,  1898,  in 

Camden.  A 1920  graduate  of  the 
University  of  Pennsylvania  School 
of  Medicine,  Philadelphia,  Dr. 
Del  Duca  completed  an  in- 
ternship at  Cooper  Hospital, 
Camden.  He  received  a New 
Jersey  medical  license  in  1921. 
Dr.  Del  Duca  was  a pediatrician 
in  South  Jersey  for  many  years. 


During  his  lengthy  medical  ca- 
reer, Dr.  Del  Duca  was  chief  of 
pediatrics  at  Cooper  Hospital 
from  1928  to  1958;  a faculty 
member  at  Jefferson  Medical  Col- 
lege; a diplomate  of  the  American 
Board  of  Pediatrics;  and  a 
member  of  our  Camden  County 
component  and  of  the  American 
Medical  Association.  Dr.  Del 
Duca  served  in  the  United  States 
Army  Medical  Corps  during 
World  War  II. 


EDDIE  A.  FLORI 


Somers  Point  resident  Eddie 
Angelo  Flori,  MD,  passed  away 
on  October  20,  1993.  Dr.  Flori 
was  born  on  February  22,  1955, 
in  Hempstead,  New  York.  He 
graduated  from  Creighton  Uni- 
versity School  of  Medicine, 
Nebraska,  in  1981,  and  completed 
a residency  at  Booth  Memorial 
Medical  Center  and  Nassau 


Hospital,  both  in  New  York.  An 
internist,  Dr.  Flori  maintained  a 
practice  in  Linwood  and  was  af- 
filiated with  Shore  Memorial 
Hospital,  Somers  Point;  Linwood 
Convalescent  Center,  Linwood; 
and  Ocean  Point  Nursing  Home, 
Somers  Point.  Dr.  Flori  was 
president-elect  of  our  Atlantic 
County  component. 
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CLEMENT  M.  JONES 


NICHOLAS  KELEMEN 


EDWARD  N.  LUDIN 


MEYER  SMITH 


Past-president  of  our  Hudson 
County  component,  general 
surgeon  Clement  Mervin  Jones, 
MD,  died  on  August  14,  1993.  He 
was  born  on  March  25,  1908,  in 
Miami,  Florida.  Dr.  Jones  was 
awarded  a medical  degree  from 
Howard  University  College  of 
Medicine,  Washington,  DC,  in 
1934.  He  completed  an  internship 
at  City  Hospital  and  a residency 
at  People’s  Hospital,  both  in  St. 
Louis,  Missouri.  A practitioner  in 
Bayonne  for  over  25  years,  Dr. 
Jones  was  director  of  ambulatory 
and  emergency  room  services  at 
Christ  Hospital  from  1974  to 

A 1933  graduate  of  Leipzig 
University  Faculty  of  Medicine, 
Saxony,  Germany,  Nicholas  Kele- 
men,  MD,  died  on  October  20, 
1993.  He  was  born  on  June  24, 
1909,  in  Godollo,  Hungary.  Dr. 
Kelemen  completed  an  internship 
at  Irvington  General  Hospital.  He 
was  an  internist  affiliated  with 
West  Hudson  Hospital,  Kearny; 

Cherry  Hill  resident  Edward 
Neison  Ludin,  MD,  died  on 
August  26,  1993.  Dr.  Ludin  was 
born  on  December  21,  1929,  in 
Pittsburgh,  Pennsylvania.  He 
maintained  a private  practice  in 
plastic  and  reconstructive  surgery 
in  Cherry  Hill  for  many  years. 
During  his  medical  career,  he  was 
chief  of  plastic  and  reconstructive 
surgery  at  Cooper  Hospital/Uni- 
versity Medical  Center;  was  af- 
filiated with  the  West  Jersey 
Hospital  System;  and  was  vice- 
president  of  the  New  Jersey 
Society  of  Plastic  and  Reconstruc- 
tive Surgeons.  Dr.  Ludin  was  a 
member  of  our  Camden  County 

We  regret  to  inform  our 
readers  of  the  death  of  Meyer 
Smith,  MD,  of  Lakewood,  on 
September  11,  1993.  Dr.  Smith 
was  born  in  1914  in  Jersey  City, 
and  graduated  from  Eclectic 
Medical  College,  Cincinnati, 


1982;  president  of  the  medical 
staff  at  Christ  Hospital;  and  a 
member  of  the  teaching  staff  at 
the  College  of  Medicine  and  Den- 
tistry of  New  Jersey.  Dr.  Jones 
was  a member  of  the  Board  of 
Directors  for  the  Bayonne  Red 
Cross.  The  Dr.  Jones  Achieve- 
ment Award,  for  distinguished 
nursing  students  at  Christ 
Hospital  School  of  Nursing,  was 
established  in  his  honor.  Dr. 
Jones  was  a member  of  the  Na- 
tional Medical  Association  and 
the  American  Medical  Associa- 
tion. 


Newark  Beth  Israel  Medical 
Center;  and  Clara  Maass  Medical 
Center,  Belleville.  During  his 
medical  career,  Dr.  Kelemen  was 
a physician  for  East  Newark  and 
for  the  East  Newark  school 
system.  He  was  a member  of  our 
Essex  County  component  and  of 
the  American  Medical  Associa- 
tion. 


component  and  of  the  American 
Medical  Association;  a fellow  of 
the  American  College  of 
Surgeons;  and  a diplomate  of  the 
American  Board  of  Plastic 
Surgery.  After  earning  a medical 
degree  from  the  University  of 
Pittsburgh,  Pennsylvania,  in  1954, 
Dr.  Ludin  completed  an  in- 
ternship at  Montefiore  Hospital, 
Pittsburgh,  and  a residency  at 
Veterans  Hospital,  New  York,  and 
Cooper  Hospital,  Camden.  Dr. 
Ludin  served  as  a captain  in  the 
United  States  Air  Force  from 
1954  to  1958;  he  was  awarded  the 
Korean  Service  Award  Medal. 


Ohio,  in  1937.  Dr.  Smith  was  a 
family  practitioner  and  was  af- 
filiated with  Christ  Hospital, 
Jersey  City,  and  Jersey  City 
Medical  Center.  Dr.  Smith  was  a 
member  of  our  Hudson  County 
component  and  of  the  AMA. 
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By  Ernest 
Lampert,  M.D. 


Pediatrics 


across 

1.  Often  green 

6.  Force  in  with  light  strokes 

10.  Units  of  work 

14.  Not  here 

15.  Solo 

16.  Set  firmly  in  place 

17.  With  force 

18.  Behind  the  pupil 

19.  Precedes  cast 

20.  Down’s  is  one 

23.  Fr.  salt 

24.  Reminder 

25.  Queen  of  the  fairies 

28.  Eugene for  President! 

31.  Nth 

35.  Toward  the  mouth 
37.  Spanned  by  the  Ponto 
Vecchio 

39.  Heart-shaped  cherries 

40.  Age  1 exanthem 

43.  Improper 

44.  Adams,  the  singer 

45.  Very  dry 

46.  Milk  acid 

48.  European  volcano 

50.  Thing,  in  law 

51.  Kin,  abbr. 

53.  Post-mortem  conf. 

55.  Needs  a Ramstedt 

63.  Chinese  island 

64.  Below  the  occiput 

65.  Declaim 

66.  Idem 

67.  Persia 

68.  Avid 

69.  Peter  was  one 

70.  Per 

71.  Keenly  aware 

DOWN 

1.  Kind  of  party 

2.  Alas 

3.  What  Mrs.  Sprat  couldn’t  eat 

4.  The  Ram 

5.  Like  a crate 


6.  For  baby’s  bottom 

7.  Not  worth cent 

8.  A drop 

9.  Unpopular  kind  of  dividend 

10.  The  fetus  is  under  the  influ- 
ence of 

11.  Discovered  the  vector  of 
yellow  fever 

12.  Storm 

13.  After  lob 

21.  Pertaining  to  the  small 
bowel 

22.  The  end 

25.  Ethical 

26.  Redolence 

27.  Ph>  7.0 

29.  Hillside 

30.  Sarcastic 

32.  Assessor 

33.  Toughen 


34.  Salinger’s  heroine,  et  al 
36.  Warship 

38.  With  a blue  ribbon 

41.  Willow 

42.  Swordplay 

47.  Where  the  babies  cry 
49.  Cause  of  crib  death? 

52.  Frighten 

54.  Roe  of  13  down 

55.  Age 

56.  Sumac  et  al 

57.  Linda  Medical  School 

58.  Team  of  oxen 

59.  Shelter 

60.  An  herb,  popular  in  Nov. 

61.  Roman  road 

62.  Spanish  artist 


Solution  on  page  110 
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HOUSING  APPLICATION 

228th  ANNUAL  MEETING 
THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

APRIL  30-MAY  4,  1994 

TRUMP  TAJ  MAHAL  CASINO/RESORT 

1000  BOARDWALK  AT  VIRGINIA  AVENUE,  ATLANTIC  CITY,  NJ  08401 
RESERVATION  DEPARTMENT  1/800/825-8786 


(Please  Print) 

Name 

Address 

City State Zip 

Home  Phone Business  Phone 

Sharing  With  

Date  of  Arrival Time 

Date  of  Departure Time 

A one-night  deposit  (equivalent  to  room  rate)  is  required  with  all  reservation  requests.  Please  send  check 
or  money  order  payable  to  the  TRUMP  TAJ  MAHAL  CASINO/RESORT  or  complete  the  following: 


Card  # Type  Exp.  Date 

SCHEDULE  OF  RATES  SUBJECT  TO  12%  TAX 

□ SINGLE  $105.00  □ DOUBLE  $105.00  □ Extra  Person  $25.00 

(Reservations  must  be  received  prior  to  April  2,  1994) 

□ One  Bedroom  Suite  $275.00  per  day 

□ One  Bedroom  Hospitality  Suite  $300.00  per  day 

Check-out  time  is  12  noon  Rooms  may  not  be  available  for  check-in  until  after  4 p m Check-in  time  on 
Sunday  is  6 p m.  FORTY-EIGHT  (48)  HOURS  NOTICE  OF  CANCELLATION  is  required  for  a full  refund. 
PARKING:  There  is  a state-imposed  $2.00  minimum  charge  per  24-hour  period  of  each  motor  vehicle  parking 
on  the  premises. 

□ Check  if  Official  Delegate County  — 

PLEASE  NOTE:  Current  state  sales  tax  is  3%  and  occupancy  tax  is  9%,  and  room  usage  fee  is  $2.00 
per  room,  per  night.  These  taxes  are  subject  to  change,  without  notice. 

The  proceeds  from  the  fees  collected  shall  be  paid  into  a special  fund  that  will  be  established  and 
held  by  the  Atlantic  City  Convention  Center  Authority.  Amounts  in  the  special  fund  shall  be  expended 
by  the  Convention  Center  Authority  solely  for  the  purposes  of  promoting  tourism,  conventions,  resorts, 
and  casino  gaming. 

************************************************************************************************** 


MAIL  THIS  APPLICATION  TO: 
Reservations 

Trump  Taj  Mahal  Casino/Resort 
1000  Boardwalk  at  Virginia  Avenue 
Atlantic  City,  New  Jersey  08401 
Tel:  1/800/825-8786 
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EDITORIAL  CRITERIA 


CONTENT 


New  Jersey  Medicine  is  the 
official  organ  of  the  Medical 
Society  of  New  Jersey.  The  goals 
are  educational  and  informational. 
All  material  published  is 
copyrighted  by  the  Medical 
Society  of  New  Jersey. 

The  educational  contents  of 
each  issue  appear  as  scientific 
articles,  based  on  research,  or- 
iginal concepts  relative  to 
epidemiology  of  disease,  and 
treatment  methodology;  case  re- 
ports; review  articles;  clinical 
notes;  state  of  the  art  reports;  and 


special  articles,  that  include 
evaluations,  policy  and  position 
papers,  and  reviews  of  nonseien- 
tific  subjects.  Other  topics  in- 
clude professional  liability  com- 
mentary; critical  narration; 
medical  history;  pediatric  briefs; 
nutrition  update;  and  opinions. 
Editorials  are  prepared  by  the 
editor  and  by  guest  contrilmtors 
on  timely  and  relevant  subjects. 
The  Doctors’  Notebook  section 
contains  organizational  and  ad- 
ministrative items  from  the 
Medical  Society  of  New  Jersey 


and  from  the  community.  Letters 
to  the  editor  and  book  reviews  are 
welcome  and  will  be  published  as 
space  permits. 

The  principal  aim  in  the 
preparation  of  a contribution 
should  be  relevance  to  diagnosis 
and  treatment  and  to  the  educa- 
tion of  patients  and  professionals. 
Preference  will  be  given  to 
authors  from  New  Jersey  and  to 
out-of-state  lecturers  submitting  a 
suitable  manuscript  based  on  a 
presentation  made  to  an  audience 
in  New  Jersey. 


COPYRIGHT 


In  compliance  with  the 
Copyright  Revision  Act  of  1976 
(effective  January  1,  1978),  a 

transmittal  letter  or  a separate 
statement  accompanying  material 
offered  to  NEW  JERSEY  MEDICINE 
must  contain  the  following 


language  and  must  be  signed  by 
all  authors. 

“In  consideration  of  NEW 
JERSEY  MEDICINE  taking  action  in 
reviewing  and  editing  my  sub- 
mission, the  author(s)  under- 
signed hereby  transfers,  assigns, 


or  otherwise  conveys  all  copyright 
ownership  to  the  Medical  Society 
of  New  Jersey,  in  the  event  that 
such  work  is  published  in  New 
Jersey  Medicine.  ’’ 


SPECIFICATIONS 


Submit  two  manuscripts  that 
must  be  typewritten  and  double 
spaced  on  8V2"  by  11"  paper. 
Statistical  methods  used  in 
articles  should  be  identified. 

The  title  page  should  include 
the  full  name,  degrees,  and  affilia- 
tions of  all  authors,  and  the  name 
and  address  of  the  author  to 
whom  reprint  requests  and  cor- 
respondence should  be  sent. 

The  author  should  submit  a 30- 
word  abstract  to  be  used  at  the 
beginning  of  the  article. 

Tables  must  be  typewritten  and 
double  spaced  on  separate  8V2"  by 
11"  sheets,  with  a title  and 
number.  Symbols  for  units  should 
be  confined  to  column  headings, 


and  abbreviations  should  be  kept 
to  a minimum. 

Illustrations  should  be  profes- 
sional quality,  black-and-white 
glossy  prints.  The  name  of  the 
author,  figure  number,  and  the  top 
of  the  figure  should  be  noted  on  a 
label  attached  to  the  back  of  each 
illustration.  When  photographs  of 
patients  are  used,  the  subjects 
should  not  be  identifiable  or 
publication  permission,  signed  by 
the  subject  or  responsible  person, 
must  be  included  with  the  photo- 
graph. Material  taken  from  other 
publications  must  give  credit  to 
the  source. 

Generic  names  should  be  used 
with  proprietary  names  indicated 


parenthetically  or  as  a footnote 
with  the  first  use  of  the  generic 
name.  Proprietary  names  of  de- 
vices should  be  indicated  by  the 
registration  symbol  — * . 

The  summary  of  the  article 
should  not  exceed  250  words;  it 
should  contain  essential  facts. 

References  shoidd  not  exceed 
35  citations  except  in  review 
articles,  and  should  be  cited  con- 
secutively by  numbers  in 
parentheses  at  the  end  of  the 
sentence.  The  style  of  NEW 
Jersey  Medicine  is  that  of  Index 
Medicns: 

1.  Goldwyn  RM:  Subcutaneous 
mastectomy.  N J MED 
74:1050-1052,  1977. 


PUBLICATION  POLICY 


Receipt  of  each  manuscript  will 
be  acknowledged;  the  paper  will 
be  referred  to  the  Editorial 
Board.  Final  decision  is  reserved 


for  the  editor.  No  direct  contact 
between  the  reviewers  and  the 
authors  will  be  permitted. 

All  communications  should  be 


sent  to  NEW  JERSEY  MEDICINE, 
MSNJ,  2 Princess  Road, 
Lawrenceville,  NJ  08648.  D 


122 


NEW  JERSEY  MEDICINE 


MSNJ  NEWSLETTER 


NEW  MEDICARE  SYSTEM  FOR  DMEs 


As  regional  carrier  for 
Medicare  Part  B reimbursement 
for  durable  medical  equipment 
(DME),  The  Travelers  in  Wilkes- 
Barre,  Pennsylvania,  has  an- 
nounced a new,  presumably  less 
onerous  processing  system.  The 
regional  system  supplants 
processing  by  local  carriers. 
Under  the  new  system, 
certificates  of  medical  necessity 
(CMNs)  are  required  for  many 
items  of  DME,  prosthetics,  or- 
thotics,  and  supplies.  A partial 
listing  follows: 

CMN 

Number  Item 

01.01  Hospital  beds; 
support  surfaces 

02.01  Manual  or  motorized 
wheelchair  base  and 
accessories 

03.01  CPAP  or  suction 
pumps 

04.01  Ankle/foot  orthotics; 
lymphedema  pumps 

05.01  Surgical  dressings  or 
urologic  supplies 

06.01  Transcutaneous 
electrical  nerve 
stimulator 

07.01  Seat  lift  mechanisms 
or  power  vehicles 


MSNJA  50/50  RAFFLE 


The  Medical  Society  of  New 
Jersey  Auxiliary  (MSNJA)  is 
sponsoring  a 50/50  raffle  to  ben- 
efit the  American  Medical  As- 
sociation-Education and  Research 
Foundation  (AMA-ERF).  With 
donations,  AMA-ERF  can  con- 
tinue to  provide  funds  to  medical 
schools  and  medical  students.  The 
cost  for  each  ticket  is  $25.  There 
will  be  a first-  and  second-place 
winner.  The  winners  will  be  an- 
nounced at  the  MSNJA  Annual 


08.01 

Immunosuppressive 

drugs 

09.01 

Infusion  pumps  or 
home  glucose 

monitors 

10.01 

Parenteral  or  enteral 
nutrition 

HCFA 
form  484 

Home  oxygen  therapy 

Physicians  must  retain  their  or- 
ders even  in  the  case  of  items  for 
which  CMNs  are  not  required. 
Retention  of  physicians  orders  is 
intended  to  assure  physician  con- 
trol. 

The  Travelers  asserts  that 
CMN  forms  have  been  re- 
designed to  reduce  narrative  re- 
quirements. Most  questions  can 
be  checked  “ves,”  “no,”  or  “does 
not  apply.”  The  forms  must  be 
completed  for  all  DME  items. 

Physicians  failure  to  comply 
with  the  new  requirements  in  a 
timely  manner  will  jeopardize  pa- 
tients access  to  DME  and  other 
items.  To  encourage  physician 
responsiveness,  The  Travelers  has 
attempted  to  minimize  the 
paperwork  burden  and  assure 
physician  control. 

For  additional  information, 
contact  The  Travelers’  Provider 
Relations  Department  at  1/717/ 
820-5829  or  FAX  1/717/820-5750. 


Meeting  in  May.  The  winners 
need  not  be  present  to  win.  To 
purchase  a ticket,  send  $25  per 
ticket,  payable  to  MSNJA,  Two 
Princess  Road,  Lawreneeville,  NJ 
08648.  Upon  receipt  of  a check, 
your  tickets  will  be  sent  to  you. 
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ATTENDANCE  AT  MEETINGS  OF 

THE  MSNJ  BOARD  OF  TRUSTEES 

Bergen  County 

Charles  L.  Cunniff,  MD 

July  18  

Joan  Basic,  CAE,  executive 

December  19  ... 

Charles  L.  Cunniff,  MD 

director 

Andrew  Kunish,  MD,  president 

Mercer  County 

September  19  ... 

Charles  M.  Moss,  MD 

[uly  18  

Ismail  Kazem,  MD,  president 

October  17  

Andrew  Kunish,  MD 

Louis  G.  Fares,  MD 

Joan  Basic,  CAE,  executive 

Karl  T.  Franzoni,  MD 

director 

Gabriel  F.  Sciallis,  MD 

November  21  ... 

Andrew  Kunish,  MD,  president 

Kiritkumar  T.  Desai,  MD 

Joan  Basic,  CAE,  executive 

George  H.  Hansen,  MD 

director 

Gerald  Novik,  MD 
Steven  M.  Orland,  MD 

Burlington  County 

Alan  E.  Ottenstein,  MD 

[ulv  18  

Mary  F.  Campagnolo,  MD, 

Linda  L.  McGhee,  executive 

president 

director 

September  19 

Mary  F.  Campagnolo,  MD, 

September  19  ... 

Ismail  Kazem,  MD,  president 

president 

Louis  G.  Fares,  II,  MD, 

Kenneth  C.  Peacock,  MD, 

president-elect 

president-elect 

Louis  G.  Fares,  MD 

Edwin  W.  Messey,  MD 

Karl  T.  Franzoni,  MD 

October  17  

Kenneth  C.  Peacock,  MD, 

George  H.  Hansen,  MD 

president-elect 

Linda  L.  McGhee,  executive 

Edwin  W.  Messey,  MD 

director 

November  21  ... 

Edwin  W.  Messey,  MD 

October  17  

Ismail  Kazem,  MD,  president 

December  19  ... 

Kenneth  C.  Peacock,  MD, 

Louis  G.  Fares,  II,  MD, 

president-elect 

president-elect 
Rajendra  Prasad  Gupta,  MD, 

Camden  County 

past-president 

July  18  

Joseph  E.  Kozielski,  MD, 

Karl  T.  Franzoni,  MD 

president 

Louis  G.  Fares,  MD 

Emmons  G.  Paine,  MD, 

Gabriel  F.  Sciallis,  MD 

president-elect 

November  21  ... 

Ismail  Kazem,  MD,  president 

September  19  ... 

Emmons  G.  Paine,  MD, 

Louis  G.  Fares,  II,  MD, 

president-elect 

president-elect 

November  21  ... 

Emmons  G.  Paine,  MD, 

Rajendra  Prasad  Gupta,  MD, 

president-elect 

past-president 
Karl  T.  Franzoni,  MD 

Cumberland  County 

Linda  L.  McGhee,  executive 

December  19  ... 

John  J.  Pastore,  MD 

December  19  ... 

director 

Ismail  Kazem,  MD,  president 

Essex  County 

Louis  G.  Fares,  II,  MD, 

July  18  

Daniel  D.  Manzi,  MD, 

president-elect 

president 

Rajendra  Prasad  Gupta,  MD, 

Raphael  C.  Giobbe,  MD 

past-president 

September  19  ... 

Daniel  D.  Manzi,  MD, 

Louis  G.  Fares,  MD 

president 

Karl  T.  Franzoni,  MD 

Anita  Falla,  MD,  president-elect 

George  H.  Hansen,  MD 

October  17  

Daniel  D.  Manzi,  MD, 

Linda  L.  McGhee,  executive 

president 

director 

November  21  ... 

Daniel  D.  Manzi,  MD, 

president 

Middlesex  County 

Anita  Falla,  MD,  president-elect 

September  19  ... 

William  H.  Ainslie,  Jr,  MD, 

president-elect 

Gloucester  County 

Marv  Alice  Bruno,  executive 

November  21  ... 

Howard  S.  Kroop,  MD 

December  19  ... 

director 

Stephen  F.  Konigsberg,  MD, 

Hudson  County 

president 

Inly  18  

Adelene  F.  Lynch,  executive 

director 

Monmouth  Countv 

September  19  ... 

Carol  S.  Hamilton,  MD, 

July  18  

Richard  S.  Rhee,  MD,  president 

president-elect 

September  19  ... 

Richard  S.  Rhee,  MD,  president 
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Morris  County 

July  18  


September  19 


October  17  

November  21  ... 


December  19 


Ocean  County 

September  19  ... 


Passaic  County 
July  18  


September  19 


Salem  County 

July  18  

September  19 
October  17  .. 
November  21 
December  19 


Suzanne  A.  Widrow,  MD, 
president 

Joseph  F.  Fennelly,  MD 
Rudolf  E.  Schwaeble,  MD 
Rudolf  E.  Schwaeble,  MD 
William  J.  Dowling,  Jr,  MD, 
past-president 
Andrea  Donelan,  executive 
director 

Arthur  Ginsburg,  MD 
Rudolf  E.  Schwaeble,  MD 
Leigh  S.  Ende,  MD,  treasurer 
Suzanne  A.  Widrow,  MD, 
president 

Rudolf  E.  Schwaeble,  MD 
Suzanne  A.  Widrow,  MD, 
president 

Rudolf  E.  Schwaeble,  MD 
Gerald  Shapiro,  MD 


Wayne  R.  Draesel,  MD, 
president 

Lorraine  M.  Holzsager, 
executive  director 


Michael  H.  Bernstein,  MD 
Joel  W.  Rosenberg,  MD, 
past-president 
Howard  B.  Baum,  MD, 
president 

Michael  H.  Bernstein,  MD 


John  S.  Madara,  MD 
John  S.  Madara,  MD 
John  S.  Madara,  MD 
John  S.  Madara,  MD 
John  S.  Madara,  MD 


Somerset  County 

July  18  

September  19 
October  17  ... 
November  21 
December  19 


Paul  J.  Hirsch,  MD 
Paul  J.  Hirsch,  MD 
Paul  J.  Hirsch,  MD 
Paul  J.  Hirsch,  MD 
Paul  j.  Hirsch,  MD 


Union  County 

July  18  Richard  J.  Bukosky,  MD, 

president 

Franklin  A.  Morrow,  MD, 
past-president 

Irene  Rosenthal,  executive 
director 

September  19  ...  Richard  J.  Bukosky,  MD, 
president 

Irene  Rosenthal,  executive 
director 

Henry  J.  Mineur,  MD 


October  17 


November  21  ... 


December  19 


Richard  J.  Bukosky,  MD, 
president 

Irene  Rosenthal,  executive 
director 

Andrew  Coronato,  MD 
Richard  J.  Bukosky,  MD, 
president 

Henry' J.  Mineur,  MD 
Bessie  M.  Sullivan,  MD 
Richard  H.  Sharrett,  MD 
Shubhangi  J.  Thakur,  MD 
Irene  Rosenthal,  executive 
director 

Richard  J.  Bukosky,  MD, 
president 

Franklin  A.  Morrow,  MD, 
past-president 
Jack  R.  Karel,  MD 
Bessie  M.  Sullivan,  MD 
Irene  Rosenthal,  executive 
director 


Warren  County 

July  18  Robert  C.  Emery,  MD 

September  19  ...  Robert  C.  Emery,  MD 
James  H.  Spillane,  MD 

October  17  Robert  C.  Emery,  MD, 

president 

November  21  ...  Robert  C.  Emery,  MD, 
president 

December  19  ...  Robert  C.  Emery,  MD, 
president 


Dermatological  Society  of  New  Jersey 

December  19  ...  Henriette  E.  Abel,  MD 


New  Jersey  Chapter,  American  College  of  Emergency 
Physicians 

July  18  Christopher  J.  Minas,  MD 

September  19  ...  Christopher  J.  Minas,  MD 

October  17  Christopher  J.  Minas,  MD 

November  21  ...  Christopher  J.  Minas,  MD 
December  19  ...  Christopher  J.  Minas,  MD 

New  Jersey  Academy  of  Ophthalmology 
September  19  ...  Lawrence  Frieman,  MD 

New  Jersey  Psychiatric  Association 

July  18  Bertram  Warren,  MD 

September  19  ...  Bertram  Warren,  MD 

October  17  Bertram  Warren,  MD 

Linda  G.  Gochfeld,  MD 
November  21  ...  Bertram  Warren,  MD 
December  19  ...  Linda  G.  Gochfeld,  MD 


Academy  of  Medicine  of  New  Jersey 

July  18  Charles  J.  Heitzmann,  executive 

director 

John  L.  Krause,  Jr,  MD, 
president 

September  19  ...  Charles  J.  Heitzmann,  executive 
director 
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October  17  

Ronnie  Davidson,  EdD,  Dir., 
Research  & Education 
Sherman  Garrison,  MD 
. Charles  J.  Heitzmann,  executive 

November  21  .. 

director 

Sherman  Garrison,  MD 
. Charles  J.  Heitzmann,  executive 

December  19  .. 

director 

Charles  J.  Heitzmann,  executive 

director 

Ronnie  Davidson,  EdD,  Dir., 
Research  & Education 
Sherman  Garrison,  MD 

Medical  Society  of  New  Jersey  Auxiliary 

July  18  

. Dorothv  Espinola,  president- 

September  19  . 

elect 

Jane  Lorber,  fellowette 
Dorothy  Espinola,  president- 

November  21  .. 

elect 

. Joan  Gering,  president 

December  19  .. 

Dorothy  Espinola,  president- 
elect 

Jane  Lorber,  fellowette 
Edith  Tortora  Mieale,  RP 
. Joan  Gering,  president 

AMA  Delegation 

Dorothy  Espinola,  president- 
elect 

Jane  Lorber,  fellowette 
Mary  Emery 

AMA  Delegates 

July  18  

. Harry  M.  Carnes,  MD 

September  19  .. 

Donald  J.  Holtzman,  MD 
Joseph  N.  Mieale,  MD 
Joseph  A.  Riggs,  MD 
William  E.  Ryan,  MD 
Edward  A.  Schauer,  MD 
Robert  H.  Stackpole,  MD 
Robert  J.  Weierman,  MD 
. Harry  M.  Carnes,  MD 

October  17  

Ralph  J.  Fioretti,  MD 
Donald  J.  Holtzman,  MD 
Joseph  N.  Mieale,  MD 
Irving  P.  Ratner,  MD 
Joseph  A.  Riggs,  MD 
William  E.  Ryan,  MD 
Robert  H.  Stackpole,  MD 
. Harrv  M.  Carnes,  MD 

Joseph  N.  Mieale,  MD 
Irving  P.  Ratner,  MD 
Joseph  A.  Riggs,  MD 
William  E.  Ryan,  MD 
Robert  J.  Weierman,  MD 

November  21  ...  Ralph  J.  Fioretti,  MD 

Donald  J.  Holtzman,  MD 
Joseph  N.  Mieale,  MD 
Irving  P.  Ratner,  M£) 
Joseph  A.  Riggs,  MD 
William  E.  Ryan,  MD 
Edward  A.  Schauer,  MD 
Robert  H.  Stackpole,  MD 
December  19  ...  Harry  M.  Carnes,  MD 

Donald  J.  Holtzman,  MD 
Joseph  N.  Mieale,  MD 
Irving  P.  Ratner,  MD 
Joseph  A.  Riggs,  MD 
William  E.  Ryan,  MD 
Edward  A.  Schauer,  MD 
Robert  H.  Stackpole,  MD 
Robert  J.  Weierman,  MD 

AMA  Alternate  Delegates 

July  18  Angelo  S.  Agro,  MD 

Douglas  M.  Costabile,  MD 
Leticia  V.  DeCastro,  MD 
Walter  J.  Kahn,  MD 
Patricia  G.  Klein,  MD 
A.  Ralph  Kristeller,  MD 
Mark  T.  Olesnicky,  MD 
September  19  ...  Angelo  S.  Agro,  MD 

Joel  S.  Cherashore,  MD 
Douglas  M.  Costabile,  MD 
Walter  J.  Kahn,  MD 
Patricia  G.  Klein,  MD 
A.  Ralph  Kristeller,  MD 
Mark  T.  Olesnicky,  MD 
Carl  Restivo,  Jr,  MD 

October  17  Angelo  S.  Agro,  MD 

George  T.  Hare,  MD 
Walter  J.  Kahn,  MD 
Mark  T.  Olesnicky,  MD 
Carl  Restivo,  Jr,  MD 
November  21  ...  Angelo  S.  Agro,  MD 

Joel  S.  Cherashore,  MD 
Douglas  M.  Costabile,  MD 
Leticia  V.  DeCastro,  MD 
George  T.  Hare,  MD 
Walter  J.  Kahn,  MD 
Patricia  G.  Klein,  MD 
Mark  T.  Olesnicky,  MD 
Carl  Restivo,  Jr,  MD 
September  19  ...  Angelo  S.  Agro,  MD 

Douglas  M.  Costabile,  MD 
George  T.  Hare,  MD 
Walter  J.  Kahn,  MD 
Patricia  G.  Klein,  MD 
A.  Ralph  Kristeller,  MD 
Mark  T.  Olesnicky,  MD 
Carl  Restivo,  Jr,  MD 
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Where  New  Jersey 
meets  Californio 
for  the  best 
Cuisine , Wines , 
and  Ambiance. 


LUNCH 

• DINNER 

• PRIVATE  ROOM 


64  Hoboken  Rd.,  • East  Rutherford 
201-507-8989 

3 minutes  from  the  Meadowlands 
John  Foy,  chef/owner 


TuTA 

CPA 


YDuTt  I 
HAM* 


Accounting  is  the  business 
language.  A CPA  is  the  team 
member  who  interprets  that 
language. 


DENNIS  M.  NAJJAR,  CFP 

Certified  Public  Accountant 

50  Mf.  Prospect  Ave. 
Clifton,  NJ  07013 
(201)  779-5005 


Easy  and 
Efficient... 


MEDICAL  OFFICE  MANAGER 


Software  For  Today's  Medical  Practice... 

Today’s  physicians1  main  concerns  with  their  practice  involves  tracking  the  complex  aspects  of  caring  for 
patients  and  getting  paid  for  their  services.  Promptly! 

You  need  an  office  management  system  that  is  easy  to  use  and  enables  you  to  do  just  that.  And  much 
more!  M.0.M  is  the  most  complete,  state-  of-the-  art  software  system  available  in  the  medical  industry. 
From  complete  patient  profiles  to  Electronic  Claims  Submission  to  automatic  posting  of  remittances.  M.0.M 
can  do  it  all!  M.O.M  will  allow  you  to  monitor  every  detail  of  every  service 
and  financial  transaction  for  as  long  as  you  require  and  is  surprisingly 
affordable.  As  a practice  management  system,  it  will  tell  you  more  about 
your  practice  than  you  may  ever  need! 

bm  \ Call  Today  for  More  Information...  800-227-2360 


/ 7/ 

)/ 

Metropolitan  Information  Services,  Inc. 

70  New  Dutch  Lane,  Fairfield,  NJ  07004 

Medicare  VIP  Vender 
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The  Essential  Health  Services  Commission,  a New  Jersey  government  agency, 
has  requested  MSNJ  to  recruit  physicians  to  offer  health  care  to 
indigent  and  uninsured  patients. 

MSNJ  is  designing  a fee-for-service  PPO  consisting  of  member-physicians  who  will 
provide  services  to  this  previously  uninsured  population. 


THE  NEW  PPO  FOR  THE 
ESSENTIAL  HEALTH  SERVICES  COMMISSION 
SUBSIDIZED  INSURANCE  PROGRAM 

Member  benefits 

• Fee-for-service  reimbursement 

• MSNJ-affiliated  program  designed  by  physicians 

• T ailored  to  meet  the  needs  of  MSNJ  members 

• Meets  the  challenges  of  today’s  health  care  reform  movement 

To  reach  its  potential,  the  Subsidized  Insurance  Program 
needs  MSNJ  member  involvement. 

Please  complete  the  form  below  and  return  it  to 
MSNJ,  Two  Princess  Road,  Lawrenceville,  NJ  08648. 


THE  NEW  PPO  FOR  THE 
MSNJ  SUBSIDIZED  INSURANCE  PROGRAM 

Yes.  I am  interested  in  the  MSNJ  Subsidized  Insurance  Program. 

Name  

Address  


County  Specialty  

*By  returning  the  form,  you  are  only  expressing  an  interest  in  participating  in  this  program.  The  form  is  not  a binding  agreement. 


140 


NEW  JERSEY  MEDICINE 


PROFESSIONAL  LIABILITY 


HEALTH  CARE  FINANCING 


MSNJ  opposes  medical  board 
proposal.  Responding  to  a New 
Jersey  State  Board  of  Medical  Ex- 
aminers’ (SBME)  proposal  to 
toughen  regulations  covering  the 
so-called  “Business”  practice  of 
medicine,  the  Medical  Society  of 
New  Jersey  (MSNJ)  has  called  for 
the  formation  of  a work  group  to 
review  and  possibly  revise  the 
proposal. 

The  proposal  would  prohibit 
physicians  who  perform  surgical 
procedures  in  their  offices  from 
charging  a “facility  fee.”  Instead, 
physicians  would  be  permitted  to 
charge  only  for  surgical  and  other 
professional  services. 

Recognizing  that  federal  law 
permits  facility  fees  under 
Medicare,  SBME’s  proposal  ex- 
empts Medicare  cases.  MSNJ 
contends  that  the  proposal 
nevertheless  violates  the  federal 
scheme,  which  prohibits  physi- 
cians from  charging  Medicare  in 
excess  of  charges  billed  to  private 
insurers. 

MSNJ  also  objected  to  SBME’s 
erection  of  a barrier  to  office- 
based  procedures.  During  an  era 
of  severe  concern  about  health 
care  costs,  the  cost  effectiveness 
of  office-based  procedures  is  a po- 
tent justification.  The  proposal  ig- 
nores cost  factors. 

In  addition,  MSNJ  reasserted 
its  opposition  to  SBME’s  view 


that  physicians  are  not  entitled  to 
make  a “profit”  on  the  delivery  of 
health  services.  MSNJ  argued 
that  this  approach  “unfairly  dis- 
criminates against  physicians, 
since  every  business  entity  and 
profession  with  whom  physicians 
compete  is  entitled  to  make  a 
profit.  MSNJ  further  observed 
that  the  state’s  Professional 
Service  Corporation  Act  spe- 
cifically permits  physician  prac- 
tices to  exist  as  “for-profit  en- 
tities. 

“The  current  environment  in 
health  care  reform  on  the  state 
and  federal  levels  is  agitatedly 
dynamic,”  MSNJ  told  SBME, 
adding:  “Practices  are  being  re- 
organized, consolidated,  and 
networked  as  physicians  are  being 
compelled  to  become  innovative. 
Multidisciplinary  practices  and 
networks  are  essential  elements 
in  the  managed  care  delivery 
system  format.  The  proposed 
regulatory  changes  hinder  rather 
than  assist  in  the  necessary  adap- 
tation.” 

The  work  group  advocated  by 
MSNJ  would  consist  of  represen- 
tatives of  diverse  licensure 
categories  and  would  cooperate 
with  the  Essential  Health 
Services  Commission,  the  entity 
charged  with  oversight  respon- 
sibility for  health  system  reform 
in  the  state.  Cost-benefit  analysis 


would  serve  as  part  of  the  work 
group’s  assessment. 

If  the  Board  insists  on  extend- 
ing its  scope  of  authority  beyond 
assurance  of  competence  and  pro- 
motion of  ethics  into  the  eco- 
nomic regulation  of  health  care,” 
concludes  MSNJ  s response,  “at 
least  the  Board  owes  it  to  the 
people  of  New  Jersey  not  to  do 
so  independently  and  without 
economic  input.” 

Economists  oppose  Clinton 
plan.  Five  hundred  sixtv-five  U.S. 
economists  have  sent  a letter  to 
President  Clinton  decrying  the 
inclusion  of  price  controls  in  the 
President’s  health  reform  pro- 
posals. Price  controls,  said  the 
mostly  conservative  group,  will 
lead  to  lower  quality  care,  im- 
pediments to  technology,  and 
greater  bureaucracy.  “These  con- 
trols,” they  declared,  “will  hurt 
people.” 

One  leading  health  economist, 
Alain  Enthoven,  told  an  American 
Insurance  Association  conference 
that  “the  first  thing  Congress 
should  do  is  delete  pages  1 
through  1,342”  of  the  President’s 
1,342-page  bill.  Professor 
Enthoven  is  an  architect  of  the 
managed  competition  approach 
that  served  as  one  basis  of  the 
Clinton  approach. 


MALPRACTICE  AND  OTHER  CASES 


Physician  liability  for  patient 
dumping.  One  safe  area  for  physi- 
cians may  be  disappearing.  As  the 
January  1994,  issue  of  Hospital 
Law  Newsletter  reports,  a federal 
court  has  given  the  green  light  to 
litigation  against  physicians  for 
causing  a hospital  to  violate  the 
federal  Emergency  Medical 
Treatment  and  Active  Labor  Act 
(EMTALA). 

To  prevent  private  hospitals 


from  “dumping”  indigent  pa- 
tients, especially  women  about  to 
give  birth,  EMTALA  authorizes 
civil  penalties  and  private  suits 
against  hospitals  that  are  overly 
aggressive  in  transferring  patients 
to  hospitals  that  provide  large  vol- 
umes of  charity  care.  The  statute 
covers  situations  in  which  pa- 
tients are  injured  as  a result  of  the 
transfer. 

Physicians  are  not  directly  cov- 


ered under  EMTALA.  However, 
in  a recent  Louisiana  case,  a 
federal  district  court  judge 
permitted  a hospital  sued  under 
EMTALA  to  make  a third-party 
claim  against  a physician  for  in- 
demnity or  contribution.  The  case 
involved  the  death  of  a newborn 
in  transit  from  the  defendant 
hospital  to  another  facility.  The 
hospital  contended  that  the  trans- 
fer was  ordered  by  an  emergency 
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physician  employed  by  a group 
under  contract  to  staff  the 
hospital’s  emergency  department. 

Said  the  judge:  “I  find  that  a 
claim  for  contribution  or  indemni- 
ty likely  would  increase  com- 
pliance ....’’  The  case  against  the 
hospital  involved  only  a patient’s 
claim,  not  government  action  to 
penalize  the  hospital. 

Commenting  on  the  case,  the 
newsletter  suggested  going  even 
further  than  the  case  would  de- 
mand. “Perhaps  it  is  time,’’  said 
the  newsletter,  “to  consider 
changing  medical  staff  bylaws  and 
contracts  with  emergency  medical 
groups  to  provide  that  physicians 
whose  conduct  provides  the  basis 
for  hospital  liability  under 
EMTALA  will  be  required  to  in- 
demnify the  hospital  for  any 
financial  loss  accruing  to  the 
hospital  in  personal  injury  actions 
brought  by,  or  on  behalf  of,  an 
injured  patient.” 

Breast  cancer  diagnosis.  The 
national  medical  malpractice 
digest,  Citation,  has  issued  a sum- 
mary of  a recent  New  Jersey 
Supreme  Court  case  involving  a 
physician’s  alleged  failure  to 
diagnose  breast  cancer. 

Over  the  course  of  11  years  of 
treatment,  the  physician  found 
three  benign  breast  lumps  on  a 
patient.  The  lumps  were  surgical- 
ly excised,  and  the  physician 
diagnosed  fibrocystic  breast  dis- 
ease. 

When  the  patient  was  in  her 
mid-40s,  she  called  the  physician 
to  report  the  presence  of  another 
lump.  Examining  her  the  same 
day,  he  found  a tender  area  with 
small  nodules  above  her  left  nip- 
ple and  ordered  a mammogram. 
The  radiologist’s  report  indicated 
the  presence  of  bilateral 
microcalcifications  and  concurred 
in  the  diagnosis  of  fibrocystic  dis- 
ease. 

Seven  months  after  first  report- 
ing the  lump,  the  patient  stated 
that  she  still  could  feel  a lump. 
Unable  to  palpate  a distinct  mass, 
the  physician  directed  her  to  re- 
turn in  six  months.  At  the  revisit, 
the  physician  noted  an  induration 


but  still  was  unable  to  palpate  a 
distinct  mass.  He  ordered  another 
mammogram,  which  revealed  two 
masses.  The  physician  then  re- 
ferred the  patient  for  a biopsy, 
which  proved  positive. 

The  patient  learned  of  the 
cancer  during  a visit  to  the  office 
of  the  surgeon  who  performed  the 
biopsy.  The  surgeon  advised  her 
that  the  tumor  had  been  malig- 
nant from  its  inception,  before  the 
initial  presentation.  A surgeon 
who  later  confirmed  the  diagnosis 
told  the  patient  that  the  first 
mammogram  had  been  technical- 
ly inadequate. 

A modified  radical  mastectomy, 
six  months  of  chemotherapy 
following  metastasis  of  one  lymph 
node,  and  a series  of  reconstruc- 
tive surgeries  were  experienced 
by  the  patient.  There  was  no  re- 
currence. 

During  a New  Jersey  malprac- 
tice trial,  a gynecologist  and  an 
oncologist  each  testified  that  the 
defendant  physician  had  com- 
plied with  the  applicable  standard 
of  care.  The  jury  found  in  the 
physician’s  favor.  The  Supreme 
Court  affirmed  the  judgment.  The 
high  court  also  approved  the  trial 
judge’s  refusal  to  allow  the  plain- 
tiff to  prove  damages  that  might 
be  sustained  if  the  cancer  re- 


curred. The  justice  reasoned  that 
the  jury  found  that  the  physician 
had  not  been  negligent,  and, 
therefore,  the  jury  had  no  cause 
to  determine  whether  the  physi- 
cian’s alleged  negligence  con- 
tributed to  the  patient’s  develop- 
ing cancer. 

Public  appeal  for  funds.  A 

New  Jersey  state  trial  court’s  de- 
cision in  a case  involving  a public 
appeal  for  funds  to  help  a 
leukemia  victim  has  been  re- 
ported in  the  Atlantic  Reporter 
and  summarized  in  Citation,  the 
authoritative  national  digest  of 
medicolegal  cases.  The  appeal 
generated  $21,000  in  contribu- 
tions to  finance  a bone  marrow 
transplant,  but  the  patient  died 
before  a transplant  was  per- 
formed, leaving  a balance  of 
$7,700  in  the  account. 

The  bank  refused  to  permit  the 
widower,  a co-trustee  of  the  fund, 
to  withdraw  the  balance,  and  he 
sued  for  payment.  A New  Jersey 
chancery  court  judge  ruled  that 
the  account  was  a private  trust 
and  not  a charitable  trust,  because 
the  patient  was  intended  to  be  the 
sole  beneficiary.  The  court  or- 
dered a refund  of  the  balance  to 
the  donors  on  a pro  rata  basis.  □ 
James  E.  George,  MD,  JD;  Neil 
E.  Weisfeld,  JD,  MSHyg 
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• Mercer  Medical  Wound  Care  Center ® 
446  Bellevue  Avenue*Trenton,  NJ  08607 

Mercer  Medical  Center  (609)  695-0022 


a Wound  Care  Center  of 

CLARA  MAASS  HEALTH  SYSTEM,  INC. 

36  Newark  Avenue,  Suite  318,  Belleville,  N.J.  07109 
(201)  450-0066 


ENGLEWOOD 

HOSPITAL  AND  MEDICAL  CENTER 

The  Wound  Care  Center 
350  Engle  Street,  Englewood,  N]  07631  • (201)  894-3361 


Wound  Care  Center®  is  a registered  trademark  ot  Curative  Technologies,  Inc.,  Setauket,  NY- 
Wound  Care  Centers  are  owned/operated  by  select  hospitals  affiliated  with  Curative 
Technologies,  Inc. 


Right  foot,  plantar 
surface  of  a 45-year-old 
male  with  diabetes. 
Week  one 


Only  the  Wound  Care  Center®  offers  a comprehen- 
sive outpatient  wound  management  program  pro- 
by  an  expert  team  of  physicians,  nurses,  and 
technicians.  Located  in  select  hospitals,  each  center 
provides  a treatment  program  that  includes: 

• wound  assessment  and  classification 
vascular  studies 

infection  control 
aggressive  debridement 
growth  factor  therapy 

• protective  devices 
patient  education 

en  you  refer  your  patient  to  the  Wound  Care 
Center  you  will  remain  an  active  member  of  your 
patient's  health  management  team.  As  an  adjunc- 
tive therapeutic  service,  the  Wound  Care  Center 
assists  in  your  total  wound  management. 

To  refer  a patient  or  obtain  further  information, 
contact  the  Wound  Care  Center  nearest  you. 

Wound  Care  Center  • 

For  your  patients  with  wounds  that  won’t  heal. 


MORRISTOWN  MEMORIAL  HOSPITAL 

95  MT  KEMBLE  AVENUE  / MORRISTOWN.  NEW  JERSEY  07962 


(201)  971-4550 


Copyright  © 1993,  Curative  Technologies,  Inc.  All  rights  reserved. 
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As  Alzheimer's  Disease  progresses,  it  is  not  unusual  for  its  victims  to 
have  clear  memories  of  childhood,  yet  not  recognize  those  dearest  to 
them.  It  is  this  tragic  symptom  and  others  that  make  Alzheimer's  as  dev- 
astating to  a victim's  family  as  it  is  to  the  victim.  ❖ In  conjunction  with 
consultants  from  the  Dementia  Research  Clinic  at  the  Johns  Hopkins 
University  School  of  Medicine,  Meridian  Healthcare  has  supported  a 


series  of  studies  aimed  at  innovating  new  and  better  ways  of  caring  for 
the  memory  impaired.  ❖ Meridian's  leadership  role  in  supporting 
dementia  research  resulted  in  the  first  Alzheimer's  care  unit  modeled  on 
principles  of  modem  psychiatry.  Today  that  research  is  embodied  in  a 
program  called  FOCUS,  now  in  place  at  Meridian  Nursing  Center  - 
Westfield.  ❖ The  goal  of  FOCUS  is  to  prolong  the  independence  of  the 
memory  impaired  by  sharpening  their  remaining  abilities.  FOCUS  offers 
an  individual  program  of  care  for  each  patient,  provided  by  a specially 
trained  staff  in  a secure  and  structured  residential  environment.  For  fam- 
ilies struggling  to  cope  with  the  consequences  of  their  loved  one's  illness, 
FOCUS  offers  education,  counseling  and  sup- 
port. If  someone  you  love  has  Alzheimer's 
Disease,  call  and  ask  for  our  free  FOCUS 
brochure.  While  there  is  no  cure,  FOCUS  offers 
the  care  you  and  your  loved  one  need. 


/ 


I c u s 

n Alzheimer’s 


800-824-1199 


1515  LAMBERTS  MILL  ROAD  •>  WESTFIELD  ❖ NEW  JERSEY 


BOOK  REVIEWS 


IMAGING  OF  THE  TEMPORAL  BONE,  2ND  EDITION 


JD  Swartz,  MD;  HR  Harns- 
berger,  MD.  New  York , NY, 
Thieme  Medical  Publishers,  1992. 
When  the  first  edition  of  this 
book  was  published  in  1986,  it 
assumed  prominence  among  the 
reference  textbooks  in  the  field. 
While  there  were  other  books 
focusing  on  this  highly  complex 
area  of  human  anatomy,  none 
could  compare  with  the  clarity  of 
the  descriptions  presented  in  this 
new  text.  Now,  Drs.  Swartz  and 
Harnsberger  maintain  this  excel- 
lent standard  and  expand  the  re- 
view considerably.  Magnetic  res- 
onance imaging  (MRI)  is  included 
as  a diagnostic  tool;  the  authors 
provide  complete  algorithms, 
which  elucidate  the  indications 


for  use  of  MRI.  As  in  the  original 
volume,  each  area  of  the  temporal 
bone  is  systematically  described. 
Regions  from  the  external  audi- 
tory canal  to  the  cerebellopontine 
angle  are  examined  in  the  same 
organized  manner  as  in  the  pre- 
vious volume.  Normal  anatomy 
and  pathological  states  are 
presented  with  the  support  of 
high-quality  scans  and  ample 
drawings;  most  of  the  images 
are  computed  tomography  (CT) 
scans.  The  text  is  clearly  written, 
and  the  fusion  of  excellent  dis- 
course and  pictures  makes  this  a 
desirable  addition  to  the  book- 
shelf for  physicians  interested  in 
the  subject.  □ Neil  B.  Horner, 
MD 


TOXIC  CIRCLES 


Helen  E.  Sheenan ; Richard  P. 
Wedeen  (editors).  New  Rrunswick, 
NJ,  Rutgers  University  Press, 
1993.  Modern  medicine  has  tri- 
umphed over  illnesses  of  many 
origins  but,  as  emphasized  by  Dr. 
Chinard’s  concluding  remarks  in 
this  fine  book,  the  importance  of 
occupational  disease  and  toxic  ex- 
posures has  been  largely  ignored 
in  medical  curricula. 

This  volume  contains  an  in- 
troductory chapter  and  seven 
other  chapters  devoted  to  par- 
ticular environmental  pollutants 
at  the  workplace,  specifically 
mercury,  dioxin,  hydrocarbons, 
aniline  dyes,  radium,  lead,  and 
chromium.  The  historical  details 
of  the  battles  waged  to  recognize 
these  health  hazards  and  limit 
workplace  and  community  ex- 
posure to  them  are  related  in  the 
comforting  tones  of  expertise. 
Local  readers  will  find  the  New 
Jersey  origins  ol  many  of  these 
skirmishes  of  special  interest.  A 
final  concluding  chapter  focuses 


on  the  historical  background  of 
how  occupational  medicine  be- 
came a separate  discipline  in  the 
world  of  medical  academia. 

The  writers  espouse  the  stories 
with  vigor  and  they  clearly  detail 
the  remaining  challenges  to  the 
medical  and  scientific  community 
to  eliminate  legal  ambiguities  and 
to  replace  them  by  scientific  cer- 
tainties delineating  cause  and  ef- 
fect. The  difficulties  involved  in 
relating  chronic  exposures  to  the 
delayed  manifestations  and  ap- 
pearance of  environmental  dis- 
ease are  illustrated.  These  dif- 
ficulties frustrate  efforts  at  in- 
tervention and  prevention  as  well 
as  the  provision  of  financial  com- 
pensation and  even  medical  care 
for  those  affected.  This  book  is 
strongly  recommended  for  the  in- 
doctrinated, for  authoritative  his- 
torical reviewers,  and  for  neo- 
phytes, for  an  absorbing  introduc- 
tion to  the  subject  of  occupational 
and  environmental  medicine.  D 
Monroe  S.  Karetzky,  MD 
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LETTERS  AND  VIEWPOINTS 


ATTENTION:  INTERNISTS 


A lawsuit  has  been  filed  against 
the  American  Board  of  Internal 
Medicine.  This  suit  challenges 
the  1991  decision  to  issue  dated 
certificates  that  expire  every  ten 
years. 

Any  colleague  who  has  re- 
ceived or  intends  to  receive 
Board  certification  in  internal 
medicine  or  any  of  its  subspecial- 
ties is  affected  by  this  decision. 
Board  certification  has  become 
equivalent  to  licensure  and, 
already  today,  its  requirement  is 
ubiquitous.  Many  HMOs,  hospi- 
tals, and  state  law  require 


certification  for  an  ever-growing 
number  of  positions. 

This  lawsuit,  entitled  B.  De 
Gregorio  versus  ABIM,  is  being 
handled  by  the  firm  of  Hayden, 
Perle  and  Silber,  1500  Harbor 
Boulevard,  Weehawkin,  NJ 
07087.  The  lawsuit  is  meeting 
with  great  success  and  faces  only 
two  potential  dangers.  This  first  is 
funding  and  requires  support  — 
whatever  you  can  afford  should 
be  sent  to  the  aforementioned 
firm.  Your  tax  deductible  con- 
tribution should  be  accompanied 
by  a short  note  asking  to  join  the 


suit  as  a plaintiff.  The  second 
danger  is  that  ABIM  has  adopted 
the  defense  that  since  only  one 
physician  has  complained,  there 
is  no  real  problem  except  that 
perceived  by  the  named  physi- 
cian. 

Support  this  endeavor,  as  the 
Board  should  know  that  they  are 
not  in  a position  to  simply  dictate 
by  whim,  regardless  of  the  re- 
percussions to  the  practicing 
physician.  □ Bart  De  Gregorio, 
MD 


NICOTINE  DEPENDENCE 


“Nicotine  dependence:  Inter- 
vention strategies  for  the  physi- 
cian by  John  Slade,  MD 
(90:831-834,  1993),  dealt  with  a 
difficult  problem.  Smoking  is  an 
addiction  more  than  a de- 
pendence. I have  dealt  with  the 
problem  as  an  addiction,  which 
requires  a periodic  fix. 

The  patient  is  told  to  accept 
smoking  as  an  addiction.  It  is 
pointed  out  that  an  addiction  re- 
quires a periodic  fix,  not  a random 
use  of  the  agent  (tobacco). 

The  plan  for  detoxification  is  as 
follows:  no  cigarette  until  after 
breakfast;  then  a cigarette  on  the 
hour  during  the  waking  hours; 
therefore,  15  to  16  cigarettes  in  24 
hours;  no  cigarettes  between 
hours  and  no  random  smoking; 
and  after  one  week,  increase  the 
interval  of  smoking  (in  the  hours 


awake)  to  IV2  hours,  then  one 
week  later  to  2 hours.  This  plan 
has  reduced  the  number  of  ciga- 
rettes smoked  per  day  gradually 
until  the  individual  is  weaned  off 
tobacco. 

Usually,  the  plan  has  worked. 
□ Lewis  E.  Savel,  MD 

Editor's  note.  An  apocryphal 
stoiy  had  Leonid  Brezhnev  of  the 
Soviet  Union  carrying  a cigarette 
case  with  a clock  timed  to  release 
one  cigarette  an  hour.  For 
emergencies,  of  course,  he  carried 
a regular,  easily  opened,  pack  of 
cigarettes.  I do  not  know  whether 
Soviet  technology  produced  a 
programmable  timer  that  would 
promote  Dr.  Savel’s  program,  or 
whether  American  versions  have 
been  developed,  but  they  would 
be  helpful,  wouldn’t  they? 


A small  personal  fan  also  could 
help  a smoker  to  quit.  A continual 
stream  of  smoke  blown  back  into 
the  face  tends  to  produce  nausea 
or  at  least  an  aversion  to  smoking. 
And  the  effect  lasts,  from  the 
smell  in  the  hair,  on  the  body,  and 
on  the  clothes.  □ Howard  D. 
Slobodien,  MD 

Author’s  response.  Dr.  Savel  s 
technique  has  some  appeal,  but 
nicotine  replacement  with  gum  or 
a patch  works  better.  Moreover, 
as  patients  lower  the  amount  they 
smoke  below  a certain  level — 10 
to  15  cigarettes  per  day — each 
cigarette  becomes  more  valuable 
as  the  person’s  attention  becomes 
focused  on  the  next  smoke.  □ 
John  Slade,  MD 
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dtf..  y tmikmkme, 


COUNSELORS  AT  LAW 


y&a/th  ^a/ie  $eaal  9W'Wee& 

► Evaluation  and  negotiation  of  managed  care  agreements  with 
Individual  Practice  Associations,  Preferred  Provider  Networks, 
Health  Maintenance  Organizations  and  Commercial  Insurers; 

► Advice  regarding  federal  and  state  laws  affecting  physicians' 
practices,  laboratories,  and  joint  ventures; 

► Representation  before  the  Newjersey  Board  ofMedical  Examiners, 
other  state  and  federal  agencies,  and  in  the  sale  of  physician 
practices  or  investment  interests. 

I 044  Route  22  West 
Mountainside,  Newjersey  07092 
(908)789-7977  (908)  789-9699  Fax 


The  Delaware  Valley  Lung  Center  is 
pleased  to  announce  the  following  services 


SLEEP  DISORDERS  CENTER 

• 3 bed  unit  utilizing  state  of  the  art  computerized 
equipment 

• convenient  out  patient  location  near  the  intersec- 
tions of  Route  70  and  1-295  in  Cherry  Hill 

• testing  for  sleep  apnea,  narcolepsy,  insomnia, 
NPT  studies,  snoring,  etc. 

• MSLT  (nap  studies)  available 

• CPAP  and  BiPAP  testing  also  available 

• Support  groups  for  CPAP  users  and  sleep  apnea 
patients 


PULMONARY  REHABILITATION 
PROGRAM 

• the  only  outpatient  Pulmonary  Rehabilitation  Pro- 
gram in  the  South  Jersey  area 

• complete  4 week  program  involving  education  and 
Physical  Therapy  for  patients  with  COPD 

• extensive  supervision  of  the  patient  during  all 
phases  of  the  exercise  regimen 

• Excellent  Program  for  COPD  patients  where 
medications  alone  no  longer  control  their 
symptoms 


For  further  information  or  to  schedule  a patient,  please  call  (609)  424-1777 

JDela  wareTalley 

J1tlOr/7n^\Pntfkr  1 155  Marlkress  Road  Cherry  Hill,  NJ  08003 

V® 
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South 

Shore 

Corporation 


234  Mermaid  Dr.,  Manahawkin,  NJ  08050 

General  Contractors/Construction  Manager 

• Whether  you  are  interested  in  hiring  a general  contractor  or 
working  closely  with  a construction  management  firm. 

• Custom  tailored  projects  from  site  selection  to  permit  acquisi- 
tion to  occupancy. 

• Contact  us  to  discuss  further  a construction  plan  to  fit  your 
needs. 

609-660-1111 


HOW  CAN 


MARY  ANN  HAMBURGER  HAS 

had  many  years’  experience  in 
medical-office  management.  Her 
service  is  expert  and  comprehensive. 

MARY  ANN  HAMBURGER  CAN 

make  a difference  in  your  practice, 
because  she  knows  today's  complex 
world  of  medicine. 

MARY  ANN  HAMBURGER  IS 

dependable.  She  has  the  contacts, 
background  and  practical  know-how 
to  set  up  or  improve  your  office 
systems — from  billing  to  finances 
and  personnel. 


FOR  A ONE-TIME  CONSULTATION 
or  A CONTINUING  SERVICE— 
MARY  ANN  HAMBURGER 
ASSOCIATES  CAN  BRING  TO 
YOUR  PRACTICE  THE  MOST 
COMPREHENSIVE  MANAGEMENT 
DIRECTION,  BACKED  BY  YEARS 
OF  EXPERIENCE 

FOR  A WHOLE  NEW  APPROACH 
TO  OFFICE  PRACTICE,  CONTACT: 

MARY  ANN  HAMBURGER 
ASSOCIATES 
74  HUDSON  AVENUE 
MAPLEWOOD.  NJ  07040 

201  763-7394 


ASSOCIATES  HELP  YOU? 


BIMONTHLY 
MEDICAL  NEWSLETTER 
ON  HOW  TO  PASS  BOARD 
OF  INTERNAL  MEDICINE 

For  a FREE  First  Copy 
Mail  Your  Address  Label  (self-sticking) 

With  Four  (29  cents)  Stamps  to: 

MEDICAL  NEWSLETTER 

389  East  Mt.  Pleasant  Ave. 

Livingston,  New  Jersey  07039 

Also  available  -similar  newsletter  on  "How  to  Pass  Board  of  Geriatrics." 
Weekly  personal  tutoring  (in  New  Jersey  only) 

For  Information  Call:  Dr.  Arora— 201-673-4410 


YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwollia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  it  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage, 
indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1  -2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1-3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 -3-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . in  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  YoconTi  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000’s  NOC 
53159-001-10. 
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1-800-237-9083 


148 


NEW  JERSEY  MEDICINE 


EDITOR’S  DESK 


PROFESSIONAL  COURTESY 


Osier  said,  referring  to  the 
physician,  “In  his  professional  re- 
lations, though  divided  by  na- 
tional lines,  there  remains  the 
feeling  that  he  belongs  to  a guild 
which  owes  no  local  allegiance, 
which  has  neither  king  nor  coun- 
try, but  whose  work  is  the  world. 
The  Aesculapian  temple  has  given 
place  to  the  hospital,  and  the 
priestly  character  of  the  physician 
has  vanished  with  the  ages;  still, 
there  is  left  with  us  a strong  feel- 
ing of  brotherhood,  a sense  of 
unity,  which  the  limitations  of 
language,  race,  and  country  have 
not  been  able  to  efface.’ 

This  “strong  feeling  of 
brotherhood  has  been  noted  and 
promoted  in  the  halls  of  medicine 
since  antiquity.  It  is  coupled  with 
proscriptions  against  the  physi- 
cian treating  himself  or  close  rela- 
tions for  any  illness  other  than  the 
most  trivial,  lest  the  requisite 
equanimity  and  cool  objectivity 
essential  to  proper  practice  be 
lost.  The  old  expression,  “The 
doctor  who  treats  himself  has  a 
fool  for  a patient,’  is  deemed  as 
true  today  as  it  was  when  first 
coined. 

Why,  then,  should  professional 
courtesy  be  trashed?  But  it  has 
received  recent  adverse  criticism 
in  the  November  25,  1993,  issue 
of  The  New  England  Journal  of 
Medicine,  in  a special  article  by 
Dr.  Levy  et  al.  and  in  an  editorial 
about  that  article  by  Dr.  Stein- 
brook,  a deputy  editor. 

As  Dr.  Levy  noted,  the  offering 
of  free  or  discounted  care  to 
physicians  and  their  families  was 
discussed  by  Hippocrates,  spe- 
cifically required  by  Pereival  in 
his  Medical  Ethics  of  1803,  and 
considered  an  ethical  obligation 
in  the  first  code  of  ethics  of  the 
American  Medical  Association 
(AMA).  It  also  is  true  that  there 
have  been  many  changes  in  pay- 


Howard  D.  Slobodien,  MD 


ing  for  medical  care  since  the 
“Blues  were  developed  by  the 
medical  profession  to  insure  pa- 
tients against  unexpected  costs  of 
illness.  And  it  also  is  true, 
although  not  specified  in  the 
article  under  discussion,  that 
many  physicians  protected  them- 
selves with  Blue  Cross  against  the 
higher  expenses  of  hospitaliza- 
tion, even  though  many  hospitals 
gave  discounts  to  members  of 
their  professional  staffs,  but 
omitted  Blue  Shield  because 
professional  courtesy  was  given 
and  accepted  as  a matter  of 
course,  except  for  psychiatric 
care. 

Let  us  consider  and  then  dis- 
pense with  the  psychiatry  issue. 
First  of  all,  psychiatrists,  uniquely 
among  physicians,  work  by  chair 
hours;  unlike  other  physicians, 
they  find  it  difficult  to  “sandwich 
in  another  patient  into  working 
hours.  Second,  many  psychiatrists 
feel  that  a realistic  financial  com- 
mitment helps  to  cement  a pa- 
tient-physician relationship  and  to 
offer  a better  opportunity  for  suc- 


cess. (Of  course,  I then  wonder 
whether  approving  and  providing 
insurance  coverage  for  mental  ill- 
ness, where  out-of-pocket  ex- 
pense is  negligible  or  nonexistent, 
may  not  be  self-defeating 
prognostically.) 

Dr.  Levy  cited  three  surveys, 
two  published  by  Medical 
Economics  in  1958  and  1962,  and 
the  other  by  the  AMA  in  JAMA 
in  1966.  All  showed  that 
nonpsychiatrist  physicians  gave 
discounted  professional  care  to 
their  colleagues  and  their  families 
in  ratios  better  than  nine  out  of 
ten.  The  present  study  updated 
the  statistics.  Although  there  have 
been  dramatic  changes  in  the 
financing  of  health  care  since 
1966,  there  has  been  a minimal 
decrease  in  the  numbers  offering 
professional  courtesy.  The  study 
also  showed  that  health 
maintenance  organization  physi- 
cians offered  a much  lower 
percentage  of  freebies.  Is  this  re- 
lated to  a less  personal  approach? 
To  corporate  requirements?  To 
legal  mandates?  What  will  the  ex- 
pansion of  managed  care  or 
managed  competition  do  to 
courtesy? 

Some  inconsistencies  are  worth 
noting.  Fourteen  percent  of 
respondents  felt  that  professional 
courtesy  interfered  with  the  pa- 
tient-physician relationship; 
nevertheless,  91  percent  of  this 
group  gave  courtesy  and  only  18 
people  changed  their  practices 
because  of  this  belief.  Addition- 
ally, only  76  percent  of  the  polled 
physicians  reported  being  offered 
courtesy;  this  figure  is  inconsis- 
tent with  the  over  90  percent  who 
gave  courtesy.  Possible  explana- 
tions include:  they  did  not  need 
it;  they  did  not  know  it  was  avail- 
able; they  blocked  it  out,  not 
wanting  to  be  considered  objects 
of  charity;  they  accepted  it  as  a 
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right  and  not  as  a discount;  they 
went  to  psychiatrists  in  inordinate 
numbers;  or  all  or  none  of  the 
above. 

Dr.  Levy  et  al.  feel  that 
professional  courtesy  should  be 
prohibited  for  ethical  reasons,  be- 
cause so  many  others  have  limited 
insurance,  funds,  or  access.  They 
also  chronicle  the  contractual,  and 
sometimes  legal,  obligation  to  col- 
lect co-insurance  (and  deductible) 
payments.  Finally,  they  urge 
medical  associations  to  develop 
guidelines  for  the  profession. 

Dr.  Steinbrook  reviews  the 
Levy  article  and  its  recommenda- 
tions, suggesting,  perhaps  correct- 
ly, that  “professional  courtesy  . . . 
may  thus  be  a feature  primarily 
of  fee-for-serviee  medicine.  He 
also  seems  to  agree  with  Dr.  Levy 
that  physicians  may  be  trying, 
unjustifiably,  to  escape  the  rising 
costs  of  medical  care.  Dr.  Stein- 
brook also  feels  that  physicians 
will  have  a better  grasp  of  health 
care  finances  and  costs  if  they  pay 
as  much  as  their  patients,  and  he 
urges  us  to  stop  reducing  fees, 
saying  “the  bonds  between  physi- 
cians are  surely  stronger  than  the 
ties  created  by  free  or  discounted 
care.” 

We  are  not  the  only  group  who 
gives  professional  discounts  or 
courtesy.  Practically  all  other  tee- 


for-service  organizations  do  this. 
Businesses  and  industries  give 
perks.  Although  each  company 
acts  individually,  their  largesse 
has  a common  result — worker 
loyalty.  The  clergy  traditionally 
has  received  favoring  treatment, 
probably  even  from  agnostics  and 
atheists.  In  today’s  world,  the 
nuturing  of  families,  even  non- 
traditional  ones,  is  a priority  item. 
Do  not  we,  our  families,  our  col- 
leagues and  their  families,  con- 
stitute an  expanded  or  extended 
family?  Are  we  being  urged  to  be 
less  compassionate,  to  be  cold  and 
calculating,  to  be  untrue  to  our 
own?  And,  despite  too  many  legal 
restrictions,  many  physicians  feel 
that  financial  arrangements 
should  ultimately  remain  as  a 
responsibility  of  the  patient  and 
the  doctor,  by  mutual  consent, 
although  insurance  companies 
and  government  treat  the  patient 
like  a child,  unable  to  think  and 
negotiate  alone. 

Drs.  Steinbrook  and  Levy  and 
the  others  should  be  ashamed  to 
suggest  that  physicians  need  a 
roll-back  of  professional  courtesy 
to  be  able  to  understand  the 
financial  problems  faced  by  pa- 
tients. Do  they  think  we  live  in 
a vacuum  and  that  we  have  no 
knowledge  or  understanding  of 
the  crisis  facing  American 


medicine?  Do  they  believe  that 
all  obstetricians  should  be  women 
and  all  pediatricians  should  be  no 
older  than  Doogie  Howser?  Do 
they  believe  that  the  Colorado 
law  prohibiting  forgiveness  of 
copayment  is  just,  under  all  cir- 
cumstances? (Do  they  believe 
that  Colorado,  home  of  the  bias 
against  alternate  lifestyle,  is  a 
paragon  of  virtue?)  Is  the 
Medicare  law  any  better?  Will 
Congress  stop  giving  itself  perks, 
if  we  do?  Isn  t the  amount  of 
money  under  discussion  a trivial 
consideration  when  compared 
with  the  trillion  dollar  health  care 
budget  we  now  are  contemplat- 
ing? Drs.  Steinbrook  and  Levy  et 
al.  have  dried  up  the  milk  of 
human  kindness,  have  displayed 
unfeeling  bureaucratic  men- 
talities, and  are  just  plain  mean- 
spirited.  There  is  joy  in  giving.  □ 
Howard  D.  Slobodien,  MD 

Charity  begins  at  home,  but 
should  not  end  there. 

Thomas  Fuller,  MD, 
Gnomolgia,  1732 

The  excellence  of  a gift  lies 
in  its  appropriateness  rather 
than  in  its  value. 

Charles  Dudley  Warner, 
Backlog  Studies,  1873 
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HEW  JERSEY: 


TAX-FREE  INCOME 


Yields 

7.55% 

Tax-equivalent 
31%  tax  rate 


T.  ROWE  PRICE  NEW  JERSEY  TAX-FREE  BOND  FUND 

More  and  more  investors  are  choosing  T.Rowe  Price  as  their  source  for  tax- 
free  income.  Earnings  from  our  New  Jersey  Tax-Free  Bond  Fund  are  exempt 
from  federal  and  state  income  taxes, 


4.49% 

Current  yield  as 
of  2/8/94 


I T.  Rowe  Price  NJ  Tax-Free  Bond  Fund 
Lipper  Average  of  NJ  funds 

14.0% 


12.6%  12.0%  11.2% 


year 


Since  Fund's 
inception  4/30/91 


so  you  keep  what  you  earn*  And 
today's  tax-free  yields  are  attractive 
versus  the  after-tax  yields  of  compa- 
rable taxable  funds,  so  you  could 
earn  higher  after-tax  income  from  a tax-free  fund. 

The  Fund  invests  in  long-term  municipal  bonds 
issued  in  New  Jersey.  While  these  securities  involve 
greater  risk  than  short-term  bonds,  our  fund 
managers  use  our  own  credit  analysis  of  each  issuer, 
and  actively  manage  the  portfolio  maturity  to 
reduce  these  risks. 

And,  as  the  chart  shows,  the  Fund  has 
outperformed  the  Lipper  average  since  inception,  placing  it  among  the  top-performing 
New  Jersey  funds. 

With  no  sales  charges,  all  your  money  works  for  you.  The  Fund  is  100%  no  load. 

And,  since  there  are  no  broker  fees — which  can  eat  up  as  much  as  5%  of  your  principal — 
all  your  money  gets  invested. 

Use  our  free  report  to  help  you  decide  if  tax-free  investing  is  for  you.  The  Basics 

Of  Tax-Free  Investing  can  answer  your  questions  about  municipal  securities.  It  contains 
a worksheet  to  help  you  compare  the  yields  of  tax-free  investments  to  those  of  taxable 
ones.  And,  it  can  help  you  build  a tax-free  strategy  that  is  compatible  with  your  invest- 
ment goals.  $2,500  minimum.  Free  checkwriting.  No  sales  charges  of  any  kind. 


See  how  much  more  you  could 
have  earned  with  this  Fund  ** 


Average  Annual  Total  Returns 
as  of  12/31/93 


Call  24  hours  for  a free  report 
The  Basics  Of  Tax-Free  Investing 

1-800-541-5310 


Invest  With  Confidence 

T.Rowe  Rice 

*Some  income  may  be  subject  to  state  and  local  taxes  and  the  federal  alternative  minimum  tax.  **lncludes  changes  in  principal  value,  reinvested  dividends,  and  capital  gain  distributions. 
Investment  return  and  principal  value  will  vary,  and  shares  may  be  worth  more  or  less  at  redemption  than  at  original  purchase.  Total  return  reflects  past  performance.  Present  and  past 
expense  limitation  has  increased  the  Fund's  yield  and  total  return.  Request  a prospectus  with  more  complete  information,  including  management  fees  and  other  charges  and  expenses. 
Read  it  carefully  before  you  invest  or  send  money.  T.  Rowe  Price  Investment  Services,  Inc.,  Distributor. 
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Shouldn’t  Medicare  Choice 
Be  Your  Choice?: 

ZyMed 

• Automated  Posting  of  Medicare  Claims 

• Medicare/PA  Blue  Shield  Preferred  VIP 
Recognition 

• Immediate  Capabilities  for  Electronic  Claim 
Submission 

• No  Testing  Required  for  Medicare  ECS 

• Proof  ZyMed  can  Reduce  Accounts  Receivable  by 
40%-60%  when  Replacing  Competitive  Systems 

• Excellent  Customer  Support  and  Maintenance, 
Including  a 24-hour  Bulletin  Board  Service 

• Custom  Hardware  Configurations  Available 

ZyMed  — Software  by  Auditron 

Call  today  for  more  information  and  to  set  up  a free 
consultation 

(800)  29  GO  ECS  (908)  247  1722 

Auditron  JMT  Computer  Solutions 

NJ  Representative 


TRANSCRIPTION  PLUS 


Medical  Transcription  Service 

• Narratives  and  Reports 

• Office  Notes 

• Dial-in  dictation 

• Fully  Computerized 

• Modem  and  FAX  services 

• Prompt  delivery  of  work 

For  more  information  call 

(201)  616-0704 


QUALITY 

SLEEP 

BEGINS 

HERE 

10  good  reasons 
why  more 
physicians  refer 
their  patients  to 

the  only  hospital- 
based  sleep 
disorder  program 
in  Morris  County. 

Board-certified 

physicians 

with  extensive 
experience  and 
expertise  in  the 
diagnosis  and 
treatment  of  sleep 
disorders. 

Resources 
of  Morristown 
Memorial 
Hospital,  a 

first-class  medical 
facility. 

Most  advanced 
technology  available 
for  the  diagnosis  of 
sleep  disorders. 

A total 

commitment  to 
high  quality, 
patient  care 
unmatched  by  any 
sleep  disorder 
program  in  the 
community. 

k 

bA  ^ SLEEP  DISORDER  CENTER  of 

MORRISTOWN  MEMORIAL  HOSPITAL 

Ely  .4  major  teaching  affiliate  of  the  Columbia  University 
Wf  College  of  Physicians  and  Surgeons 
WSffl  95  Mt.  Kemble  Avenue,  2nd  Floor,  Thebaud  Building, 
Morristown,  NJ  07962  • 201-971-4567 

Comprehensive 
diagnostic  and 
treatment  sendees  for 

sleep  apnea, 
narcolepsy,  restless 
leg  syndrome  and 
insomnia. 

Patients  returned 
to  referring 
physician  for 
follow-up. 

Participation 
with  most 

managed  care 
and  insurance 
plans. 

Modern  facility 
with  home-like 
atmosphere. 

Detailed 
reporting  of 

test  results  with 
direct  phone 
contact  to 
referring 
physician. 

Registered 

polysomnographic 
technicians,  caring 
and  experienced 
staff. 
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GUEST  EDITORIAL 


THE  THREE  MILE  ISLAND  HEALTH  ALLIANCE  COMPANY 


In  this  tongue-in-cheek  satirical 
piece,  the  authors  offer  humorous 
predictions  about  a potential 
worst-case  scenario  to  emerge 
from  the  current  health  care  re- 
form movement. 

In  this  new  era  when  health 
care  alliances  will  be  the  rule  and 
will  be  operated  in  the  same  effi- 
cient, secure,  high-quality,  inex- 
pensive, and  humane  fashion  as 
public  utilities,  we  modestly 
propose  the  creation  of  the  Three 
Mile  Island  Health  Alliance  Com- 
pany (The  Island). 

Inspired  by  the  internationally 
renowned  location  of  the  same 
name,  we  believe  that  this  com- 
pany is  the  natural  and  final 
evolutionary  step  in  the  great  ef- 
fort underway  to  end  patient  un- 
certainty, eliminate  medical  care 
overuse,  and  stop  the  erosion  of 
professional  autonomy.  We  be- 
lieve that  our  proposed  company 
can  do  what  none  of  its  com- 
petitors can  or  will  ever  try:  it  can 
meet  public  expectations,  it  can 
be  inexpensive  to  operate,  and  it 
can  offer  a wide  variety  of  health 
care  products  to  consumers,  all  at 
significantly  lower  prices  than  any 
of  its  competitors. 

How  is  all  of  this  possible? 

The  basic  premise,  policy,  and 
motto  of  The  Island  are  straight- 
forward and  simple:  “Just-Say- 
No.”  The  Island  never  pays  a 
claim  by  a subscriber  or  provider 
under  any  circumstances  and  un- 
like its  competitors,  it  makes  no 
pretenses  about  doing  so. 

How  can  this  be  justified? 

The  Island’s  professional  re- 
view panel  of  financial  therapists 
believes  that  no  medical  care — 
inpatient  or  ambulatory — ever  is 
“medically  necessary.  Therefore, 
the  panel,  in  carrying  forward  the 
significant  contemporary  health 
maintenance  organization  trend  of 
reducing  the  amount  of  time  and 


money  allocated  to  inpatient  care, 
will  carry  this  trend  to  its  logical 
conclusion:  reimbursable  inpa- 

tient care  for  any  length  of  stay 
will  be  zero  (as  will  be  allowable 
outpatient  reimbursement,  since 
it  also  will  not  be  considered 
“medically  necessary”).  Instead  of 
patients  experiencing  nerve- 
wracking  waits  to  find  out  if  their 
hospitalizations  and  physician  vis- 
its will  be  reimbursed,  they  can 
be  confident  that  there  will  be  no 
reimbursement.  Thus,  patient  un- 
certainty and  inability  to  pay  for 
insurance  coverage  payment  of 
medical  care  costs  will  disappear. 

The  advantages  of  this  policy 
and  this  company  are  obvious: 

1.  Subscribers  not  only  would 
pay  extremely  low  premiums,  but 
as  claimants  they  never  would 
have  any  expectations  of  payment 
of  a claim.  They,  therefore,  would 
never  be  angry,  disappointed, 
frustrated,  or  otherwise  upset 
about  noncompliance  or  foot- 
dragging  on  the  part  of  The 
Island. 

2.  The  operating  costs  of  The 
Island  would  be  minimal,  having 
only  to  cover  such  administrative 
items  as  rent,  secretarial  services, 
an  “800  number,  and  the  salary 
of  the  sole  officer  and  employee 
of  The  Island.  Since  the  number 
of  subscribers  and  providers 
would  be  small,  at  least  initially, 
administrative  costs  associated 
with  those  individuals  similarly 
would  be  small. 

3.  Since  claims  never  would  be 
paid,  overhead  costs  associated 
with  claims  would  be  nonexistent. 
For  example,  the  company  would 
not  have  to  maintain  reserves 
against  future  claims  (since  there 
would  not  be  any),  and  would  not 
have  to  maintain  an  investigation 
department  or  retain  consultants 
for  that  purpose  (since  neither 
legitimate  nor  fraudulent  claims 


would  be  paid).  Therefore,  The 
Island  would  have  a wonderful 
and  inexpensive  relationship  with 
“health  utility  governmental  in- 
surance regulatory  agencies. 

4.  Other  such  business  costs  as 

marketing  and  advertising  also 
would  be  virtually  nonexistent, 
since  the  straightforward  reputa- 
tion and  integrity  of  The  Island 
(“The  Island  has  the  strength  of 
nuclear  power.”)  soon  would  be 
widespread  among  potential  con- 
sumers (employers  and  individ- 
ual policyholders)  and  providers 
alike.  Advertising  would  not  be 
necessary:  name  recognition 

would  suffice. 

5.  Because  of  the  low  cost  and 

operating  simplicity  of  this  al- 
liance, a wide  variety  of  other 
profitable  insurance  products  — 
such  as  health,  life,  homeowners, 
automobile,  and  business  liability 
programs — coidd  be  made  avail- 
able to  the  public.  As  with  health 
care  products,  none  of  the 
products  would  see  a claim  paid. 
Therefore,  the  basic  premise  of 
The  Island  — “Just- Say- No  — 

would  be  consistently  and 
promptly  met,  without  the 
necessity  for  completing  com- 
plicated forms,  bureaucratic  de- 
lays, or  other  such  common 
sources  of  frustration.  Simply  sub- 
mit a claim,  and  have  it  not  paid 
almost  immediately. 

6.  A subscriber  to  The  Island 
never  need  be  dropped  or  see 
premiums  raised  for  submitting  a 
claim.  Payment  experience  for 
every  policyholder  with  The 
Island  would  be  identical,  regard- 
less of  insurance  and  claim  ex- 
perience. There  never  would  be 
any  reason  to  drop  a claimant  or 
to  raise  premium  charges,  except 
to  cover  costs  of  inflation  and 
business  expenses  for  The  Island. 

7.  Finally,  subscribers  need 
not  concern  themselves  about  the 
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increases  in  premium  costs.  All 
provider  (physician  and  other) 
panel  members  will  have  to  agree 
to  discount  their  fees  to  10  per- 
cent of  their  “usual  and  custom- 
ary’’ charges  as  a condition  of 
membership  in  The  Island,  and  to 
submit  a 100  percent  “withhold” 
of  all  fees  generated  for  Island 
services  back  to  The  Island  itself, 
to  cover  administrative  costs 
generated  for  The  Island  by  its 
providers.  Even  if,  by  some  fluke, 
the  occasional  provider’s  bill  for 
services  was  erroneously  ap- 
proved for  payment  by  a soft- 
headed financial  therapist,  the  ag- 
gregate amount  of  money  in- 
volved would  be  insignificant,  and 


the  approved  payment  eventually 
would  be  returned  to  The  Island. 

There  are  only  two  disad- 
vantges  to  The  Island’s  basic 
policy  of  nonpayment:  The  major 
disadvantage  is  that  the  policy- 
holder would  be  at  a financial  dis- 
advantage if  the  patient  actually 
ever  did  need  to  have  a claim 
paid.  The  minor  disadvantage  is 
that  providers  and  subscribers 
who,  in  the  past,  have  enjoyed 
complaining  about  or  suing  in- 
surance companies  for  nonpay- 
ment of  claims  would  be  deprived 
of  that  opportunity. 

With  the  advent  of  The  Island, 
American  society  can  be  confi- 
dent that  health  care  and  the 


health  care  industry'  in  this  coun- 
try soon  will  follow  in  the  admin- 
istrative and  regulatory  footsteps 
of  its  nuclear  namesake.  O Jeffrey 
Brown,  MD,  ID,  MPH;  Daniel 
Greenfield,  MD,  MPH,  MS 

Dr.  Brown  is  a practicing  psychiatrist 
and  health  care  consultant,  chief  ex- 
ecutive officer  of  the  Hospital  Planning 
and  Rescue  Company,  and  a faculty 
member  in  Department  of  Psychiatry, 
UMDNJ-New  Jersey  Medical  School, 
Newark.  Dr.  Greenfield  is  a practicing 
psychiatrist  and  health  care  consul- 
tant, president  of  the  Hospital  Planning 
and  Rescue  Company,  a faculty 
member  in  the  Department  of 
Psychiatry,  Albert  Einstein  College  of 
Medicine/Montefiore  Medical  Center, 
and  a member  of  the  Editorial  Board 
of  New  Jersey  Medicine. 
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Confronting  anxiety 
and  depression  in 
primary  care 

Kenneth  J.  Weiss,  MD 


Primary  care  physicians  treat  many  patients  with  anxiety  and 
depression.  These  disorders  have  excellent  treatment 
responses,  but  can  be  overlooked  due  to  varied  presentations. 
Physician  education  concerning  anxiety  and  depression  is 
important. 


Stress,  anxiety,  and  depres- 
sion are  so  much  in  the 
fabric  of  life  that  physi- 
cians run  the  risk  of  over- 
looking the  fact  that  they  are 
treatable  medical  conditions.1  The 
purpose  of  this  report  is  to  iden- 
tify ways  in  which  a primary  care 
physician  can  comfortably  ap- 
proach a patient  with  symptoms 
of  anxiety  and  depression  in  an 
effort  to  enhance  the  quality  of 
life  for  the  patient. 

THE  STRESS  CONNECTION 

Stress  is  a person’s  adaptation 
to  a changing  environment.  Many 
persons  respond  well  and  adap- 
tively, making  it  unlikely  that  a 
physician  would  see  them  in  a 
clinical  setting.  In  a person  vul- 
nerable to  anxiety  and/or  depres- 
sion, stressors  can  cause  the  pa- 
tient to  visit  the  physician  for  a 
variety  of  reasons,  often  a somatic 
complaint.2  In  addition  to  bodily 
complaints,  the  most  common 
presentations  of  stress  are  anxiety, 
depression,  alcohol  use,  and  drug 
abuse. 

The  principal  reason  for  the 
physician  to  begin  to  address 
stress-induced  and  spontaneous 
anxiety  and  depression  is  the 
morbidity  and  potential  mortality 
that  attends  the  untreated  con- 


ditions.3 In  addition  to  the  risk  of 
suicide,  morbidity  can  manifest  as 
susceptibility  to  illness  and  acci- 
dents, vocational  failure,  domestic 
instability,  addictive  behaviors, 
and  reduced  quality  of  life. 

ANXIETY  AND  DEPRESSION 

Although  it  is  easy  to  under- 
stand anxiety  and  depression  as 
extensions  of  the  normal  emotions 
of  fear  and  sadness,  it  does  not 
follow  that  in  their  clinical  forms 
they  also  are  normal.  Disorders  of 
mood  are  failures  to  regulate  es- 
sential systems  in  the  brain,  not 
moral  failures  of  the  patient. 
There  is  every  reason  to  consider 
anxiety  and  depression  under  a 
standard  medical  disease  model. 
The  model  includes  a demon- 
strable pattern  of  inheritance, 
neurochemical  pathophysiology, 
discrete  natural  histories,  dif- 
ferential drug  responses,  and  ef- 
fective therapies.45 

DIAGNOSING  ANXIETY 

Because  of  the  high  prevalence 
of  the  anxiety-depression  complex 
among  patients  in  primary  care 
settings,  there  should  be  a high 
index  of  suspicion  for  these  dis- 
orders, even  though  they  are 
diagnoses  of  exclusion.1  In  an 
otherwise  healthy  patient,  a 


physician  must  consider  the 
following  before  making  the 
diagnosis  of  anxiety:  normal  situa- 
tional stress,  caffeinism,  thyro- 
toxicosis, prescription  or  over- 
the-counter  medication  toxicity, 
e.g.  phenylpropanolamine, 
theophylline,  drug  and  alcohol 
abuse  (especially  stimulants),  and 
depression. 

In  addition  to  reviewing  a pa- 
tient’s current  drug  regimen, 
before  formulating  a pharmaco- 
logic approach,  it  is  wise  to  look 
at  the  patient’s  lifestyle  and  habits 
in  a way  that  could  be  called 
“anxiety  hygiene.’  This  approach 
takes  into  account  diet,  exercise, 
caffeine  use,  alcohol  use,  tobacco 
use,  stress  management,  and  the 
impact  of  current  medications. 
Lifestyle  modifications  should 
come  before  prescriptions  for 
psychotropic  drugs. 

Differentiating  anxiety  and 
depression  as  diseases  may  be  dif- 
ficult; more  often  than  not,  the 
two  are  found  together  (Table  1). 
There  are  several  important  sub- 
types  of  anxiety  disorders  and  the 
treatments  for  anxiety  disorders 
are  not  uniform.  The  major  cate- 
gories of  anxiety  disorders  along 
with  suggestions  for  pharmaco- 
therapy are  shown  in  Table  2. 

THE  ANXIOUS  PATIENT 

The  person  with  anxiety  or 
mixed  anxiety-depression  is  look- 
ing for  reassurance  that  the 
symptoms  do  not  represent  a dire 
medical  problem.  Those  patients 
with  hypochondriacal  traits  are 
more  resistant  to  reassurance  but 
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Table  1.  Comparing  anxiety  and  depression. 

Depression 

Anxiety 

Suicide  risk 

Suicide  risk 

Persistent  sad  mood 

Persistent  nervousness  or  attacks 

Feeling  hopeless  and  worthless 

Feeling  out  of  control 

Dwelling  on  perceived  failures 

Feelings  of  helplessness  and  dread 

Physical,  autonomic  underactivity 

Physical,  autonomic  overactivity 

Table  2.  Anxiety  disorders  and  their  medical  remedies. 

Disorders 

Treatment 

Adjustment  disorder  (acute  stress) 

Short-acting  benzodiazepines 

Panic  disorder 

High-potency  benzodiazepines, 
tricyclic  antidepressants,  MAO 
inhibitors,  serotonin  reuptake 
inhibitors 

Generalized  anxiety  disorder 

Buspirone,  benzodiazepines 

Obsessive-compulsive  disorder 

Serotonin  reuptake  inhibitors, 
clomipramine 

Post-traumatic  stress  disorder 

Antidepressants 

Table  3.  Keys  to  managing 
anxiety  and  depression. 

Patient  selection 

• Match  patient  and  treatment 

• Assess  need  for  maintenance 

• Avoid  drug  dependence 

Identification  of  target  symptoms 

• Somatic 

• Cognitive 

• Behavioral 

Proper  dosage 

• Do  not  oversedate 

• Dose  adequately 

Adequate  time  for  treatment  to 
work  (except  for  adjustment 
disorder) 

• Time  frame  in  weeks 

• Gradual  improvement 

Patient  education 

• Medical,  not  moral,  model 

• Acceptance  and  validation 

• Improving  treatment 
adherence 


often  will  respond  better  to  the 
physician  s affirmative  diagnosis. 
Naming  a disease,  rather  than 
making  a statement,  “It's  just 
your  nerves,”  or  “It’s  all  in  your 
head,”  is  more  productive.  Still, 
many  patients  reject  or  resist 
psychiatric  diagnoses.  Among  the 
reasons  for  this  is  that  anxiety 
symptoms  are  very  somatic  and 
actually  mimic  medical  illnesses, 
e.g.  chest  pain.  A typical  patient 
will  say,  “I  know  it’s  not  in  my 
head  because  I can  feel  my  heart 
almost  bursting  out  of  my  chest. 
After  the  basic  medical  rule-outs 
are  completed,  an  affirmative 
diagnosis  of  anxiety  is  in  order, 
presented  to  the  patient  with  con- 
fidence that  a treatable  illness  has 
been  discovered,  not  with  an 
apology  that  nothing  “real”  was 
found.  By  validating  anxiety  or 
depression,  the  physician  reduces 
the  stigma  associated  with 
psychiatric  diagnoses;  the  valida- 
tion will  facilitate  treatment  com- 
pliance later. 

INTERVENTIONS 

For  anxiety  with  or  without 
coexisting  depressive  symptoms. 


there  are  effective  medical  thera- 
pies.40 The  principles  used  in 
matching  patient  and  treatment 
include  acknowledging  a patient’s 
expectations,  anticipating  the 
duration  of  treatment,  under- 
standing the  differential  effects  of 
various  medications  on  illness 
subtypes,  and  minimizing  side  ef- 
fects. As  with  any  medical  treat- 
ment, the  clinical  approach  to  the 
anxiety-depression  complex  is 
part  science  and  part  art.  Some 
practitioners  seem  to  have  better 
results  than  others,  despite  the 
touted  efficacy  of  psychotropic 
medications.  In  Table  3,  five 
aspects  that  will  tend  to  improve 
the  success  rate  of  therapy  are 
addressed:  patient  selection,  iden- 
tifying target  symptoms,  dosage, 
time,  and  patient  education. 

CONCLUSION 

Many  of  the  medications  used 
for  anxiety  or  depression  will  help 
the  majority  of  patients  with 
mixed  symptoms.  Adhering  to  a 
medical  model,  and  observing 
consistency  of  approach  will  tend 
to  maximize  response  to  treat- 
ment. I 
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Part  II: 

Hospital  postcards: 

The  New  Jersey  view 

Lois  R.  Densky-Wolff,  MA 


This  two-part  article  provides  a pictorial  history  of  selected  New 
Jersey  hospitals  from  a postcard  collection  at  UMDNJ- 
University  Libraries  Special  Collections  Department.  The  two 
articles  are  organized  by  four  types  of  New  Jersey  hospital 
postcards. 


A two-part  article,  “Hos- 
pital postcards:  The  New 
Jersey  view”  was  based 
on  a 1993  mini-exhibit  at 
UMDNJ-George  F.  Smith 
Library  of  the  Health  Sciences, 
Newark.  Part  II  of  this  article 
uses  postcards  from  UMDNJ- 
Libraries  Special  Collections  De- 
partment to  illustrate  selected 
New  Jersey  hospitals  whose  pa- 
tient populations  are  derived  from 
military  personnel  or  local  com- 
munities. 

GOVERNMENT  HOSPITALS 

The  United  States  government 
established  hospitals  in  New 
Jersey  for  military  purposes  or  for 
the  care  of  enlisted  personnel  and 
veterans  of  the  armed  forces. 

The  U.S.  Army  General 
Hospital  No.  9 was  located  in  the 
Lakewood  Hotel,  which  was  con- 
verted to  military  use  by  the 
Army  in  January  1918  for  con- 
valescing soldiers.  The  Army  used 
the  facility  as  a military  hospital 
during  World  War  I.  The 
spacious  and  luxurious  Lakewood 
Hotel  was  built  in  1891  by 
Nathan  Straus.  The  hotel  even- 
tually was  demolished  (Figure  l).1 

The  Veterans  Administration 
(VA)  Hospital  in  East  Orange  was 
built  in  1952  and  rises  16  stories. 


Now  known  as  East  Orange  VA 
Medical  Center,  it  has  900  beds 
and  a 60-bed  nursing  home  care 
unit  (Figure  2).  Another  New 
Jersey  VA  hospital  is  located  in 
Lyons.2 

TOWN  & CITY  HOSPITALS 

The  great  majority  of  hospitals 
in  New  Jersey  were  local  facili- 
ties, privately  or  publicly 
established  and  funded. 

West  Jersey  Homeopathic  Dis- 
pensary and  Hospital  Association, 
founded  in  1885  as  the  Camden 


Homeopathic  Hospital,  was  in- 
corporated as  an  association  in 
1891.  First  renting  facilities  at  3 
Fifth  Street,  the  Camden  Homeo- 
pathic Hospital  at  West  and 
Stevens  Streets  was  purchased  by 
the  Association  in  1892  and  re- 
opened.3 These  facilities  were 
used  until  1910  when  a building 
at  Mt.  Ephraim  and  Atlantic  Av- 
enues was  purchased  on  a site 
known  as  the  Kaighn  Farm.  The 
original  hospital  facility  was  built 
in  1914  with  a number  of  later 
additions.  The  Association 
evolved  into  the  West  Jersey 
Hospital,  which  celebrated  its 
100th  anniversary  in  1985  (Figure 
3).4 

North  Hudson  Hospital  in 
Weehawken  was  organized  in 
1900  and  incoiporated  in  1901. 
First  renting  facilities,  a hospital 


Figure  1.  Operating  room,  U.S.  Army  General  Hospital  No.  9,  circa  1918. 
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building  was  constructed  on 
Bull’s  Ferry  Road  (now  Park  Av- 
enue) in  1911  and  enlarged  in 
1914;  a nurses  home  was  added 
in  1938.  The  Hospital  remained  at 
that  location  until  September 
1978  when  it  moved  to  River 
Road  in  North  Bergen;  it  was  re- 
named the  Palisades  Medical 
Center.  The  original  building  has 
been  renovated  for  low-  and  mid- 
dle-income housing  (Figure  4). 5 

Physicians  Hospital  was 
founded  circa  1900  and  located 
on  Plum  Street  in  Vineland 
(Figure  5).  The  original  three- 
storv  building  was  the  private 
home  of  Dr.  Fellows.  The  facility 
closed  in  1925  when  a new  hos- 
pital on  State  Street  was  built  in 
1924  to  replace  Physicians’ 
Hospital.  The  new  hospital  was 
called  Newcomb  Hospital,  now 
known  as  Newcomb  Medical 
Center.6 

Cooper  Hospital,  founded  by 
the  Cooper  family  of  Camden, 
was  incorporated  in  1875  as  the 
Camden  Hospital;  in  1877,  it  was 
renamed  in  honor  of  Richard 
Matlack  Cooper,  MD  (1816- 
1874),  and  his  twin,  William 
Cooper  (1816-1875). 7 Cooper 
Hospital  became  the  clinical  cam- 
pus for  UMDNJ-Robert  Wood 
Johnson  Medical  School  at 
Camden  in  1980  (Figure  6). 

The  year  1992  marked  the 
centennial  year  for  Morristown 
Memorial  Hospital.  Begun  in 
1892,  Morristown  Memorial  was 
established  with  money  from  the 
sale  of  Myra  M.B.  Brookfield  s 
house  and  an  additional  $5,500 
was  raised  through  fundraising  ef- 
forts. In  1893,  the  original 
hospital  was  located  in  the  former 
parsonage  of  Dr.  Timothy  Johnes 
on  Morris  Street.  The  hospital 
later  moved  to  a new  facility 
located  across  the  street.  Mor- 
ristown Memorial  remained  on 
Morris  Street  until  the  present 
facility  on  Madison  Avenue  was 
begun  in  1949  (Figure  7). 8 

Millville  Hospital  on  High 
Street  in  Millville  was  built  in 
1914  at  a cost  of  $28,011.  It 
opened  in  January  1915.  Ad- 


Figure  2.  Veterans  Administration  Hospital,  circa  1952. 


Figure  3.  West  Jersey  Homeopathic  Hospital  depicting  the  1914  building;  the 
Helene  Fuld  Student  Nurses  Building  is  shown  on  the  left,  circa  1954. 


~wr~ 


Figure  4.  North  Hudson  Hospital,  1910. 
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Figure  5.  Physicians’  Hospital,  Vineland,  1911. 


Figure  6.  Cooper  Hospital,  depicting  the  1877  building,  1908. 


Figure  7.  Morristown  Memorial  Hospital,  “realphoto  postcard,  circa  1906. 
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ditions  were  added  to  the  original 
structure  including  the  Wheaton 
Cancer  Treatment  Center  in 
1979.  The  1914  building  was  de- 
molished in  1986  when  a new 
hospital  facility  was  constructed 
(Figure  8). 9 

Monmouth  Memorial  Hospital 
in  Long  Branch  was  founded  in 
1887  as  the  Long  Branch  Hospital 
but  its  name  later  changed  to 
Monmouth  Memorial.  It  has  been 
known  as  Monmouth  Medical 
Center  since  1958.  Begun  in 
rooms  atop  Arnold  s Delicatessen 
on  Broadway,  the  Hospital 
purchased  the  Central  Hotel  near 
the  Long  Branch  train  station  and 
converted  it  for  use  as  a hospital 
in  1890.  Six  years  later,  the 
Hospital  established  the  Training 
School  for  Nurses.  By  its  100th 
anniversary,  Monmouth  Medical 
Center  had  continued  to  expand 
on  its  original  site  to  become  a 
major  medical  facility  in  Mon- 
mouth County  (Figure  9). 

Public  hospitals  formally  began 
in  Jersey  City  when  the  Jersey 
City  Charitable  Hospital  was  in- 
corporated in  1869.  By  1881,  the 
Common  Council  passed  ordi- 
nances authorizing  the  purchase 
of  land  between  Baldwin  Avenue 
and  Montgomery  Street  for 
hospital  purposes.  The  hospital 
was  renamed  Jersey  City  Hospital 
in  1885.  After  a long  and  tedious 
procedure,  construction  began  in 
1906  on  a second  hospital  facility; 
it  was  completed  in  1909  (Figure 
10). 

This  site  was  the  genesis  for  the 
present  Jersey  City  Medical 
Center.  Its  establishment  was 
greatly  influenced  by  the  patron- 
age of  Jersey  City  mayor,  Frank 
Hague  (1876-1956).  In  1930,  City 
Hospital  was  renamed  Jersey  City 
Medical  Center;  the  old  hospital 
building  was  demolished  in  1934. 

Jersey  City  Medical  Center 
grew  out  of  the  demise  of  the 
Jersey  City  hospital.  The  Medical 
Center  complex  was  completed  in 
1941  after  a decade  of  construc- 
tion at  the  same  Baldwin  Avenue 
and  Montgomery  Street  location, 
funded  by  Jersey  City  taxes. 
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municipal  bonds,  and  the  Works 
Progress  Administration  (Figure 
ll).u 

When  the  Seton  Hall  College 
of  Medicine  and  Dentistry 
(SHCMD)  was  founded  in  1954, 
it  was  to  the  Jersey  City  Medical 
Center  that  students  arrived  in 
1956.  An  agreement  between  the 
Medical  Center  and  SHCMD  had 
been  reached  so  that  the  Medical 
Center  provided  facilities  and 
clinical  experience  for  the  fledg- 
ing school  and  student  body.  By 
1967,  the  state  of  New  Jersey  had 
taken  over  SHCMD;  it  became 
New  Jersey  College  of  Medicine 
and  Dentistry.  The  school  re- 
located to  Newark  to  temporary 
facilities  while  a new  campus  was 
under  construction.  The  New 
Jersey  Dental  School,  however, 
remained  at  Jersey  City  Medical 
Center  until  1977. 

During  the  1870s,  Newark 
began  contributing  money  to  ex- 
isting Newark  hospitals  to  provide 
beds  for  city  use  in  its  efforts  to 
establish  a municipal  hospital.  In 
1870,  the  city  purchased  land  in- 
tended as  a future  site  for  a 
hospital.  The  site  was  located  in 
the  block  bounded  by  Fairmount 
Avenue,  Camden  Street,  Cabinet 
Street,  and  12th  Avenue.  Tempo- 
rary barrack-like  structures  were 
erected  and  the  site  was  leased 
for  eight  years  to  the  Essex  Coun- 
ty Insane  Asylum.  The  situation 
became  so  critical  that  in  1882 
Newark  appropriated  money  to 
build  a wing  on  the  Alms  House 
at  Elizabeth  Avenue  and  Concord 
Street  for  hospital  quarters,  which 
opened  on  September  4,  1883. 

Newark  City  Hospital  was  in- 
corporated on  February  23,  1883. 
In  1884,  the  hospital  moved  to 
the  former  Insane  Asylum  build- 
ing at  Fairmount  Avenue.  By 
1898,  construction  began  on  a 
new  building  that  was  ready  for 
occupancy  in  1900.  The  Training 
School  for  Nurses  was  established 
in  1886;  the  first  class  of  four 
nurses  graduated  in  1888.  A five- 
story  building  was  opened  in  1914 
for  the  student  nurses  on  Fair- 
mount  Avenue  across  from  the 


Figure  8.  Millville  Hospital,  circa  1938. 


Figure  9.  Monmouth  Memorial  Hospital,  circa  1906. 


Figure  10.  Jersey  City  Hospital,  “realphoto  postcard,  1910. 
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Medical  Center,  Jersey  City,  N.  J. 


Figure  11.  Jersey  City  Medical  Center,  circa  1941. 


Figure  12.  Newark  City  Hospital  circa  1905. 


Figure  13.  Newark  City  Hospital,  Nurses  Home,  circa  1920. 


hospital.  In  1925,  a four-story 
wing  was  added  to  the  hospital.12 
Newark  City  Hospital  served  the 
community  until  the  construction 
of  the  Martland  building  began  in 
1954.  The  old  building  was  de- 
molished while  the  nurses  resi- 
dence still  stands  on  Fairmount 
Avenue,  albeit  boarded  and 
closed  (Figures  12  and  13). 

Construction  began  in  1954  on 
the  Harrison  S.  Martland  Medical 
Center  to  replace  the  antiquated 
Newark  City  Hospital.  The  17- 
story  building  located  behind  the 
1900  structure  faced  Bergen 
Street  and  was  completed  in  May 
1958.  The  building  was  named  in 
honor  of  Dr.  Martland  (1883- 
1954),  a world-renowned  New 
Jersey  pathologist  who  served  the 
city  for  28  years  as  pathologist  for 
the  hospital  and  as  Essex  County 
medical  examiner.  Dr.  Martland 
pioneered  research  into  the  en- 
vironmental effects  of  radium 
poisoning  and  the  deaths  of  New 
Jersey  radium  dial  painters. 

In  1962,  Martland  Medical 
Center  was  renamed  Newark  City 
Hospital  (Figure  14).  On  July  1, 
1968,  the  New  Jersey  College  of 
Medicine  and  Dentistry 
(NJCMD)  assumed  operation  of 
the  hospital  when  the  school 
moved  from  Jersey  City  to 
Newark,  and  changed  the  name 
again  to  Martland  Medical 
Center.13  NJCMD  was  the  suc- 
cessor to  Seton  Hall  College  of 
Medicine  and  Dentistry  and  the 
antecedent  of  the  University  of 
Medicine  and  Dentistry  of  New 
Jersey.  Martland  Hospital  was 
abandoned  as  a hospital  facility 
with  the  opening  of  College  Hos- 
pital, now  University  Hospital, 
in  1979. 

CONCLUSION 

“Hospital  postcards:  The  New 
Jersey  view”  provides  a pictorial 
history  of  selected  New  Jersey 
hospitals.  The  two-part  article  il- 
lustrates hospital  buildings  that 
no  longer  exist  or  depicts  hos- 
pitals whose  missions  changed 
dramatically. 
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Figure  14.  Martland  Medical  Center  with  the  old  Newark  City  Hospital  and 
the  Nurses  Home  in  the  lower  left-hand  comer,  circa  1958. 


Editor’s  note:  Part  I:  Hospital 
postcards:  The  New  Jersey  view 
(tuberculosis  and  psychiatric  hos- 
pitals) appeared  in  last  month’s 
issue. 
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The  mean  performance 
regression,  a method  of 
objective  surgical  peer  review 

John  J.  Millili,  MD 


Outcome  data  were  studied  for  1,078  surgical  cases  over  a 
six-month  period.  A method  of  presentation  of  that  data,  the 
mean  performance  regression,  is  presented.  Mean 
performance  regression  is  a powerful  tool  in  stimulating 
discussion  about  surgical  performance. 


The  Health  Care  Improve- 
ment Act  of  1986  ex- 
panded the  scope  and 
responsibilities  of  the 
surgical  case  review  committee. 
The  committee  confronted  the 
problem  of  surgical  outcome 
analysis.  Traditionally,  this 
analysis  was  performed  on  a case- 
by-case  basis.  There  has  been  no 

Table  1.  Definition  of 
mortality  and 
morbidity. 

Mortality. 

1.  Any  death  occurring  within  30 
days  of  the  surgical  procedure. 

Morbidity. 

1.  Unscheduled  return  to  the 
operating  room. 

2.  Unscheduled  readmission  to  the 
hospital  within  30  days  of  surgical 
discharge. 

3.  Wound  complications,  either  in- 
fection or  dehiscence. 

4.  Thrombophlebitic  complications, 
either  acute  deep  venous  throm- 
bosis or  pulmonary  embolus. 

5.  Major  postoperative  system 
failure,  i.e.  acute  renal  failure, 
myocardial  infarction,  CVA, 
pulmonary  insufficiency. 


recent  standardized  method  for 
reporting  outcome  trends. 

During  a six-month  period 
from  January  to  June  1992,  an 
analysis  of  1,087  cases  within  a 
single  general  surgical  division 
was  undertaken.  Outcome  analy- 
sis consisted  of  monthly  reporting 
of  the  conditional  probabilities  of 
mortality  and  morbidity.  At  the 
end  of  the  six-month  period,  a 
linear  regression  analysis  was 
performed  to  define  a mean  sur- 
gical performance  within  the 
division.  The  mean  performance 
of  the  division  as  a whole  was 
reported  and  each  surgeon’s  in- 
dividual mean  also  was  plotted. 
This  method  provided  the  divi- 
sion with  an  objective  graphic  of 
surgical  outcomes  for  the  division 
and  for  the  individual  surgeon. 
The  mean  performance  regression 
is  a useful  tool  to  illustrate  trends 
in  mortality  and  morbidity. 

METHODS 

Surgical  outcomes  were  evalu- 
ated for  1,087  surgical  cases  over 
a six-month  period.  Definitions  of 
surgical  mortality  and  morbidity 
were  preset  (Table  1).  All  charts 
that  met  these  definitions  were 
forwarded  to  the  division  for  peer 
review.  Data  for  each  month  were 
recorded  for  each  individual  sur- 


geon as  conditional  probabilities 
of  mortality  and  morbidity.  Con- 
ditional probabilities  represent 
the  chance  of  an  event  happening 
given  a certain  condition.  The 
monthly  time  condition  (ex- 
pressed as  the  probability  of 
death  if  surgeon  one  operated  in 
January)  allows  comparison  of 
surgeons  despite  individual  varia- 
tions in  volume  by  taking  into 
consideration  the  amount  of  cases 
performed  over  the  time  con- 
dition. At  the  end  of  the  six- 
month  study  period,  a scatter  dia- 
gram was  developed  plotting  the 
conditional  probabilities  of  mor- 
tality against  morbidity.  A linear 
regression  analysis  was  run  to  de- 
velop a graphic  representation  of 
mean  divisional  performance.  The 
divisional  mean  and  the  in- 
dividual surgeons  mean  proba- 
bilities were  plotted  on  a graph 
and  the  result  forwarded  to  the 
division  of  general  surgery  for 
review. 

RESULTS 

For  the  seven  surgeons  within 
the  division,  there  were  six  pairs 
of  mortality  and  morbidity  prob- 
abilities reported  (Table  2).  The 
scatter  diagram  consisted  of  42 
data  points;  the  linear  regression 
analysis  is  illustrated  in  Figure  1. 
Plotted  on  this  graph  is  the  mean 
divisional  probability  of  morbidity 
and  mortality. 

The  six-month  mean  condi- 
tional probabilities  or  mortality 
and  morbidity  for  the  overall 
division  and  for  each  individual 
surgeon  are  presented  in  Table  3. 
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Table  2.  Monthly  conditional  probabilities  of  morbidity  and 
mortality,  presented  as  Cartesian  coordinates. 


Surgeon  1 

Surgeon  2 

Surgeon  3 

Surgeon  4 

.26 

.07 

.25 

.20 

.05 

.00 

.03 

.00 

.17 

.10 

.09 

.11 

.04 

.08 

.00 

.00 

.07 

.02 

.03 

.00 

.05 

.11 

.06 

.09 

.11 

.04 

.08 

.00 

.05 

.05 

.00 

.00 

.04 

.07 

.10 

.04 

.08 

.00 

.07 

.03 

.06 

.11 

.25 

.03 

.00 

.08 

.00 

.00 

Surgeon  5 

Surgeon  6 

Surgeon  7 

.00 

.06 

.00 

.00 

.00 

.00 

.08 

.00 

.00 

.00 

.14 

.00 

.00 

.00 

.08 

.00 

.00 

.00 

.12 

.00 

.00 

.00 

.00 

.00 

.07 

.07 

.08 

.00 

.00 

.00 

.09 

.03 

.00 

.00 

.00 

.00 

Table  3.  Six-month  mean  conditional  probabilities  of  morbidity 
and  mortality. 


Morbidity 

Mortality 

Divisional 

.06 

.03 

Surgeon  1 

.12 

.07 

Surgeon  2 

.13 

.06 

Surgeon  3 

.04 

.05 

Surgeon  4 

.03 

.02 

Surgeon  5 

.06 

.03 

Surgeon  6 

.03 

.00 

Surgeon  7 

.02 

.00 

The  graph  in  Figure  2 plots 
each  surgeon’s  individual  mean 
probabilities  on  the  regression 
curve.  This  is  the  final  analysis  of 
the  prospective  six-month  mor- 
tality and  morbidity  outcomes, 
and  the  graph  illustrates  the  mean 
divisional  performance  and  each 
individual  surgeon’s  mean  con- 
tribution to  the  regression  curve. 
This  graph  was  forwarded  to  the 
division  for  discussion  and 
analysis. 

DISCUSSION 

Measurement  of  outcomes  has 
been  an  emphasis  within  quality 
assurance  programs.1  However, 
analysis  of  quality  assurance  re- 
ports published  between  1987 
and  1990  continues  to  suggest  a 


lack  of  quantitative  outcome 
analysis;  this  has  been  cited  as  a 
continuing  obstacle  in  evaluating 
the  effects  of  various  interven- 
tions.1 

There  is  current  enthusiasm  for 
implementing  industrial  methods 
of  outcome  analysis  describing 
management  philosophy  in  terms 
of  continuous  quality  improve- 
ment and  statistical  quality  con- 
trol.2 

Multiple  disciplines  have  pub- 
lished independent  models  for 
outcome  analysis  in  various 
clinical  settings.3"6  However, 
there  is  a lack  of  published  data 
for  a simple  standard  model  to 
quantify  surgical  outcome  and 
divisional  performance  within 
general  surgery. 


Mortality  and  morbidity  had 
been  reviewed  on  a case-by-case 
basis.  This  can  stimulate  dis- 
cussion about  a particular  disease 
process;  however,  case-by-case 
analysis  is  a poor  way  to  gauge 
individual  or  group  surgical 
performance.  There  is  no  doubt 
that  time-trended  data  consider- 
ing multiple  surgeon-patient  in- 
teractions are  superior  in  uncov- 
ering patterns  of  performance. 

Mean  performance  regression 
is  a picture,  a two-dimensional 
field  where  all  surgeons  within 
the  division  reside.  It  is  not  useful 
in  the  “classic’  sense  of  a 
regression  analysis  and  holds  no 
predictive  value.  There  is  no  need 
to  apply  a correlation  analysis  to 
the  regression  as  it  is  only  a 
retrospective  representation  of 
what  has  happened  within  a given 
time  frame.  This  graphic  tool  is 
used  to  stimulate  discussion  with- 
in the  group.  We  have  found  that 
in  this  respect  the  mean  perfor- 
mance regression  works  as  well  as 
a grenade  in  a foxhole.  Using  the 
mean  performance  regression  as 
described,  allows  definition  of  av- 
erage divisional  and  individual 
surgical  performance  over  a de- 
fined period.  Time  analysis  is  im- 
portant in  defining  trends  and 
areas  that  require  improvement. 
It  has  been  suggested  that  most 
health  care  managers  prefer  being 
held  accountable  for  measurable 
effort  rather  than  measurable  re- 
sults.7 On  the  other  hand,  sur- 
geons need  to  evaluate  measur- 
able results,  and  the  mean 
performance  regression  is  an  ideal 
method  of  defining,  over  of  a 
period  of  time,  these  outcomes. 
Mean  performance  regression  is 
presented  as  a simple  method  to 
present  divisional  and  individual 
performance  and  is  adaptable  to 
any  discipline  in  which  mortality 
and  morbidity  statistics  are  avail- 
able. ■ 
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Meniere’s  disease: 

Diagnosis  and 
management 

Usa  Siriboonrit,  MD 
Anthony  F.  Jahn,  MD 


Meniere’s  disease  is  an  inner  ear  disorder  manifesting  as 
attacks  of  vertigo,  hearing  loss,  tinnitus,  and  aural  fullness. 
Successful  management  includes  an  accurate  diagnosis, 
ruling  out  other  causes  of  vertigo,  salt  restrictions,  and  use  of 
diuretics. 


Meniere’s  disease,  or 
endolymphatic  hy- 
drops, is  an  idio- 
pathic disorder  of  the 
inner  ear  that  causes  recurrent 
attacks  of  dizziness,  hearing  loss, 
and  tinnitus.  Its  most  disabling 
symptom  is  severe  episodic  verti- 
go. Although  Meniere’s  disease  is 
a lifelong  condition,  with  proper 
diagnosis  and  treatment,  its 
symptoms  often  can  be  con- 
trolled. 

The  underlying  pathology  in 
Meniere’s  disease  is  excess  ac- 
cumulation of  endolymph  in  the 
inner  ear.1  The  cause  for  this  is 
not  known,  and  may  be  due  to 
increased  rate  of  formation  or 
decreased  excretion.  The  en- 
dolymph exerts  pressure  on  the 
cochlear  and  vestibular  end- 
organs,  producing  auditory  and 
vestibular  symptoms.  Although 
initially  the  effects  of  this  pres- 
sure are  transient,  in  uncontrolled 
cases  over  time,  the  ear  loses  its 
ability  to  recover  between  attacks. 
In  long-term  chronic  cases,  the 
attacks  stop  and  patients  may  be 
left  with  permanent  hearing  loss 
and  tinnitus,  along  with  a chronic 
state  of  disequilibrium.  A variety 
of  medical  and  surgical  treat- 
ments have  been  proposed  for 
Meniere’s  disease. 


CLINICAL  MATERIAL 

Fifty-five  eases  of  Meniere  s 
disease  were  diagnosed  between 
September  1989  and  September 
1992  (Table  1).  At  diagnosis,  the 
ages  of  the  patients  ranged  from 
under  18  years  to  62  years,  with 
most  patients  between  ages  30  to 
50  years.  There  was  nearly  a 3 to 
2 female  predominance  (34 
females  and  21  males).  The  age  of 
onset  varied  from  14  to  62  years, 
and  the  duration  of  disease  prior 
to  diagnosis  ranged  from  2 
months  to  35  years. 

Clinical  presentation  is  docu- 
mented in  Table  2.  Dizziness  was 
present  in  93  percent  of  patients. 
In  78  percent  of  cases,  this  was 
moderate  or  severe,  with  disabl- 
ing rotatory  vertigo,  nausea,  and 
vomiting.  Four  patients  (7  per- 
cent) had  no  vertigo,  but 
manifested  other  aural  symptoms 
of  Meniere’s  disease.  Tinnitus  was 
noted  by  83  percent  of  patients, 
hearing  loss  was  noted  by  67  per- 
cent of  patients,  and  aural  fullness 
or  pressure  was  noted  by  22  per- 
cent of  patients.  There  was  a left 
ear  predominance  at  the  time  of 
presentation:  33  patients  (60  per- 
cent) had  left  ear  involvement,  16 
patients  (29  percent)  had  right  ear 
involvement,  while  6 patients  (11 


percent)  presented  with  bilateral 
disease. 

After  a complete  clinical 
evaluation,  patients  underwent 
audiometric  and  vestibular  test- 
ing, including  computerized  elec- 
tronystagmographv.  Diagnosis 
was  based  on  history  and  physical 
examination,  as  well  as  positive 
audiometric  and  vestibulometric 
findings. 

RESULTS 

Every  patient  had  an  audio- 
gram.  Surprisingly,  in  40  percent 
of  eases  the  audiogram  initially 
was  normal.  The  patients  with 
hearing  loss  showed  a 2:1  left  ear 
predominance  (30  percent  versus 
16  percent),  with  14  percent  of 
the  patients  showing  bilateral 
hearing  loss.  Similarly,  of  50  ves- 
tibular (ENG)  tests,  20  percent  of 
patients  (ten  patients)  showed 
normal  caloric  responses. 

All  patients  initially  were  treat- 
ed with  a diet  low  in  sodium, 
caffeine,  and  alcohol,  along  with 
diuretics  (Table  3).  Seventy-three 
percent  (39  of  55)  of  the  patients 
were  satisfactorily  controlled  on 
this  regimen.  Of  the  failures,  13 
patients  required  endolymphatic 
sac  decompression  and  shunt 
(Table  4),  and  2 patients  (3.6  per- 
cent) underwent  labyrinthectomy. 
One  patient  in  this  group  re- 
quired vestibular  nerve  section. 
One  patient  with  bilateral  disease 
underwent  intramuscular  (IM) 
streptomycin  therapy  for  ves- 
tibular ablation. 

Vertigo  was  eliminated  in  75 
percent  of  patients.  In  an  ad- 
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Table  1. 

Demographics  at 
presentation. 

Age  range: 

30  to  73  years. 

Years 

Number  of  Patients 

30-39 

16 

40-49 

12 

50-59 

16 

>60 

11 

Age  of  onset:  14  to  62  years. 

Years 

Number  of  Patients 

<20 

4 

20-29 

5 

30-39 

17 

40-49 

18 

50-59 

4 

>60 

7 

Duration  of  symptoms:  2 months  to 

35  years. 

Years 

Number  of  Patients 

<1 

10 

1-5 

21 

6-10 

12 

>10 

12 

Table  2.  Symptoms  at 

presentation. 

Vertigo:  Present 

in  93  percent 

of  cases. 

Negative 

1 patient 

Mild 

8 patients 

Moderate 

16  patients 

Severe 

26  patients 

Hearing  Loss: 

Present 

37  patients  (67%) 

Absent 

18  patients  (33%) 

Tinnitus: 

Present 

47  patients  (82%) 

Absent 

8 patients  (18%) 

Aural  Fullness: 

Present 

12  patients  (22%) 

Absent 

43  patients  (78%) 

ditional  15  percent  of  patients, 
good  control  of  vertigo  was  ob- 
tained, with  occasional  relapse 
due  to  dietary  indiscretion,  stress, 
or  menstrual  hormonal  fluctua- 


tions. Tinnitus  improved  in  16 
percent  of  patients  on  diet  and 
diuretics,  in  17  percent  of  patients 
following  endolymphatic  sac  de- 
compression, and  in  both  patients 
who  underwent  labyrinthectomy. 
In  all  other  patients,  tinnitus  was 
unchanged.  No  patient  showed  a 
worsening  in  tinnitus  following 
treatment. 

The  effect  on  hearing  was 
slight.  Of  the  diet  and  diuretic 
group,  10  percent  of  patients 
were  improved,  6 percent  of  pa- 
tients were  worse,  and  84  percent 
of  patients  unchanged.  In  the  en- 
dolymphatic sac  decompression 
group,  8 percent  of  patients  im- 
proved while  75  percent  of  pa- 
tients were  unchanged.  Two  pa- 
tients (16  percent)  showed  a 
decrease  in  hearing.  The  patient 
who  underwent  vestibular  nerve 
section  showed  no  change  in 
hearing,  while  the  labyrinthec- 
tomized  patients  had  their  resi- 
dual hearing  surgically  elimi- 
nated by  the  procedure.  The  pa- 
tient treated  with  streptomycin 
showed  no  significant  change. 

DISCUSSION 

Meniere’s  disease  usually  is 
characterized  by  idiopathic  at- 
tacks showing  a tetrad  of 
symptoms:  hearing  loss,  vertigo, 
tinnitus,  and  aural  fullness.  The 
symptoms  occur  in  various  com- 
binations. Although  patients  in- 
itially may  present  with  attacks 
that  are  predominantly  cochlear 
(hearing  loss,  aural  fullness,  or 
tinnitus)  or  vestibular  (vertigo), 
eventually  both  kinds  of 
symptoms  usually  develop.2  The 
hallmark  of  this  condition  is  that 
the  symptoms  are  episodic.  Con- 
stant vertigo,  constant  tinnitus,  or 
permanent  hearing  loss  do  not 
make  the  diagnosis  of  Meniere’s 
disease,  although  these  may  de- 
velop late  in  the  course  of  the 
disease. 

A detailed  history  documenting 
the  attacks  is  the  most  important 
clue  to  diagnosing  Meniere’s  dis- 
ease. Attacks  may  increase  before 
menstruation,  with  barometric 
pressure  changes,  or  under 


stressful  conditions.  Between  at- 
tacks, and  particularly  early  in  the 
course  of  their  disease,  patients 
will  be  completely  free  of 
symptoms,  and  may  show  normal 
audiometic  and  vestibular  tests.  A 
normal  audiogram  or  normal  elec- 
tronystagmogram,  therefore,  does 
not  rule  out  the  diagnosis.  To 
make  the  diagnosis  of  Meniere’s 
disease,  other  causes  of  fluctuant 
inner  ear  disturbance  must  be 
ruled  out.  These  can  include  fis- 
tula of  the  round  or  oval  window, 
otosclerosis,  acoustic  neuroma, 
demyelinating  disease,  and 
metabolic  disturbances.  Magnetic 
resonance  imaging  (MRI)  with 
gadolinium  is  useful,  along  with 
specific  metabolic  tests  to 
evaluate  thyroid  function  and 
glucose  metabolism. 

The  cornerstone  of  treatment 
in  Meniere’s  disease  is  dietary 
control  and  diuretics.3  Most  pa- 
tients experience  significant  relief 
of  symptoms  on  this  regimen.  Pa- 
tients who  fail  this  therapy  in- 
clude those  patients  unable  to  tol- 
erate diuretics  due  to  hypotension 
or  hypokalemia,  and  patients  who 
show  no  improvement  despite 
good  compliance.  If  the  disability 
is  severe  enough,  these  patients 
may  require  surgery  for  control. 

Surgical  candidates  with  good 
hearing  in  the  affected  ear  should 
initially  consider  endolymphatic 
sac  decompression.  This  is  a 
transmastoid  procedure  that  ex- 
poses the  endolymphatic  sac.  A 
small  shunt  is  placed  into  the  sac 
to  provide  an  overflow  valve  for 
excess  endolymph.  A significant 
percentage  of  patients  experience 
good  control  of  their  symptoms 
following  the  shunt  procedure.45 
Patients  who  develop  recurrence 
of  symptoms  despite  shunting 
should  be  considered  for  ves- 
tibular nerve  section.6.  This 
procedure  is  more  complicated, 
and  requires  the  combined  ex- 
pertise of  the  neuro-otologist  and 
the  neurosurgeon.  By  denervating 
the  vestibular  portion  of  the 
labyrinth,  vertigo  can  be  con- 
trolled with  preservation  of  hear- 
ing. 


172 


NEW  JERSEY  MEDICINE 


Table  3.  Diuretics  and  salt  restriction  treatment. 

Better 

Same 

Worse 

Vertigo 

39  (73%) 

16  (27%) 

— 

Hearing  loss 

6 (10%) 

46  (84%) 

3 (6%) 

Tinnitus 

9 (16%) 

46  (84%) 

— 

Table  4.  Endolymphatic  sac  decompression. 
Total  procedures:  13  (10  left  ear  and  3 right  ear). 


Better 

Same 

Worse 

Vertigo 

9 (61%) 

2 (17%) 

1 (8%) 

Hearing  loss 

1 (8%) 

9 (75%) 

2 (16%) 

Tinnitus 

2 (17%) 

10  (83%) 

— 

The  second  group  of  medical 
failures  are  patients,  usually  with 
advanced  Meniere’s  disease,  who 
have  lost  useful  hearing  in  the 
affected  ear.  These  patients  are 
best  managed  with  a labyrinthec- 
tomy.  This  procedure  surgically 
obliterates  the  entire  inner  ear 
and  removes  the  labyrinthine 
source  of  vertigo.8  Hearing  is 
destroyed  as  part  of  this  proce- 
dure. 

Patients  with  bilateral  Me- 
niere’s disease  are  an  unfortunate 
minority,  which  may  constitute 
up  to  10  percent  of  cases  in  ex- 
tensively followed  series.  In  our 
smaller  group,  they  formed  11 
percent  of  patients  at  the  time  of 
presentation.  The  current  man- 
agement for  this  condition  is  in- 
tramuscular streptomycin  injec- 
tions, titrated  to  achieve  ves- 
tibular ablation  with  minimal 
damage  to  the  hearing.9  Our  ex- 
perience with  one  case  in  the  cur- 
rent series  was  equivocal.  While 
the  patient  had  no  deterioration 
to  the  hearing,  vertigo  was  not 
significantly  reduced. 

Ancillary'  measures  in  treat- 
ment of  Meniere’s  disease  are  im- 
portant, although  often  under- 
emphasized in  the  otologic 
literature.  Patients  with  partially 
controlled  disease  can  be  helped 
with  antiemetic  medications  such 
as  scopolamine,  meclizine  (Anti- 
vert®), and  prochlorperazine 
(Compazine®),  although  these 
drugs  are  more  useful  for  control- 
ling nausea  rather  than  vertigo. 
During  an  acute  attack,  patients 
may  vomit,  and  always  have 
decreased  peristalsis  and  delayed 
gastric  emptying.  For  this  reason, 
antiemetics  in  suppository  form 
can  be  prescribed.  We  do  not 
normally  maintain  patients  on 
meclizine,  since  the  attacks  are 
not  prevented  and  patients  ex- 
perience significant  side  effects, 
such  as  fatigue,  confusion,  and 
xerostomia. 

Antidepressants  are  useful  ad- 
juncts in  patients  where  attacks 
are  engendered  by  stress,  or 
where  there  is  a significant  com- 
ponent of  depression.  Amitrip- 


tyline (Elavil®  and  Endep®),  taken 
in  low  doses  (10  to  20  mg  twice 
a day  to  three  times  a day),  has 
been  particularly  useful  in  pa- 
tients who  are  disturbed  by  the 
tinnitus  component  of  their  con- 
dition. Reassurance,  counselling, 
and  ready  access  to  the  treating 
physician  complete  the  overall 
care  for  Meniere’s  disease. 

CONCLUSIONS 

Fifty-five  patients  with 
Meniere’s  disease  were  treated  by 
a variety  of  medical  and  surgical 
measures.  Satisfactory'  control  of 
vertigo  was  achieved  in  90  per- 
cent of  cases.  The  improvement 
in  hearing  and  relief  of  tinnitus 
was  less  consistent.  Surgery'  is  a 
useful  adjunct  in  managing 
medical  failures;  however,  it  does 
not  replace  medical  therapy. 

Total  management  of  Meniere’s 
disease  requires  a long-term  com- 
mitment using  a spectrum  of 
measures  including  psychologic 
support.  The  mode  of  presenta- 
tion and  clinical  course  is  highly 
variable  and  each  patient  should 
be  managed  on  an  individualized 
basis.  M 
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School.  Dr.  Jahn  is  an  attending 
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professor  of  surgery,  UMDNJ-New 
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University  College  of  Physicians  and 
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Rock  Avenue,  Roseland,  NJ  07068. 


REFERENCES 

1.  Hallpike  C,  Cairns  H:  Observations  on 
the  pathology  of  Meniere’s  syndrome.  J 
Laryngol  Otol  53:625,  1938. 

2.  Kitahara  M,  et  al.:  Pathophysiology  of 
M eniere’s  disease  and  its  subvarieties.  Acta 
Otolaryngol  406:52,  1984. 

3.  Jackson  CG,  et  ah:  Medical  manage- 
ment of  Meniere’s  disease.  Arm  Otol  90:142, 
1981. 

4.  Arenberg  IK:  Results  of  en- 

dolymphatic sac  to  mastoid  shunt  surgery 
for  Meniere's  disease  refractory  to  medical 
therapy.  Am  J Otol  8:271.  1987. 

5.  Brackmann  DE.  Nissen  RL:  Meniere's 
disease:  Results  of  treatment  with  the  en- 
dolymphatic subarachnoid  shunt  compared 
with  the  endolymphatic  mastoid  shunt.  Am 
] Otol  8:275,  1987. 

6.  Silverstein  H,  Norrell  H,  Haberkamp 
T:  A comparison  of  retrosigmoid  I AC, 
retrolabyrinthine,  and  middle  fossa  ves- 
tibular neurectomy  for  treatment  of  vertigo. 
Laryngoscope  97:165,  1987. 

7.  Silverstein  H,  Norrell  H,  Rosenberg  S: 
The  resurrection  of  vestibular  neurectomy: 
A ten-vear  experience  with  115  cases.  Am 
J Otol'  10:256,  1989. 

8.  Graham  MD,  Kemink  JL:  Trans- 
mastoid  labyrinthectomy:  Surgical  manage- 
ment of  vertigo  in  the  nonserviceable  hear- 
ing ear:  Five-vear  experience.  Am  ] Otol 
5:195.  1984. 

9.  Wilson  W.  Schuknecht  H:  Update  on 
the  use  of  streptomycin  therapy  for 
Meniere’s  disease.  Am  J Otol  2:108,  1980. 

10.  Beck  C:  Medical  treatment  of 

Meniere's  disease,  in  Pfaltz,  CR  (ed).  Con- 
troversial Aspects  of  Meniere’s  Disease.  New 
York,  NY,  George  Thieme  Publishing,  1986. 

11  Mizukoshi  K,  et  al.:  Clinical  evalua- 
tion of  medical  treatment  for  Meniere’s  dis- 
ease, using  a double-blind  controlled  study. 
Am  J Otol  9:418,  1988. 


VOL.  91 -NUMBER  3 MARCH  1994 


173 


Dental  Rates  Now  Reduced  By  10  Percent 

A 10%  rate  reduction  on  MSNJ  dental  coverage  follows  two  consecutive  annual  renewals 
with  no  rate  increases.  The  reason?  Good  claims  utilization  of  this  experience-rated  program 

means  favorable  rates  to  you. 

Health  Care  Rates  Now  Renewed  At  No  Change 

And  remember,  that’s  no  change  from  a 10%  rate  reduction  implemented  in  July,  1993. 

Prior  to  that,  renewal  rates  had  remained  unchanged  since  1991.  Again,  good  claims  utilization 
allows  the  MSNJ  Health  Care  Plan  to  consistently  renew  its  commitment  to  lower  premiums. 

Comprehensive  Coverage.  Competitive  Costs.  Provider  Choice. 

You  can  judge  the  MSNJ  Health  Care  and  Dental  Plans  by  their  comprehensive  coverage 
and  competitive  rates.  And  by  their  following.  Our  health  care  and  dental  programs  are  the 
plans  of  choice  for  thousands  of  MSNJ  members.  You  have  total  freedom  in  choosing  hospital 
and  physician  providers,  without  reducing  benefits  for  choosing  one  provider  over  another. 


For  more  information,  please  call 
William  Bloor,  Assistant  Vice  President, 

Donald  F.  Smith  & Associates 

3120  Princeton  Pike,  P.O.  Box  6509,  Lawrenceville,  NJ  08648-0509 
Telephone  (609)  895-1616  (800)  227-6484 

Plans  are  underwritten  by  Blue  Cross  and  Blue  Shield  of  New  Jersey  and  are  not  available  to  residents  of  New  York  State. 


(DONALD  E SMITH 


[QJ  ASSOCIATES) 
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Laser-assisted 
laparoscopic 
lumbar  diskectomy 


Sherman  Stein,  MD 
Gus  J.  Slotman,  MD 


The  authors  report  the  first  excision  of  a herniated  lumbar  disk 
using  the  combination  of  laparoscopic  exposure  and  contact 
laser  application.  A 27-year-old  patient  experienced  immediate 
complete  relief  of  back  and  leg  pain.  Laser-assisted 
laparoscopic  lumbar  diskectomy  offers  unique  advantages. 


Traditional  laminectomy 
for  lumbar  disk  hernia- 
tion is  not  always  as- 
sociated with  success. 
Complications,  including  recur- 
rence, epidural  fibrosis,  nerve 
root,  and  vascular  injury  have  led 
to  a search  for  improved  surgical 
treatment  of  lumbar  disk  disease.1 
The  introduction  of  microscopic 
technique  has  not  prevented 
these  problems.2  Other  complica- 
tions and  limitations  have  pre- 
vented routine  acceptance  of 
percutaneous  techniques  for  disk 
removal.34 

The  anterior  approach  to  cervi- 
cal disk  disease  has  largely  sup- 
planted the  older  laminectomy 
because  of  its  direct  access  to  the 
region  of  pathology,  its  higher 
success  rate,  and  its  ability  to 
avoid  the  complications  of  its 
predecessor.  By  contrast,  anterior 
approaches  to  lumbar  diskectomy 
involved  extensive  retroperitoneal 
dissection  and  often  prolonged 
postoperative  immobilization.5 
We  present  a case  in  which  a 
herniated  lumbar  disk  was 
successfully  removed  via 
laparoscopy. 

CASE  REPORT 

A 27-year-old  male  stock  clerk- 
had  three  years  of  unremitting 


low  back  and  bilateral  sciatic  pain 
following  a work-related  injury. 
Medication,  bedrest,  and  physical 
therapy  had  been  unsuccessful, 
and  he  had  not  worked  in  over 
two  years  because  of  pain. 
Physical  examination  revealed 
lumbosacral  tenderness,  para- 
spinal  muscle  spasm,  and  positive 
straight  leg  raising  at  45°  bilateral- 
ly. There  was  no  sensory  or  motor 
dysfunction,  but  Achilles  tendon 
reflexes  were  absent  bilaterally. 
His  magnetic  resonance  imaging 
(MRI)  scan  revealed  a large  ven- 
tral disk  herniation  at  L5-S1 
(Figure  1). 

After  the  patient  chose  surgical 
excision  of  his  disk,  the  proce- 
du  res  ol  microdiskectomy,  percu- 
taneous automated  diskectomy, 
and  laparoscopic  diskectomy  were 
described.  He  chose  to  undergo 
laparoscopic  lumbar  diskectomy. 

At  operation,  he  was  placed  in 
steep  Trendelenburg  position  to 
facilitate  exposure  before  prepar- 
ing and  draping  the  abdomen.  A 
laparoscopic  trocar  was  inserted 
periumbilically  and  the  abdomen 
was  inflated  with  carbon  dioxide; 
additional  trocars  were  placed 
above  the  pelvic  brim,  one  in  the 
midline  suprapubically  and  two 
just  lateral  to  the  rectus  sheath  on 
each  side.  The  large  and  small 


bowel  were  retracted  and  the  iliac 
bifurcation  was  identified  by 
direct  inspection  and  confirmed 
by  laparoscopic  Doppler  ultra- 
sound. The  posterior  peritoneum 
was  sharply  opened  and  retracted. 
The  L5-S1  interspace,  immediate- 
ly below  the  iliac  bifurcation,  was 
identified  by  direct  inspection.  Its 
margins  were  confirmed  by  x-ray. 
The  annulus  of  the  disk  was 
opened  and  excised  using  the 
Nd:YAG  contact  laser  (1064  nm, 
15  to  25  watts).  Standard  disk  in- 
struments, modified  to  fit  through 
the  laparoscopic  cannulae,  were 
used  to  excise  the  disk.  At  the 
completion  of  disk  excision,  the 
posterior  longitudinal  ligament 
coidd  be  visualized. 

Postoperatively,  the  patient  ex- 
perienced immediate  and  com- 
plete relief  of  both  back  and  leg 
pain  (Figure  2).  He  exhibited  un- 
limited forward  flexion  on  post- 
operative day  two  and  felt  well 
enough  to  return  to  work  on 
postoperative  day  eight.  He  re- 
quired no  postoperative  pain 
medications. 

DISCUSSION 

The  introduction  of  new  ap- 
proaches to  lumbar  disk  surgery 
reflects  the  need  to  improve  the 
outcome.  Intradiskal  chymopa- 
pain,6 microdiskectomy,2  and 
percutaneous  surgical  techniques 
all  have  been  tried  with  varying 
indications  and  success.'  10  Lapa- 
roscopic diskectomy  offers  the  ad- 
vantages of  safety,  ease  of  ex- 
posure, and  rapid  postoperative 
recuperation. 
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Figure  1.  (A)  Sagittal  and  (B)  transaxial  views  of  the  lumbosacral  spine  illustrating  a ventral  disk  herniation  (arrows) 
at  the  L5-S1  interspace.  Preoperative  views. 


Figure  2.  (A)  Sagittal  and  (B)  transaxial  views  illustrating  a modest  decrease  in  the  size  of  the  herniated  disk  following 
surgery. 


The  only  previous  repoit  of 
laparoscopic  lumbar  diskectomy 
employed  fluoroscopic  control.11 
Although  the  patient  did  well, 
disk  excision  was  incomplete. 

The  approach  described  in  this 
report  allows  visual  monitoring  of 
disk  excision  and  more  adequate 
disk  removal.  We  believe  the 
procedure  has  promise  at  other 
lumbar  levels  in  addition  to  L5- 
S1  and  we  are  investigating  in- 
creasing the  application  of 
laparoscopy  to  other  neuro- 
surgical procedures.  ■ 
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HOUSING  APPLICATION 

228th  ANNUAL  MEETING 
THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

APRIL  30-MAY  4,  1984 

TRUMP  TAJ  MAHAL  CASINO/RESORT 

1000  BOARDWALK  AT  VIRGINIA  AVENUE,  ATLANTIC  CITY,  NJ  08401 
RESERVATION  DEPARTMENT  1/800/825-8786 


(Please  Print) 

Name 

Address 

City State Zip 

Home  Phone Business  Phone 

Sharing  With 

Date  of  Arrival Time 

Date  of  Departure Time 

A one-night  deposit  (equivalent  to  room  rate)  is  required  with  all  reservation  requests.  Please  send  check 
or  money  order  payable  to  the  TRUMP  TAJ  MAHAL  CASINO/RESORT  or  complete  the  following: 

Card  # Type  Exp.  Date 

SCHEDULE  OF  RATES  SUBJECT  TO  12%  TAX 

□ SINGLE  $105.00  □ DOUBLE  $105.00  □ Extra  Person  $25.00 

(Reservations  must  be  received  prior  to  April  2,  1994) 

□ One  Bedroom  Suite  $275.00  per  day 

□ One  Bedroom  Hospitality  Suite  $300.00  per  day 

Check-out  time  is  12  noon.  Rooms  may  not  be  available  for  check-in  until  after  4 p.m.  Check-in  time  on 
Sunday  is  6 p.m.  FORTY-EIGHT  (48)  HOURS  NOTICE  OF  CANCELLATION  is  required  for  a full  refund. 
PARKING:  There  is  a state-imposed  $2.00  minimum  charge  per  24-hour  period  of  each  motor  vehicle  parking 
on  the  premises. 

□ Check  if  Official  Delegate County 

PLEASE  NOTE:  Current  state  sales  tax  is  3%  and  occupancy  tax  is  9%,  and  room  usage  fee  is  $2.00 
per  room,  per  night.  These  taxes  are  subject  to  change,  without  notice. 

The  proceeds  from  the  fees  collected  shall  be  paid  into  a special  fund  that  will  be  established  and 
held  by  the  Atlantic  City  Convention  Center  Authority.  Amounts  in  the  special  fund  shall  be  expended 
by  the  Convention  Center  Authority  solely  for  the  purposes  of  promoting  tourism,  conventions,  resorts, 
and  casino  gaming. 

************************************************************************************************** 


MAIL  THIS  APPLICATION  TO: 
Reservations 

Trump  Taj  Mahal  Casino/Resort 
1000  Boardwalk  at  Virginia  Avenue 
Atlantic  City,  New  Jersey  08401 
Tel:  1/800/825-8786 
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MUSIC  * DANCING  * ENTERTAINMENT 


IjLiiemieiie  Social  Socnt 

Tuesday , May  3,  1994 

The  Inaugural  Ceremony, 
Reception,  and  Dinner  Dance 

Honoring  Incoming  President 

f/y'a/  k //.  TBafa  ce,  * fd@) 

The  Morris  County  Medical  Society  and  the  Medical  Society  of  New 
Jersey  cordicdly  invite  you  to  join  us  in  celebrating  the  inauguration 
of  Fred  M.  Palace,  MD,  as  president  of  the  Medical  Society  of  New 
Jersey  on  Tuesday,  May  3,  1994,  at  the  Trump  Taj  Mahal  Casino/ 
Resort  in  Atlantic  City. 

The  Inaugural  Ceremony  will  take  place  in  the  Tiara  Ballroom  at  6:30 
P.M.  The  Reception  follows  at  7:30  P.M.  in  the  Reception  Area  of  the 
Grand  Ballroom.  Tickets  for  the  Reception  are  $10  a person. 

The  Dinner  Dance  will  be  held  at  8:30  P.M.  Tickets  are  $55  a person. 
You  hcwe  the  opportunity  to  reserve  tables  in  advance.  Advance  table 
reservations  apply  only  to  full  tables  of  10.  To  reserve  a table,  please 
complete  the  Inaugural  Reception  and  Dinner  Dance  registration  form 
on  page  1 79.  Return  the  form  to  Morris  County  Medical  Society. 
Tickets  may  be  purchased  at  MSNJ's  Registration  Area  at  the  hotel 
at  specific  times,  which  will  be  posted. 

Dress:  Black  Tie  “After-Glow" 

Following  Dinner 
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(/naagara!  (Reception  and 
(Dinner  (Dance  (Registration  (Form 
«.  (fediea!  Society  o/\  Yew  Jersey 

inaugural  ( dinner  (Ranee  (Honoring  (incoming  (President 

(Fred  JL  ( Palace > jff(D 

Tuesday,  May  3,  1994 
8:30  p.m. 

Grand  Ballroom  of  the  Trump  Taj  Mahal  Casino/Resort 
1000  Boardwalk  at  Virginia  Avenue 
Atlantic  City,  New  Jersey 

Tickets  for  dinner  dance  are  $55  per  person  and  you  have  the  opportunity  to  reserve 
tables,  in  advance.  Advance  table  reservation  applies  only  to  full  tables  of  10.  A check 
for  full  amount  must  be  included. 

Kindly  respond  on  or  before  April  4,  1994. 

(Please  type  or  print  clearly.) 


Tables  to  be  reserved  in  name  of 
Address 


(Contact  Person) 


Telephone  County  Medical  Society 

To  reserve  a table: 

List  all  10  names  (separately)  of  the  individuals  to  be  seated  at  your  table. 

1.  

2. 

3.  

4.  

5.  

6.  

7.  

8.  

9. 

10. 

Please  make  check  payable  to:  Morris  County  Medical  Society 
Mail  to:  Andrea  Donelan,  Executive  Director 
Morris  County  Medical  Society 
51  Elm  Street 

Morristown,  New  Jersey  07960 

★ ★ ★ 

RECEPTION- 7:30  P.M.,  Tuesday,  MAY  3,  1994 
Tickets  for  the  Inaugural  Reception  are  $10  per  person. 

Number  of  Persons 
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DOCTORS’  NOTEBOOK 


TRUSTEES  MINUTES 


A meeting  of  the  Medical 
Society  of  New  Jersey  (MSNJ) 
Board  of  Trustees  was  held  on 
January  16,  1994,  at  MSNJ  ex- 
ecutive headquarters  in  Law- 
renceville.  Detailed  minutes  are 
on  file  with  the  secretary  of  your 
county  society.  A summary  of 
significant  actions  follows. 

President  s report.  Noted  that 
the  executive  committee  will  at- 
tend an  hour-long  breakfast  meet- 
ing with  the  New  Jersey  con- 
gressional delegation  to  present 
physicians’  concerns  on  the  issue 
of  health  system  reform,  and  a 
white  paper  concerning  the  es- 
sential points  to  be  covered  and 
written  by  MSNJ  will  be  supplied 
to  the  Board. 

Specialty  reports.  Received  re- 
ports from  UMDNJ;  the  New 
Jersey  Hospital  Association; 
MSNJ  Auxiliary;  and  the  Subcom- 
mittee on  Quality. 

Executive  director’s  report. 

1.  Essential  Health  Services 
Commission  — subsidized  in- 
surance program.  Noted  that  a 
lollowup  mailing  and  an 
advertisement  in  NEW  JERSEY 
MEDICINE  are  being  prepared  to 
inform  physicians  about  a 
preferred  provider  organization  to 
treat  uninsured  patients,  and 
MSNJ  staff  is  developing  a more 
detailed  proposal  on  the  subject 
to  submit  to  the  Essential  Health 
Services  Commission. 

2.  Biennial  licensing  status  re- 
port. Noted  that  no  word  has 
been  received  from  the  State 
Board  of  Medical  Examiners 
(SBME)  concerning  their  consent 
to  settlement  and  the  backlog  of 
new  licensing  applications  con- 
tinues to  increase. 

3.  Dues  allocation.  Noted  that 
the  Omnibus  Budget  Reconcilia- 


tion Act  of  1993  contains  a section 
that  denies  the  claiming  of  busi- 
ness expenses  related  to  lobbying 
at  both  the  federal  and  state  levels 
and,  therefore,  the  nondeductible 
portion  of  1994  dues  payment  for 
MSNJ  members  is  7.5  percent. 

American  Medical  Association 
(AMA)  delegation  internal 
handbook.  Approved  the  AMA 
delegation  handbook,  except  for  a 
few  items. 

Committee  on  Membership 

Services.  Approved  the  following 
recommendation: 

That  all  endorsements  for  programs 
offered  to  MSNJ  members  be  made 
by  the  Committee  on  Membership 
Services. 

Postponed  action  on  this  recom- 
mendation until  the  next  meeting, 
pending  review  and  comment  by 
Paul  Hirsch,  MD,  Mr.  Vincent 
Maressa,  and  Mr.  Daniel 
Goldberg: 

That  before  the  Medical  Inter-In- 
su ranee  Exchange  offers  a program 
or  service  to  New  Jersey  physicians, 
it  should  be  presented  to  the  Com- 
mittee on  Membership  Services. 

Unfinished  Business. 

1.  Dating  of  progress  notes. 
Will  resubmit  a letter  to  SBME 
concerning  the  dating  of  progress 
notes. 

2.  Position  on  health  care  re- 
form of  the  AMA  and  national 
specialty  societies.  Will  have  the 
president  send  a letter  to  Doctor 
Lonnie  R.  Bristow,  chair  of  the 
AMA  Board  of  Trustees  and  a 
copy  to  Dr.  James  S.  Todd,  AMA 
executive  vice-president,  request- 
ing that  a meeting  be  scheduled 
between  representatives  from  the 
AMA  and  the  national  specialty 
societies  to  forge  a common 
policy  on  employer  mandates  and 


other  reform  issues  under  the 
Clinton  health  plan. 

3.  MSNJ-sponsored  seminars/ 
workshops.  Approved  the  follow- 
ing: 

That  county  medical  society  ex- 
ecutives be  invited  to  attend  free  of 
charge  all  programs  offered  by 
MSNJ,  except  under  the  following 
circumstances:  programs  in  which 
registration  is  limited  to  100  or  less; 
programs  that  are  organized  and 
managed  by  outside  organizations  or 
offered  at  some  facility  other  than 
MSNJ;  and  programs  for  which  the 
estimated  cost  per  participant  will  ex- 
ceed $20. 

That  the  president  of  MSNJ,  in  con- 
sultation with  the  executive  director, 
will  decide  if,  and  how  many,  county 
medical  society  executives  may  at- 
tend the  programs,  and  if  they  may 
attend  free  of  charge.  (This 
procedure  will  be  re-evaluated  at  the 
end  of  1994.) 

New  business. 

1.  Criteria  for  admission  and 
continued  stay.  Noted  that  a copy 
of  the  criteria  for  admission  and 
continued  stay  used  by  Wayne 
General  Hospital  will  be  made 
available  to  the  Committee  on 
Utilization  Review  Systems  for 
study. 

2.  Any  willing  provider.  Noted 
that  the  “any  willing  provider 
bill  for  physicians  has  not  fared  as 
well  as  the  pharmacist’s  bill.  □ 


MSNJ 

ANNUAL  MEETING 
Trump  Taj  Mahal 
Casino/Resort 
Atlantic  City 
April  30-May  3, 1994 


180 


NEW  JERSEY  MEDICINE 


UMDNJ  NOTES 


Health  care  reform  advances. 
UMDNJ’s  leadership  in  health 
care  reform  — from  instituting 
sweeping  changes  in  the  educa- 


tion of  health  care  professionals  to 
establishing  new  community 
health  programs  that  emphasize 
primary  care — was  the  focus  of 


my  address  at  the  University’s 
10th  annual  University  Day  event 
on  January  26,  1994,  in  Newark. 

UMDNJ  has  changed  educa- 
tional and  clinical  programs  to 
help  ensure  that  patient  care  in 
New  Jersey  will  reflect  the  health 
care  environment’s  growing 
emphasis  on  prevention,  primary 
care,  and  a team  approach  to  de- 
livering health  care  services. 

Our  students  now  are  exposed 
much  earlier  to  working  as 
members  of  a health  care  team  in 
nonhospital  settings  such  as  com- 
munity-based clinics  and 
managed  care  facilities.  They  also 
are  encouraged  to  pursue  careers 
in  primary  care  medicine. 
UMDNJ  offers  a loan-redemption 
program  to  students  who  pursue 
primary  care  careers  in  under- 
served areas. 

My  remarks  stressed  that  ef- 
forts were  needed  in  New  Jersey 
to  ensure  that  the  state’s  major 
teaching  hospitals  could  continue 
to  educate  physicians  and  other 
health  care  professionals.  Fund- 
ing for  graduate  medical  educa- 
tion (GME)  and  health  pro- 
fessions education  (HPE)  was  lost 
in  New  Jersey  as  a result  of  health 
care  reform  in  the  state,  which, 
among  other  things,  removed  rate 
controls  on  health  care  services  so 
that  hospitals  could  compete  for 
patients.  These  rate  controls  had 
taken  into  account  funding  for 
GME  and  HPE.  Their  removal 
created  a potential  funding  crisis 
for  teaching  hospitals,  which  were 
faced  with  raising  their  rates  — 
and  potentially  losing  patients  — 
to  pay  for  their  educational  pro- 
grams. 

UMDNJ  appoints  first  man- 
aged care  network  Board 
members.  The  Board  of  Trustees 
of  UMDNJ  has  appointed  the  in- 
itial members  of  a new  governing 
board  for  its  statewide  managed 
care  network,  University 
Healthcare  Corporation  (UHC). 
Joining  me  as  trustees  will  be 
Frederick  J.  Hammond,  Jr, 
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Saturday, 

MSNJ  Annual  Meeting 
April  30  to  May  4,  1994 
Trump  Taj  Mahal  Casino/Resort 

April  30,  1994 

3:30  P.M. 

Board  of  Trustees  Meeting 

7:00  p.m. 

Officers’  Reception/Dinner  (by  invitation  only) 

Sunday,  May  1, 1994 

8:00  A.M. 

Registration  Opens 

8:30  A.M. 

Message  Center  Opens 

8:30  A.M. 

Meeting— AMA  Delegation 

10:00  A.M. 

Educational  Program,  “Plays  for  Living”  (“You  Didn’t 

11:30  a.m. 

Know  My  Father,”  which  deals  with  living  wills/ 
quality  of  life  issues) 

New  Jersey  Society  of  Internal  Medicine 

12:15P.M. 

Annual  Meeting/Luncheon 
Academy  of  Medicine  of  New  Jersey  Lecture 

12:30  P.M. 

Exhibits  and  AMA-ERF  Boutique  Open 

2:00  p.m. 

House  of  Delegates 

3:30  P.M. 

Reference  Committees 

Monday,  May  2, 1994 

7:30  A.M. 

Breakfast  Meeting,  The  Society  for  the  Assistance  of 

8:00  a.m. 

New  Jersey  Physicians  and  their  Families 
Registration  and  Message  Center  Open 

8:30a.M. 

Exhibits  Open 

8:30  a.m. 

Reference  Committees 

1 2:00  noon  Golden  Merit  Award  Ceremony  and  Reception 

12:15p.m. 

Luncheon/Meeting— Women  in  Medicine 

2:00  p.m. 

House  of  Delegates  (Election) 

5:00  p.m. 

JEMPAC  Political  Forum 

6:00  p.m. 

JEMPAC  Wine  and  Cheese  Reception 

7:00  p.m. 

Hudson  County  Medical  Society  Reception  Honoring 

Joseph  N.  Micale,  MD 

Tuesday,  May  3, 1994 

8:00  a.m. 

Registration  and  Message  Center  Open 

8:30  A.M. 

Exhibits  Open 

9:00  a.m. 

House  of  Delegates 

1 :00  P.M. 

Luncheon  Meeting,  members  of  the  Hospital  Medical 

2:00  p.m. 

Staff  Section 
Exhibits  Close 

6:30  P.M. 

Inaugural  Ceremony 

7:30  P.M. 

Inaugural  Reception/Dinner  Honoring 

Fred  M.  Palace,  MD 

Wednesday,  May  4, 1994 

8:00  A.M. 

Registration  and  Message  Center  Open 

8:30  a.m. 

Educational  Program— “HIV  Management  Strategies: 

1:00  p.m. 

Population  Specific  Considerations” 
Board  of  Trustees  Meeting 
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UMDNJ’s  senior  vice-president 
for  administration  and  finance; 
and  UMDNJ  board  members 
Charles  C.  Carella,  chairman  of 
UMDNJ’s  Board  who  also  will 
chair  the  new  Board,  Stephen  S. 
Weinstein,  and  Dr.  Peter 
Amirata.  A not-for-profit  entity, 
UHC  will  feature  team-oriented 
primary  care  and  comprehensive 
mental  and  dental  health  services 
in  its  network  of  statewide  health 
care  facilities.  UMDNJ  facility 
physicians  and  community  physi- 
cians will  staff  the  facilities. 

A new  test  for  ulcerative  col- 
itis. A new  test  to  diagnose  ulcer- 
ative colitis  has  been  developed 
by  a researcher  at  UMDNJ- 
Robert  Wood  Johnson  Medical 
School.  Dr.  Kiron  Das,  a 
specialist  in  inflammatory  bowel 
disease,  devised  the  test,  which 
requires  taking  a small  blood  sam- 
ple for  analysis.  It  presently  is 


PLACEMENT  FILE 


The  following  physicians  have 
written  to  the  executive  offices  of 
MSNJ  seeking  information  on  op- 
portunities for  practice  in  New 
Jersey.  If  you  are  interested  in 
any  further  information  concern- 
ing these  physicians,  please  direct 
your  inquiries  to  them. 

Anesthesiology 

Geoffrey  W.T.  Ndeto,  MD,  36 

Franklin  Ave.,  Rosemont,  PA  19010. 
Nairobi  (Kenya)  1976.  Group  or 
partnership.  Available  July  1994. 

Cardiology 

David  Zukoff,  MD,  40F  Dinsmore 
St.,  Staten  Island,  NY  10314.  Univer- 
sity of  Noreste  1987.  Board  certified 
(IM).  Board  eligible  (CARD).  Group 
or  partnership.  Available  July  1994. 

Family  Practice 

Rosario  C.  Sales,  MD,  7912  Colonial 
Rd.,  2nd  FI.,  Brooklyn,  NY  11209. 
Santa  Maria  (Portugal)  1979.  Avail- 
able. 

Gastroenterology 

Daniel  M.  Helburn,  MD,  350  E. 

17th  St.,  Apt.  19 A,  New  York,  NY 
10003.  University  of  Vermont  1988. 
Board  certified  (IM).  Board  eligible 
(GASTRO).  Group,  partnership,  solo. 
Available  July  1994. 


available  only  to  patients  who  are 
part  of  his  federally  funded 
clinical  research  protocol.  The 
blood  test  identifies  an  antibody 
circulating  in  the  blood  of  more 
than  90  percent  of  those  with  ul- 
cerative colitis.  The  antibody 
forms  in  reaction  to  a protein 
called  P40  that  is  normally 
present  in  cells  that  line  the  in- 
testine. But  in  those  patients  who 
have  the  disease,  P40  acts  as  an 
autoantigen,  setting  off  an  auto- 
immune reaction. 

New  bill  allows  physician  as- 
sistants temporary  licensure. 
Physician  assistants  now  can 
begin  practicing  their  profession 
in  New  Jersey  upon  graduation 
under  legislation  signed  by 
former  Governor  Jim  Florio  in 
December.  Previously,  physician 
assistants  who  graduated  from 
UMDNJ  s program  in  May  could 
not  work  in  their  field  in  New 


Michael  G.  Rahmin,  MD,  435  E.  70 
St.,  Apt.  217C,  New  York,  NY  10021. 
New  York  University  1985.  Board 
certified  (GASTRO).  Available  July 
1994. 

Internal  Medicine 

James  W.  Catanese,  MD,  1737  Wil- 
liamsbridge  Rd.,  New  York,  NY 
10461.  Albany  Medical  College  1988. 
Board  certified  (IM).  Board  eligible 
(CARD).  Group  or  partnership. 
Available  July  1994. 

Christine  Futh  Giacobbe,  DO,  260 
First  St.,  Apt.  9A,  Mineola,  NY 
11501.  NY  College  of  Osteopathic 
Medicine  1990.  Board  eligible  (IM). 
Group,  HMO,  hospital.  July  1994. 
Robert  C.  Giacobbe,  DO,  260  First 
St.,  Apt.  A9,  Mineola,  NY  11501.  NJ 
College  of  Osteopathic  Medicine 
1990.  Board  eligible  (IM).  Solo, 
group,  partnership.  Available  July 
1994. 

Inez  Teresa  Hubbard,  MD,  P.O. 
Box  489,  Orange,  NJ  07051.  UMDNJ 
1981.  Board  eligible.  Solo  or 
partnership.  Available. 

Nuclear  Medicine 

Ghanshyam  Kalni,  MD,  80  N.  Coun- 
try Rd.,  Apt.  2 East,  Port  Jefferson, 
NY  11777.  T.N.  Medical'  College 


Jersey  until  they  received  the  re- 
sults of  the  national  certifying  ex- 
amination the  following  January. 
The  new  law  closes  this  gap  by 
granting  temporary  licensure  to 
practice  during  this  period. 

Survey  reflects  attitudes  on 
physician-assisted  suicides.  Two 
of  three  elderly  patients  are 
against  physician-assisted  suicide, 
according  to  a random  survey  of 
patients  conducted  by  the  Center 
for  Aging  at  UMDNJ-School  of 
Osteopathic  Medicine.  Overall, 
nearly  59  percent  of  all  those 
surveyed  approved  of  physician- 
assisted  suicide  compared  with  39 
percent  who  disapproved.  The 
rest  were  undecided.  Men  were 
equally  divided  on  the  question. 
The  55-question  survey  was 
answered  by  104  patients  in 
Camden  County — 50  women  and 
54  men.  □ Stanley  S.  Bergen,  Jr, 
MD 


(India)  1983.  Board  certified  (NUC 
MED).  Group,  partnership,  solo. 
Available. 

Pathology 

Maria  S.  Braganca,  MD,  43  S. 
Cadillac  Dr.,  Somerville  NJ  08876. 
GOA  (India)  1968.  Board  certified. 
Group.  Available. 

Pediatrics 

Balathripura  S.  Jonnalagadda,  MD, 

6 Langley  Rd.,  Kendall  Park,  NJ 
08824.  Osmania  1975.  Board  eligible. 
Group  or  solo.  Available. 

Surgery 

W.  Dean  Adams,  MD,  3617  38  St., 
NW,  Apt.  310,  Washington,  DC 
20016.  College  of  Physicians  & 
Surgeons  1989.  Board  eligible 
(SURG).  Group,  associate,  partner. 
Available  July  1994. 

Andrew  Dobradin,  MD,  17  Slater 
Ave.,  Providence,  RI  02906.  Medical 
Academy  (Poland),  1979.  Group  or 
partnership.  Available. 

Mare  S.  Saunders,  DO,  6815 
Lockwood  Blvd.,  Apt.  155, 
Boardman,  OH  44512.  NY  College  of 
Osteopathic  Medicine  1987.  Board 
eligible.  Available. 
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( >1 

PHILADELPHIA  HEART  INSTITUTE 

at  Presbyterian  Medical  Center 

I Cardiology 
Update  ^ 

designed  for  the  physician  and  provides  an  intensive 
survey  of  the  current  status  of  clinical  cardiology  . . . 

Wednesday,  April  6,  1994 

Advances  in  the  Treatment  of  Conduction  Problems 
and  Serious  Cardiac  Arrhythmias 

Moderator:  Francis  E.  Marchlinski,  M.D. 

3:00-3:30  new  Advances  in  Pacemakers  and  ICDs:  Indications  and  clinical  results— 

Francis  E.  Marchlinski,  M.D. 

3:30-4:00  Old  and  new  drugs  in  treating  serious  rhythm  problems— 

Mark  W.  Preminger,  M.D. 

4:00-5:00  Case  Presentation—  Jeffrey  G.  Kegel,  M.D. 

Panel  Discussion— David  J.  Callans,  M.D., 

Joel  Morganroth,  M.D.,  Mark  W.  Preminger,  M.D., 

Mark  E.  Rosenthal,  M.D. 

■ Case  Presentations  and  Panel  Discussions 
■ CME  Credits* 

■ Ido  Registration  Fee 
■ Call  for  Reservations  215-662-8627 


Scheie  Auditorium 

Presbyterian  Medical  Center 
39th  & Market  Streets 
Philadelphia,  Pennsylvania  19104 


The  Philadelphia  Heart  Institute  at  Presbyterian  Medical  Center  is  an  affiliate  of  the  University  of  Pennsylvania. 

*Presbyterian  Medical  Center  designates  this  continued  medical  education  activity  for  2 credit  hours  in  Category  I of 
the  Physicians'  Recognition  Award  of  the  American  Medical  Association  and  the  Pennsylvania  Medical  Society  Membership 
requirement,  nine  sessions,  18  credits. 
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CONTINUING  EDUCATION 


INFECTIOUS  DISEASE 


April 

13  Infection  Control  in  the  HIV 
Era 

11:30  A.M.-12:30  P.M.— 
Hamilton  Hospital,  Trenton 
(AMNJ) 

20  Integrating  TB  Management 
into  Care  of  the  HIV-Infected 
Patient 

10-11  A.M.  — St.  Mary’s 
Hospital,  Passaic  (AMNJ) 

21  Infection  Control  in  the  HIV 
Era 

May 

11 

11 

10-11  A.M.  — Hunterdon 
Developmental  Center,  Clinton 
(AMNJ) 

Integrating  TB  Management 
into  Care  of  the  HIV-Infected 
Patient 

8-9  A. M.  — Somerset  Medical 
Center,  Somerville  (AMNJ) 
Lyme  Disease 
10-11  A.M.  — St.  Mary’s 
Hospital,  Passaic  (AMNJ) 

12 

18 

Integrating  TB  Management 
into  Care  of  the  HIV-Infected 
Patient 

9-10  A.M. — Warren  Hospital, 
Phillipsburg  (AMNJ) 
Integrating  TB  Management 
into  Care  of  the  HIV-Infected 
Patient 

1:30-2:30  P.M.  — Runnells 
Specialized  Hospital,  Berkeley 
Heights  (AMNJ) 

MEDICINE 

April 

20 

Dermatology  Case 

Airport  (AMNJ) 

1 

Polypharmacy/ 

Presentations 

6 

Nutrition  in  AIDS 

Psyehopharmacology 

6 P.M.  — RCHP,  Route  1, 

8:30-9:30  A.M.  — United 

9-10  A.M. — St.  Francis  Medical 

New  Brunswick  (UMDNJ) 

Hospitals  Medical  Center, 

Center,  Trenton  (AMNJ) 

26 

Chronic  Pain  Management 

Newark  (AMNJ) 

6 

Endocrinology  Grand  Rounds 

and  Issues  of  Iatrogenic 

6 

Access  and  Quality  of  Care 

13 

11:30  A.M. -12:30  P.M.-VA 

Addiction 

Barriers  Encountered  by 

20 

Medical  Center,  East  Orange 

12  Noon-1  P.M. — The  Hospital 

Women 

27 

(AMNJ) 

Center  at  Orange,  Orange 

9-10  A.M. — St.  Francis  Medical 

6 

Interhospital  Endocrine 

(AMNJ) 

Center,  Trenton  (AMNJ) 

13 

Rounds 

28 

Scientific  Meeting 

11 

Monthly  Ultrasound  Review  of 

20 

3:30-5  P.M. — University 

6:30-9:30  P.M. — The  Manor, 

Fetal  Anomalies 

27 

Hospital,  Newark 

West  Orange  (Head  and  Neck 

7:30-8:30  P.M. — St.  Peter’s 

(AMNJ) 

Oncology  Section,  AMNJ) 

Medical  Center,  New 

6 

Visiting  Professor  Lecture 

30- 

MSNJ  Annual  Meeting 

Brunswick  (St.  Peter’s  Medical 

11:30  A.M. -12:30  P.M.-VA 

May 

Trump  Taj  Mahal  Casino/ 

Center) 

Medical  Center,  East  Orange 

4 

Resort,  Atlantic  City  (MSNJ) 

12- 

Eastern  Vascular  Society 

(AMNJ) 

15 

Annual  Meeting 

6 

Endocrinology  Dinner 

May 

Montreal  Bonaventure  Hilton, 

Meeting 

4 

Esophageal  and  Swallowing 

Montreal  (AMNJ) 

6 P.M.  — Holiday  Inn,  Newark 

Syndromes 

13 

Endoscopic  Treatment  of 

Airport  (AMNJ) 

10-11  A.M.  — St.  Mary’s 

Upper  Gastrointestinal 

6 

Breast  Implants 

Hospital,  Passaic  (AMNJ) 

Bleeding 

10-11  A.M. — St.  Mary’s 

4 

Endocrinology  Grand  Rounds 

8:30-9:30  A.M. -United 

Hospital,  Passaic  (AMNJ) 

11 

11:30  A.M. -12:30  P.M.— VA 

Hospitals  Medical  Center, 

8 

Acute  MS  and  Post  MS 

18 

Medical  Center,  East  Orange 

Newark  (AMNJ) 

Management 

25 

(AMNJ) 

13 

Diabetic  Ketoacidosis 

9 A.M.  — Helene  Fuld  Medical 

4 

Interhospital  Endocrine 

9 A.M. — Helene  Fuld  Medical 

Center,  Trenton  (Helene  Fuld 

11 

Rounds 

Center,  Trenton  (Helene  Fuld 

Medical  Center) 

18 

3:30-5  P.M.  — University 

Medical  Center) 

12- 

Annual  Spring  Meeting 

25 

Hospital,  Newark 

16 

Nutritional  Support 

17 

St.  Maarten  (NJ  Orthopaedic 

(AMNJ) 

1-2  P.M.  — New  Lisbon 

Society) 

4 

Visiting  Professor  Lecture 

Developmental  Center, 

13 

Monthly  Ultrasound  Review  of 

11:30  A.M.-12:30  PM  - VA 

New  Lisbon  (AMNJ) 

Fetal  Anomalies 

Medical  Center,  East  Orange 

18 

Calcium  Absorption, 

7:30-8:30  P.M. — St.  Peter’s 

(AMNJ) 

Abnormalities  of  Calcium,  and 

Medical  Center,  New 

4 

Endocrinology  Dinner 

Vitamin  Metabolism 

Brunswick  (St.  Peter’s  Medical 

Meeting 

10-11  A.M.  — St.  Mary’s 

Center) 

6 P.M.  — Holiday  Inn,  Newark 

Hospital,  Passaic  (AMNJ) 
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The  New  Jersey  Society  of  Thoracic  Surgeons  Annual  Seminar 

CARDIAC  AND  THORACIC  SURGERY 


IN  THE  ELDERLY 

Morristown  Memorial  Hospital 
Morristown,  NJ 

March  19,  1994 

7:00-  8:00 

REGISTRATION  AND  BREAKFAST 

8:00-10:00 

MORNING  SESSION-CARDIAC  S 

—James  Donahoo,  MD  — Introduction/moderator 

— Timothy  Gardner,  MD  — CABG  in  the  Elderly 

— Use  of  the  IMA 

— William  Brenner,  MD— Valve  Surgery  in  the  Elderly 

— Igor  Palacios,  MD— Valvuloplasty:  An  Option  for  the  Elderly? 

— Discussion:  Dr.  Donahoo/Dr.  Gardner/Dr.  Brenner/Dr.  Palacios 

10:00-10:30 

COFFEE/EXHIBITS 

10:30-12:30 

MORNING  SESSION  (CONTINUED)  — STATE  OF  THE  ART 

—Warren  WicJmann,  MD  — Sntroduction/moderator 

— Manjit  Bains,  MD  — Esophageal  Surgery 

— Jean-Philippe  Bocage,  MD— Video  Assisted  Thoracic  Surgery 

— Stephen  Winters,  MD— AICD 
—Victor  Parsonnet,  MD  — Pacing 

— Discussion:  Dr.  Widmann/Dr.  Bains/Dr.  Bocage/Dr.  Winters/Dr.  Parsonnet 

12:30-  2:00 

LUNCH/EXHIBITS-GUEST  SPEAKER:  John  Gregory,  MD 
— Ethical  Consideration  in  the  Management  of  the  Elderly  Cardiac  Patient 

2:00-  4:00 

AFTERNOON  SESSION-CARDIAC  II 

— Grant  V.S.  Parr,  MD  — Moderator 

— Nicholas  Kouchoukos,  MD— Thoracic  Aortic  Surgery  in  the  Elderly 

— Laszlo  Fuzesi,  MD  — Age  & Thoracic  Transplantation 

— Dariene  Goldstein,  MD— Cardiac  Surgery  in  Elderly 

— Does  Gender  Make  a Difference? 

— Discussion:  Dr.  Parr/Dr.  Kouchoukos/Dr.  Fuzesi/Dr.  Goldstein 

4:00 

ADJOURNMENT 

ACCREDITATION 

6 Hours  of  Category  1 CME  Credits 

For  Registration  and  information  please  phone  (201)  971-8918 . 


18  Dermatology  Case 
Presentations 
6 P.M.  — RCHP,  Route  1, 
New  Brunswick  (UMDNJ) 
25  Scientific  Meeting 

6:30-9:30  P.M. — The  Manor, 


RADIOLOGY 


April 

7 Grand  Rounds 

4-5  P.M.  — New  Jersey  Medical 
School,  Newark  (UMDNJ) 

13  Monthly  Ultrasound  Review  of 
Fetal  Anomalies 
7:30-8:30  P.M. — St.  Peter’s 
Medical  Center,  New 
Brunswick  (St.  Peter  s Medical 
Center ) 

21  Grand  Rounds 

4-5  P.M.  — New  Jersey  Medical 
School,  Newark  (UMDNJ) 

21  Scientific  Meeting 

7:30-10  P.M.  — St.  Barnabas 


West  Orange  (Head  and  Neck 
Oncology  Section,  AMNJ) 

26  Thyroid  Diseases 

10-11  A.M.  — Hunterdon 
Developmental  Center,  Clinton 
(AMNJ) 


Medical  Center,  Livingston 
(Radiological  Society  of  New 
Jersey  and  Diagnostic 
Radiology  Section,  AMNJ) 

28  Visiting  Professor  Lecture 
1:30-5:30  P.M.  — St.  Barnabas 
Medical  Center,  Livingston  (St. 
Barnabas  Medical  Center) 

May 

11  Monthly  LHtrasound  Review  of 
Fetal  Anomalies 

7:30-8:30  P.M.  — St.  Peter’s 
Medical  Center,  New 
Brunswick  (St.  Peter’s  Medical 
Center) 


31  Urinary  Incontinence  of  the 
Elderly 

12  Noon-1  P.M. — The  Hospital 
Center  at  Orange,  Orange 
(AMNJ) 


12  Grand  Rounds 

4-5  P.M.  — New  Jersey  Medical 
School,  Newark  (UMDNJ) 

19  Joint  Scientific  Meeting 
7:30-10  P.M.  — St.  Barnabas 
Medical  Center,  Livingston 
(Radiological  Society  ofNJ  and 
Diagnostic  Radiology  Section, 
AMNJ) 

26  Visiting  Professor  Lecture 
1:30-5  P.M.  — St.  Barnabas 
Medical  Center,  Livingston  (St. 
Barnabas  Medical  Center) 


MEDICAL  SOCIETY  OF  NEW  JERSEY 

1994  Annual  Meeting 
April  30  to  May  4, 1994 

Trump  Taj  Mahal  Casino/Resort 

Atlantic  City 

SCHEDULE  OF  EVENTS 

Saturday, 

April  30,  1994 

12:00  noon 

Golden  Merit  Award  Ceremony  and 

3:30  p.m. 

Board  of  Trustees  Meeting 

Reception 

7:00  p.m. 

Officers  Reception/Dinner  (by  invitation  only) 

12:15  pm. 

Luncheon/Meeeting— Women  in  Medicine 

2:00  p.m. 

House  of  Delegates  (Election) 

Sunday,  May  1, 1994 

8:00  a.m.  Registration  Opens 

8:30  a m Message  Center  Opens 

8:30  a.m.  Meeting— AMA  Delegation 

5:00  p.m. 
6:00  p.m. 
7:00  p.m. 

JEMPAC  Political  Forum 
JEMPAC  Wine  and  Cheese  Reception 
Hudson  County  Medical  Society  Reception 
Honoring  Joseph  N.  Micale,  MD 

10:00  a.m. 

Educational  Program,  “Plays  for  Living” 
(“You  Didn’t  Know  Mv  Father,”  which 

Tuesday,  May  3, 1994 

1 1 :30  a.m. 

12:15  p.m 
12:30  p.m. 
2:00  p.m 
3:30  p.m 

deals  with  living  wills/quality  of  life  issues) 
New  Jersey  Society  of  Internal  Medicine 
Annual  Meeting/Luncheon 
Academy  of  Medicine  of  New  Jersey  Lecture 
Exhibits  and  AMA-ERF  Boutique  Open 
House  of  Delegates 
Reference  Committees 

8:00  a.m. 
8:30  a.m. 
9:00  a.m. 
1 :QQ  p.m. 

2:00  p.m. 
6:30  p.m. 
7:30  p.m. 

Registration  and  Message  Center  Open 
Exhibits  Open 
House  of  Delegates 

Luncheon  Meeting,  members  of  the  Hospital 
Medical  Staff  Section 
Exhibits  Close 
Inaugural  Ceremony 
Inaugural  Reception/Dinner  Dance 
Honoring  Fred  M.  Palace,  MD 

Monday,  May  2,  1994 

7:30  A.M 

Breakfast  Meeting,  The  Society  for  the 

Wednesday,  May  4, 1994 

Assistance  of  New  Jersey  Physicians  and 

8:00  a.m. 

Registration  and  Message  Center  Open 

Their  Families 

8:30  a.m. 

Educational  Program— “HIV  Management 

8:00  a.m 

Registration  and  Message  Center  Open 

Strategies:  Population  Specific 

8:30  a.m. 

Exhibits  Open 

Considerations” 

8:30  A.M 

Reference  Committees 

1 :00  p.m. 

Board  of  Trustees  Meeting 

186 


NEW  JERSEY  MEDICINE 


Primary  Care:  A Practical 
Approach  For  The  Future 

Sponsored  by:  Chilton,  Dover,  Hackettstown,  Morristown, 
Newton,  Somerset,  and  St.  Clare’s  Hospitals 
Date:  April  20,  1994 
Time:  8:30  AM- 1:30  PM 

Fee:  $65  physicians,  $35  physician  attendants 
Who  Should  Attend:  Family  Practice  Physicians 

Internal  Medicine  Physicians 
Call  Morristown  Memorial  Hospital's  Health  Information 
Service  1-800-447-3337  for  a brochure  or  more 
information. 

This  CME  is  for  4 hours  of  Category  1 credit  and  is  accepted 
by  The  American  Academy  of  Family  Physicians,  The 
American  Academy  of  Physician  Assistants  and  The  Medical 
Society  of  NJ. 


June  13-17th,  1994 

Update  Your  Medicine  twentieth  Annual  practical  CME 

Course  with  Hands-on  Workshops.  Sponsored  by  Cor- 
nell University  Medical  College  in  New  York  City  and  the 
Association  of  Practicing  Physicians  of  The  New  York 
Hospital.  37  Category  I AMA-PRA  credit.  This  program 
has  also  been  reviewed  and  is  acceptable  for  37  elective 
credit  hours  by  the  American  Academy  of  Family  Physi- 
cians. 

Info:  Lila  A.  Wallis,  MD,  Director  and  Debora  A.  Laan, 
Coordinator/445  East  69th  Street,  Olin-Room  328,  New 
York,  NY  10021.  Telephone:  212-746-4752. 


The 

Medical  Billing  Company 


Professional  Billing  Agents  Since  1972  ' 


908  - 679  - 2200 


We  Offer 
Billing  Services 

BETTER 

And 

LESS  EXPENSIVE 

Than  ANY  Other 
Billing  Company! 

(Call  For  Details) 


t/  Specialists  In  Patient  Bitting 
t/  Electronic  Claim  Submission  to  ALL,  3rd 
Party  Payors 

C/#oos//vq 

f/fE JriiQhr 

t/  Pre-Collection  Services 

Member  of  the  International  Association  of 

B il  / //vq~ CorvipAHy 

Billing  Sen/ices  (I.A  B.S  ) 

Has  Its 

' " ""  ‘ ’ 

m 

RewarcIs  !! 

3346  U.S.  Highway  #9. 

Old  Bridge,  NJ 

08857-3039 

Tel:  (908)  679-2200 

Fax:  (908)  679-1352 

RESCHEDULED  CONFERENCE 

The  Practice  of  Medicine  in  New  Jersey 
in  an  Era  of  Reform 

a look  at  what  is  likely  to  occur  in  the  practice  of  medicine 
as  NJ  moves  toward  healthcare  reform 

March  16,  1994 

8:45-3:00 

at 

The  Medical  Society  of  New  Jersey 
2 Princess  Road,  Lawrenceville,  NJ 

For  brochure  and  registration  information,  call  (609)  275-4149 


WILLS  GERIATRIC 
PSYCHIATRY  PROGRAM 

and  the 

DEPARTMENTS  OF  PSYCHIATRY  and 
FAMILY  MEDICINE  of  JEFFERSON 
MEDICAL  COLLEGE/THOMAS 
JEFFERSON  UNIVERSITY 

present 

TREATMENT  OF  COMMON  GERIATRIC  PROBLEMS: 
Practical  Issues  in  Diagnosis  and  Care 

SATURDAY,  APRIL  16,  1994 

Topics  include  how  to  identify  and  treat: 

• Pain  syndromes 

• Depression 

• Sleep  disorders 

• Alzheimer’s  disease  and  other  dementias 

• Anxiety  disorders 

Tuition  Fee:  $50.00 

CME  Credits: 

• AMA-CME  5 Credit  Hours  (Category  I) 

• American  Academy  of  Family  Physicians  (5  prescribed  hours) 

To  be  held  at: 

Auditorium  — Wills  Eye  Hospital 
900  Walnut  Street,  Philadelphia,  PA 

Further  Information:  (215)  928-3084 
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REPORT  OF  THE  NOMINATING  COMMITTEE 

Joseph  A.  Riggs,  MD,  Chairman 


Office 

Term 

Nominee  and  County 

President-Elect 

1 year 

Louis  L.  Keeler,  MD,  Camden 

1st  Vice-President 

1 year 

Anthony  P.  Caggiano,  Jr,  MD,  Essex 

2nd  Vice-President 

1 year 

Carl  Restive,  Jr,  MD,  Hudson 

Trustees 

1st  District 

3 years 

Stevan  Adler,  MD,  Morris 

4th  District 

3 years 

S.  Manzoor  Abidi,  MD,  Burlington 

4th  District 

3 years 

Irving  P.  Ratner,  MD,  Burlington 

5th  District 

3 years 

Shah  M.  Chaudhry,  MD,  Cape  May 

Judicial  Councilor 

3rd  District 

3 years 

Aiden  j.M.  Doyle,  MD,  Middlesex 

AMA  Delegates 

2 years 

Harry  M.  Carnes,  MD,  Camden 

2 years 

Douglas  M.  Costabile,  MD,  Union 

2 years 

Ralph  J.  Fioretti,  MD,  Bergen 

2 years 

Donald  J.  Holtzman,  MD,  Union 

2 years 

Irving  P.  Ratner,  MD,  Burlington 

2 years 

William  E.  Ryan,  MD,  Mercer 

2 years 

Robert  j.  Weierman,  MD,  Essex 

AMA  Alternate  Delegates 

2 years 

Angelo  S.  Agro,  MD,  Camden 

2 years 

Joel  S.  Cherashore,  MD,  Essex 

2 years 

Walter  J.  Kahn,  MD,  Monmouth 

2 years 

A.  Ralph  Kristeller,  MD,  Union 

2 years 

Carl  Restivo,  Jr,  MD,  Hudson 

2 years 

John  W.  Spurlock,  MD,  Hunterdon 

Administrative  Councils 
Legislation 

1st  District 

2 years 

Alan  J.  Lippman,  MD,  Essex 

2nd  District 

2 years 

Paul  V.  Cavalli,  MD,  Hudson 

3rd  District 

2 years 

R.  Prasad  Gupta,  MD,  Mercer 

4th  District 

2 years 

Mary  F.  Campagnolo,  MD,  Burlington 

Medical  Services 
1st  District 

2 years 

Robert  H.  Stackpole,  MD,  Union 

2nd  District 

2 years 

Frederic  E.  Wien,  MD,  Passaic 

3rd  District 

2 years 

Ismail  Kazem,  MD,  Mercer 

4th  District 

2 years 

Joseph  W.  Sokolowski,  Jr,  MD,  Camden 

Mental  Health 
1st  District 

2 years 

Rose  P.  Prystowsky,  MD,  Essex 

2nd  District 

2 years 

Nancy  L.  Mueller,  MD,  Bergen 

4th  District 

2 years 

James  P.  O’Neill,  MD,  Monmouth 

5th  District 

2 years 

Kelly  M.  Reid,  MD,  Atlantic 

Public  Health 
1st  District 

2 years 

Anthony  J.  Tarasenko,  MD,  Union 

2nd  District 

2 years 

John  P.  Mudry,  MD,  Bergen 

3rd  District 

2 years 

Anthony  J.  Ricketti,  MD,  Mercer 

4th  District 

2 years 

J.  Mark  Meredith,  MD,  Burlington 

Public  Relations 
1st  District 

2 years 

Anthony  Del  Gaizo,  MD,  Essex 

2nd  District 

1 year 

Joseph  R.  Friedlander,  MD,  Bergen 

3rd  District 

2 years 

Ismail  Kazem,  MD,  Mercer 

4th  District 

2 years 

Aram  M.  Sarajian,  MD,  Ocean 

6th  Member 

2 years 

Paul  M.  DiLorenzo,  MD,  Monmouth 

Standing  Committees 
Annual  Meeting 

2 years 

Edwin  M.  Trayner,  MD,  Bergen 

2 years 

Jeffrey  M,  Solomon,  MD,  Cumberland 

Finance  and  Budget 

2 years 

Louis  G.  Fares,  II,  MD,  Mercer 

2 years 

William  L.  Diehl,  MD,  Morris 

Medical  Education 

2 years 

Anthony  P.  DeSpirito,  MD,  Monmouth 

2 years 

Richard  S.  Rhee,  MD,  Monmouth 

Membership  Services 

2 years 

George  H,  Hansen,  MD,  Mercer 

2 years 

Yale  C.  Shulman,  MD,  Hudson 

Publication 

2 years 

M.  Arif  Hashmi,  MD,  Camden 

2 years 

Sandra  S.  Valdez,  MD,  Hudson 
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PHILADELPHIA  HEART  INSTITUTE 

Bedside  Diagnosis  and  Clinical 
Auscultation  of  the  Heart 

. 

Program  Directors 

Michael  S.  Feldman,  M.D.,  F.A.C.C. 

Bernard  L.  Segal,  M.D.,  FA.C.C. 

April  30,  1994 
8 a.m.  - 12:45  p .m. 

and 

May  1,1994 
8 a.m.  - 12:30  p.m. 

Scheie  Auditorium 

«i ? 

State-of-the-Art 
Arrhythmia  Management 

Program  Director 

Francis  E.  Marchlinski,  M.D. 

May  2,  1994 
7:30  a.m.  - 5:30  p.m. 

Medical  Arts  Building 

■ CME  Credits 

■ Free  Parking 

I For  information  and  registration  call  662-9022 

Presbyterian  Medical  Center 
39th  & Market  Streets 
Philadelphia,  Pennsylvania  19104 

The  Philadelphia  Heart  Institute  at  Presbyterian  Medical  Center  is  an  affiliate  of  the  University  of 
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Hahnemann 

University 


Department  of  Medicine  Grand  Rounds 

Wednesdays  8:30  to  9:30  a.m. 

Classroom  C (Alumni  Hall),  2nd  Floor,  New  College  Building.  Hahnemann  University,  15th  & Vine  Streets  (15th  Street  Entrance),  Philadelphia 

For  more  information,  contact  the  Office  of  Continuing  Education  at  215-762-8263. 


MARCH  1994 

MARCH  2nd 

Impact  of  Nationwide  Trials  on  Office 
Practice  of  Heart  Disease 

Robert  Frye , M.D. 

Professor  of  Medicine 
Chair,  Department  of  Internal  Medicine, 
Cardiovascular  Consultant,  Mayo  Clinic, 
Rochester,  MN 

MARCH  9th 
Thyroid  Nodules 

Lewis  E.  Braverman,  M.D. 

Professor  of  Medicine  and  Physiology 
Director,  Division  of  Endocrinology  and 
Metabolism,  University  of  Massachusetts 
Medical  School,  Worcester,  MA 

MARCH  16th 
Peripheral  Vascular  Disease 

Nicholas  P.  Tsapaisaris,  M.D. 

Clinical  Instructor  of  Medicine 
Harvard  School  of  Medicine 
Head,  Section  of  Vascular  Medicine  and 
Hypertension,  Lahsy  Clinic  Hospital, 
Burlington,  MA 
David  Naide,  M.D. 

Associate  Professor  of  Medicine 
Department  of  Medicine, 

Hahnemann  University 
Steven  Christesen,  M.D. 

Assistant  Professor  of  Medicine 
Department  of  Medicine, 

Hahnemann  University 

MARCH  23rd 

Osteoarthritis:  Diagnosis,  Medical 
Management,  Arthroscopy  and  Surgical 
Indicators 

Vincent  Zarro,  M.D.,  Ph.D. 

Associate  Professor  of  Medicine 
Director,  Division  of  Rheumatology  and 
Immunology,  Hahnemann  University 
Arnold  Berman,  M.D. 

Professor  and  Chair 

Department  of  Orthopaedic  Surgery  and 
Rehabilitation,  Hahnemann  University 
Albert  A.  Weiss,  M.D. 

Associate  Professor  of  Orthopaedic  Surgery 
and  Rehabilitation,  Hahnemann  University 


MARCH 


MARCH  30th 

Monotherapy  of  Hypertension 

Barry  H.  Materson,  M.D. 

Professor  of  Medicine 
University  of  Miami,  School  of  Medicine, 
Associate  Chief  of  Staff  for  Education, 
Miami  VA  Medical  Center,  Miami,  FL 


APRIL  1994 


APRIL  6th 

Intensive  Treatment  of  Insulin  Dependent 
Diabetes  Mellitus 

Robert  J.  Tanenberg,  M.D. 

Clinical  Associate  Professor  of  Medicine 
Georgetown  University  School  of  Medicine 
Medical  Director,  Diabetic  Treatment 
Center,  Washington  Hospital  Center 
Washington,  DC 

Implications  for  the  Elderly  Diabetic 

Jesse  Roth,  M.D. 

Lublin  Professor  of  Medicine 
Director,  Division  of  Geriatric  Medicine  and 
Gerontology,  Johns  Hopkins  School  of 
Medicine,  Baltimore,  Maryland 

APRIL  13th 

Coronal^  Artery  Disease 

Bernard  J.  Gersh,  M.D. 

Professor  of  Medicine 
Chief,  Division  of  Cardiology,  Georgetown 
University  School  of  Medicine 
Washington,  DC 

APRIL  20th 

Rheumatoid  Arthritis:  Common  vs.  Rare 
Manifestations 

Steven  Bemey,  M.D. 

Professor  of  Medicine 

Section  of  Rheumatology,  Temple  University 
School  of  Medicine,  Philadelphia,  PA 

APRIL  27th 

Glomerular  Diseases:  Present  Concepts  and 
Future  Directions 

William  Couser,  M.D. 

Professor  of  Medicine 

Head,  Division  of  Nephrology,  University  of 
Washington  School  of  Medicine,  Seattle,  WA 


MAY  1994 

MAY  4th 

Collagenous  and  Lymphocytic  Colitis 

Francis  M.  Giardiello,  M.D. 

Associate  Professor  of  Medicine 
Division  of  Gastroenterology 
The  Johns  Hopkins  School  of  Medicine, 
Baltimore,  MD 

MAY  11th 

Similarities  Between  Atherosciarotic  Plaque 
Growth,  Rentenosis  and  Neomicrocirculation 

Valentin  Faster,  M.D.,  Ph.D. 

Arthur  M.  & Hilda  A.  Master  Professor  of 
Medicine 

Director,  Cardiovascular  Institute 
Vice  Chairman,  Department  of  Medicine 
Mt.  Sinai  Medical  Center,  New  York,  NY 

MAY  18  th 

Glomerular  Diseases:  Present  Concepts  and 
Future  Directions 

William  Couser,  M.D. 

Professor  of  Medicine 

Head,  Division  of  Nephrology,  University  of 
Washington  School  of  Medicine,  Seattle,  WA 

MAY  25th 

Atherosclerosis  in  Diabetes:  Effective 
Prevention 

Alan  J.  Garber,  M.D.,  Ph.D. 

Professor  of  Medicine  Biochemistry  and  Cell 
Biology 

Baylor  College  of  Medicine,  Houston,  TX 

Hahnemann  University 
Medical  Monograph 
Series  (HUMMS) 

“Aortic  Dissection” 
“Premenstrual  Syndrome” 
“Managing  the  Patient  with 
Heart  Failure” 

“Diagnosis  and  Medical  Treatment 
of  Depression” 

“Cardiac  Electrophysiology  for  the 
Practicing  Physician” 

Call  215-762-8263  to  receive 
your  free  copies. 


Wednesday  Medical  Seminar  Series 
8:30  a.m.  to  3:30  p.m. 

MARCH  2, 1994 

APRIL  6,  1994 

Office  Management  of 

Advances  in  the  Treatment  of 

Heart  Disease  for  the  Generalist 

Diabetes  Mellitus 

Course  Director: 

Course  Director: 

MAY,  1994 

Leonard  S.  Dreifus,  M.D. 

Jeffrey  Miller,  M.D. 

No  Seminar 

Guest  Lecturers: 

Guest  Lecturers: 

Robert  Fiye,  M.D. 

Robert  Tanenberg,  M.D. 

Nanette  K.  Wenger,  M.D. 

Jesse  Roth,  M.D. 

Seminar  Director  Allan  B.  Schwartz,  M.D.,  Professor  and  Vice  Chair  of  Medicine,  Director,  Continuing  Medical  Education  for  the  Department  of  Medicine 


Full  Disclosure  Statement:  All  faculty  participating  in  continuing  medical  education  programs  sponsored  by  Hahnemann  University  are  expected  to  disclose  to  the  audience  any  real 
or  apparent  conflict(s)  of  interest  related  to  the  content  of  their  presentation. 

Statement  of  Accreditation:  As  an  organization  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  (ACCME),  Hahnemann  University  designates  this  continuing 
medical  education  activity  as  Category  I of  the  Physician’s  Recognition  Award  of  the  American  Medical  Association.  One  credit  hour  may  be  claimed  for  each  hour  of  participation 
by  the  individual  physician. 
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IN  MEMORIAM 


STANLEY  P.  BERNELL 


Born  on  February  14,  1913,  in 
Camden,  Stanley  Philip  Bernell, 
MD,  passed  away  on  August  29, 
1993.  Dr.  Bernell  graduated  from 
New  York  University  School  of 
Medicine,  in  1939,  and  received 
a New  Jersey  medical  license  the 
following  year.  Dr.  Bernell  was  a 
family  practitioner  in  Camden 


and  was  on  staff  at  Cooper 
Hospital,  Camden.  He  was  a 
member  of  our  Camden  County 
component  and  of  the  American 
Medical  Association.  Dr.  Bernell 
served  in  the  United  States  Army 
during  World  War  II.  Dr.  Bernell 
retired  to  California. 


ARTHUR  C.  DIETRICK 


Pediatrician  Arthur  Clavin 
Dietrick,  MD,  of  Mount  Holly, 
died  on  November  14,  1993,  at 
the  age  of  67.  Dr.  Dietrick  was 
bom  on  June  1,  1926,  in 

Hoboken.  After  earning  a medical 
degreee  from  New  York  Universi- 
ty School  of  Medicine,  New  York, 
in  1948,  Dr.  Dietrick  completed 
an  internship  at  Walter  Reed 
Hospital,  Washington,  DC  and  a 
residency  at  Brooke  Army 
Hospital,  Texas.  He  maintained  a 
private  pediatric  practice  in 
Mount  Holly  for  over  30  years 
and  was  affiliated  with  Memorial 


Hospital  of  Burlington  County, 
Mount  Holly.  Dr.  Dietrick  also 
was  a consultant  for  the  New 
Jersey  State  Bureau  of  Human 
Services;  on  the  teaching  staff  at 
Children’s  Hospital,  Phildelphia; 
and  a member  of  the  Lumberton 
Township  Board  of  Health.  Dr. 
Dietrick  was  a past-president  of 
our  Burlington  County  compo- 
nent; a diplomate  of  the  American 
Board  of  Pediatrics;  and  a fellow 
of  the  American  Academy  of 
Pediatrics.  Dr.  Dietrick  served  in 
the  United  States  Medical  Corps. 


CHARLES  J.  LANDOW 


We  regret  to  announce  the 
death  of  Charles  Jay  Landow, 
MD,  on  October  23,  1993.  Dr. 
Landow  was  born  on  November 
17,  1937,  in  Paterson.  He  was  a 
1963  graduate  of  Temple  Univer- 
sity School  of  Medicine,  Phila- 
delphia. Dr.  Landow  completed 
an  internship  at  Newark  Beth 
Israel  Medical  Center  and  a 
residency  at  Temple  University 
Hospital,  Philadelphia.  During 
his  medical  career,  he  was  past- 
president  of  Rancocas  Hospital,  in 
Willingboro;  affiliated  with 
Deborah  Heart  and  Lung  Center, 


Browns  Mills,  St.  Lukes  Hospital, 
Philadelphia;  and  on  the  teaching 
staff  at  Women’s  Medical  College 
Hospital,  Philadelphia,  and  Tem- 
ple University  Hospital.  Dr.  Lan- 
dow was  a urologist.  He  practiced 
in  Willingboro  for  many  years.  He 
was  a member  of  our  Burlington 
County  component  and  of  the 
American  Medical  Association. 
Dr.  Landow  also  was  a diplomate 
of  the  American  Board  of  Urolo- 
gy. Dr.  Landow  served  in  the 
United  States  Army  as  a captain 
during  the  1960s. 


JOHN  T.  MASON,  JR 


On  September  20,  1993,  John 
Tufton  Mason,  MD,  Jr,  died  at 
the  grand  age  of  78.  Dr.  Mason 
was  born  in  1914,  in  New  York 
City.  He  graduated  from  Col- 


umbia University  College  of 
Physicians  & Surgeons,  New 
York,  in  1940.  After  serving  as  a 
captain  in  the  United  States 
Army,  Dr.  Mason  received  a New 
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ALMERINDO  G.  PORTFOLIO 


Jersey  medieal  license  in  1946. 
He  completed  a residency  at 
The  Mountainside  Hospital, 
Montclair.  Dr.  Mason  maintained 
a general  practice  in  Cedar  Grove 
from  1946  until  1985.  In  addition, 
Dr.  Mason  was  president  of  the 
Cedar  Grove  Board  of  Health  for 
14  years  and  a school  physician  in 
Cedar  Grove.  Dr.  Mason  also  was 
the  medical  director  of  Integrity 
House,  a drug  rehabilitation 
youth  center  in  Newark,  and  of 


Ophthalmologist  Almerindo 
Gerard  Portfolio,  MD,  of  Sea 
Girt,  died  on  August  28,  1993.  Dr. 
Portfolio  was  born  in  Union  City, 
on  May  10,  1923.  After  receiving 
a medieal  degree  from  New  York 
University  School  of  Medicine, 
New  York,  in  1947,  Dr.  Portfolio 
completed  an  internship  at  Kings 
County  Hospital,  New  York,  and 
a residency  at  Cleveland  City 
Hospital,  and  New  York  Universi- 
ty Bellevue  Medical  Center,  New 
York.  He  received  New  Jersey 
and  New  York  medical  licenses  in 
1950.  During  his  medical  career, 


the  Youth  Council  of  Community 
Life,  Newark.  He  was  on  the 
Board  of  Directors  of  West  Essex 
Family  Service.  Dr.  Mason  was  a 
member  of  our  Essex  County 
component,  the  American 
Medical  Association,  and  the 
Academy  of  Medicine  of  New 
Jersey.  Dr.  Mason  resided  in 
Montclair,  South  Orange,  and 
Cedar  Grove,  before  retiring  to 
Brick  Township  in  1981. 


Dr.  Portfolio  maintained  a private 
practice  in  Ridgewood  and  New 
York  City.  He  was  affiliated  with 
Valley  Hospital,  Ridgewood,  and 
University  Hospital,  New  York. 
In  addition.  Dr.  Portfolio  was  a 
professor  at  New  York  University 
School  of  Medicine;  a member  of 
our  Bergen  County  component 
and  of  the  American  Medical  As- 
sociation; a diplomate  of  the 
American  Board  of  Ophthalmol- 
ogy; and  a fellow  of  the  American 
College  of  Surgeons.  Dr.  Portfolio 
served  in  the  United  States  Army 
from  1954  to  1956. 


STEVEN  SOBO 


Steven  Sobo,  MD,  of  Toms 
River,  passed  away  on  September 
23,  1993.  Dr.  Sobo  was  born  on 
June  10,  1953,  in  Brooklyn,  New 
York.  He  was  awarded  a medical 
degree  from  the  University  of 
Guadalajara,  Mexico,  in  1978.  He 
received  New  York,  Pennsylvania, 
and  New  Jersey  medical  licenses 
in  1980,  1982,  and  1983,  respec- 
tively. Dr.  Sobo  was  a radiologist 
in  Toms  River  and  was  chairman 


of  the  radiology  department  at 
Kimball  Medical  Center,  Lake- 
wood.  Dr.  Sobo  was  a diplomate 
of  the  American  Board  of 
Diagnostic  Radiology  and  a 
member  of  our  Ocean  County 
component.  He  completed  a 
fellowship  at  Temple  University 
Hospital,  Philadelphia.  Dr.  Sobo 
resided  in  Philadelphia  before 
moving  to  Toms  River. 
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MSNJ  NEWSLETTER 


PHYSICIAN  USE  OF  TECHNOLOGY 


A professor  of  medicine  at 
Rush  Medical  College,  Chicago, 
has  called  on  physicians  to 
restrain  the  use  of  medical  tech- 
nologies before  the  federal  gov- 
ernment decides  that  strict 
regulatory  controls  are  needed.  In 
an  article  in  the  Journal  of  Ameri- 
can Health  Policy,  Gerald  Burke, 
MD,  cautions  practitioners  about 
the  “Ulysses  syndrome,’  the  ten- 


dency of  disorders  and  positive 
findings  to  cascade  one  upon 
another,  like  the  travails  ex- 
perienced by  Ulysses  during  his 
epic  journey  home. 

“The  first  question  about  any 
intervention,  notes  Dr.  Burke, 
“is  whether  to  use  it  at  all.  Yet, 
he  observes,  introductions  of  new 
technologies  often  appear  to  lead 
to  higher  utilization  rates. 


AMBULATORY  SURGICAL  PROCEDURES  UNDER  MEDICARE 


Changes  in  the  list  of  am- 
bulatory surgical  procedures 
reimbursable  under  Medicare 
have  been  proposed  by  the 
federal  Health  Care  Financing 
Administration  (HCFA).  Under 
new  guidelines,  procedures 
added  to  the  list  generally  are 
those  that  are  performed  in  inpa- 
tient operating  suites  more  than 
20  percent  of  the  time,  and  are 
performed  in  physicians  offices 
less  than  50  percent  of  the  time. 


A more  complicated  formula  is 
applied  to  procedures  deleted 
from  the  list. 

Listed  procedures  also  take  less 
than  90  minutes  time  in  the 
operating  room,  require  no  more 
than  four  hours  for  post- 
anesthesia care,  and  do  not  direct- 
ly involve  major  blood  vessels.  A 
summary  of  the  HCFA  action  was 
prepared  by  Braeh,  Eiehler,  a law 
firm  in  Roseland. 


PHYSICIAN  ECONOMIC  DATA 


On  the  average,  physicians  in 
the  United  States  were  paid  ap- 
proximately $65  per  hour  for 
professional  work  in  1992,  accord- 
ing to  our  computation  based  on 
figures  presented  in  the  American 
Medical  Association’s  published 


1993  report  on  physician  market- 
place statistics.  Relatively  high 
annual  incomes  result  mainly 
from  lengthy  work  weeks,  rather 
than  high  compensation  per  unit 
time. 


MSNJ  AND  PUBLIC  TELEVISION 


HIV  CLINICAL  GUIDELINES 


MSNJ  continues  to  receive 
prominent  on-screen  credits  on 
widely  seen  public  television  pro- 
grams. MSNJ  was  one  of  two 
credited  major  sponsors  of 
Christie  Whitman’s  first  televised 
“town  meeting’  on  taxes,  hosted 
by  Steve  Adubato  and  presented 
by  “Caucus:  New  Jersey.’  Nine 
million  households  were  reached 

As  the  seventh  in  a series  of 
clinical  guidelines  and  accompa- 
nying patient  guides,  the  federal 


by  the  show,  according  to  a 
“Caucus  report.  Prominent  cov- 
erage also  was  furnished  by  The 
Times,  The  Star-Ledger,  The  New 
York  Times,  and  other  news  or- 
gans. The  show  was  broadcast  live 
on  January  5,  1994,  w^ 
Whitman  was  gover 
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HIV-positive  patients.  The  guide- 
lines include  discussing  anti- 
retroviral therapy  with 
zidovudine  (formerly  known  as 
AZT)  with  all  seropositive  in- 
dividuals whose  CD4  counts  are 
below  500. 

To  obtain  a free  copy  of  the 
guidelines,  call  the  National 
AIDS  Hotline  at  1/800/342-AIDS, 
or  write  to  HIV  Guidelines,  CDC 
National  AIDS  Clearinghouse, 
P.O.  Box  6003,  Rockville,  MD 
20849. 


LEWIN  ANALYSIS  OF  CLINTON  PLAN 


A conservative  critic  of  the 
Clinton  administration  health 
plan  comments  that  a recent 
analysis  of  the  plan  shows  that 
savings  will  result  chiefly  from 
price  controls  and  cutbacks,  not 
greater  efficiency.  The  analysis 
conducted  by  the  prestigious  firm 
of  Lewin-VHI,  states  Stuart  M. 


TEMPORARY  PHYSICIAN  COVERAGE 


Coverage  during  illness,  vaca-  Locum  Medical  Group.  The  firm 
tion,  conferences,  construction,  or  can  be  contacted  by  telephone  at 
other  exigencies  can  be  obtained  1/800/752-5515. 
through  the  Ohio-based  firm  of 
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Butler  of  the  Washington,  DC- 
based  Heritage  Foundation,  esti- 
mates that  the  plan  would  save 
$57  billion  in  the  year  2000,  most- 
ly through  greater  frugality  in  re- 
imbursement and  not  through 
managed  care  or  reductions  in  ad- 
ministrative waste. 


Other  guidelines  can  be  ob- 
tained by  calling  the  AHCPR  1 
Publications  Clearinghouse, 
1/800/358-9295,  or  writing  to 
Guidelines,  P.O.  Box  8547,  Silver 
Spring,  MD  20907.  The  other 
guidelines  address  benign 
prostatic  hyperplasia,  cancer  pain, 
unstable  angina,  heart  failure, 
pressure  ulcers,  and  acute  low 
back  problems. 
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Riding  the  malpractice  train. 
Slow  change,  rather  than  a 
dramatic  overhaul,  of  the  mal- 
practice system  is  advocated  by 
one  of  the  nation’s  senior 
malpractice  policy  authorities  in  a 
recent  article.  Predicts  Randall  R. 
Bovbjerg  of  Washington’s  Urban 
Institute,  “Lawyers  will  win  a 
political  showdown  on  tort  re- 
form. 

Mr.  Bovbjerg  offers  his  views 
in  a book  review  funded  by  the 
Princeton-based  The  Robert 
Wood  Johnson  Foundation  and 
published  in  the  Virginia  Law  Re- 
view. He  reviewed  a work  enti- 
tled, A Measure  of  Malpractice: 
Medical  Injury , Malpractice  Liti- 
gation, and  Patient  Compensation, 
authored  by  Paul  C.  Weiler  and 
several  distinguished  colleagues. 
In  turn,  the  book  reported  on  a 
major  malpractice  study  con- 
ducted in  New  York.  We  hitch 
the  following  paragraphs  as  a 
caboose  to  this  train  of  reviews. 

Examining  more  than  30,000 
hospital  records,  a full  year  of 
malpractice  claims,  records  of 
2,300  patient  interviews,  and  739 
physician  survey  responses,  the 
New  York  study  concluded  that 
malpractice  claims  represent 
merely  the  tip  of  the  negligence 
iceberg.  According  to  the  study 
findings,  about  1 percent  of 
hospital  patients  are  injured 
through  negligence — more  than 
seven  times  the  number  of  claims 
that  are  brought. 

Besides  false  negatives,  how- 
ever, the  malpractice  system  also 
produces  false  positives;  indeed, 
most  claims  do  not  involve 
negligently  caused  injuries.  Mr. 
Bovbjerg  criticizes  these  findings, 
noting  that  studies  of  closed 
claims  are  more  likely  than 
studies  of  medical  records  to 
produce  valid  findings  about  the 
accuracy  of  the  tort  system.  The 


system  fares  far  better  in  closed 
claim  studies,  he  notes. 

Interestingly  enough  to  people 
accustomed  to  hearing  physicians 
share  their  views  about  the 
system,  the  New  York  study 
showed  that  physicians  drastically 
overestimate  the  likelihood  that  a 
malpractice  claim  will  be  brought. 
Physicians  overestimated  by  a fac- 
tor of  30  (sic)  the  probability  of 
a suit  in  cases  of  actual  negligent 
injury,  and  in  total  overestimated 
the  probability  of  claims  by  a fac- 
tor of  3.  Physicians  also  reported 
relatively  little  practice  of  de- 
fensive medicine,  which  was 
perhaps  an  even  greater,  and 
countervailing,  surprise. 

Mr.  Bovbjerg  faults  the  book’s 
authors  on  two  main  counts.  First, 
he  observes,  the  authors  conclude 
that  the  malpractice  system  is  an 
effective  deterrent  — that  is,  that 
more  suits  lead  to  fewer  negligent 
injuries — despite  the  authors’  fail- 
ure through  econometric  analysis 
to  find  a statistically  significant 
association  between  legal  risk  and 
the  frequency  of  injury. 

This  acceptance  of  the  system 
as  a deterrent  amounts  to  a 
philosophy  of  “scare  them,  good 
and  bad,”  notes  Mr.  Bovbjerg.  In- 
geniously, he  relates  physician 
apprehensions  about  malpractice 
to  people’s  typically  irrational  re- 
actions to  highly  improbable  but 
very  severe  dangers,  using  as  an 
example  patients’  fear  of  being  in- 
fected with  HIV  fi  'om  a health 
care  worker. 

Mr.  Bovbjerg’s  other  main  criti- 
cism is  that  the  authors  too  readi- 
ly embrace  a broad  no-fault  solu- 
tion to  problems  with  the  system. 
He  sees  specific  weaknesses  in 
this  solution,  such  as  the  authors 
proposal  to  exempt  disabilities  of 
less  than  six  months’  duration, 
even  though  most  medical  in- 
juries fall  into  this  category  and 


disabilities  of  this  duration  can  be 
highly  debilitating.  More  broadly, 
he  observes  that  “no-fault  would 
hold  people  responsible  for  things 
they  cannot  change.’ 

What,  really,  is  the  matter  with 
the  malpractice  system?  Mr. 
Bovbjerg  lists  three  shortcomings; 
false  negatives;  false  positives 
(these  are  our  terms,  not  his);  and 
defensive  medicine.  On  the 
whole,  he  tries  to  launch  equally 
kind  words  about  both  doctors 
and  lawyers.  “Many  complaints 
about  medicine  (and  law),”  he 
writes,  “are  more  folklore  than 
fact.  The  legal  system  is  not  total- 
ly irrational.  Nor  are  doctors  terri- 
bly careless  or  incompetent.” 

To  improve  the  system  gradual- 
ly, Mr.  Bovbjerg  personally  favors 
demonstrations  of  the  use  of 
“avoidable  classes  of  events.”  This 
is  a modified  no-fault  approach 
limited  to  clearly  preventable  in- 
juries. 

He  is  not  encouraging  about 
the  value  of  “enterprise  liability,” 
which  would  hold  hospitals  or 
other  large  organizations  respon- 
sible for  individuals’  malpractice, 
because  physicians  would  lose 
their  independence  to  hospitals 
(as  organized  medicine  fears)  and 
because  institutions  often  are  able 
to  conceal  errors.  He  is  even 
more  dismissive  of  “neo-no-fault,” 
under  which  providers  could 
avoid  suits  by  promising,  within 
three  months  of  an  adverse  event, 
to  pay  for  all  future  economic 
losses. 

Prevention  of  avoidable  injuries 
holds  special  interest  for  Mr. 
Bovbjerg.  This  is  an  appropriate 
concern,  if  not  the  whole  point. 
The  New  York  study  found  a ten- 
fold difference  among  hospitals  in 
the  avoidance  of  negligent  in- 
juries. He  appears  to  favor  a 
quality  management  approach  to 
injury  prevention. 
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In  a word,  Mr.  Bovbjerg  is  a 
moderate.  He  urges  us  to  tinker, 
but  not  destroy.  Eschewing 
radical  approaches,  lie  suggests 
that  the  system  works,  sort  of. 

Curiously,  Mr.  Bovbjerg  faults 
the  authors  for  their  confidence  in 
the  deterrent  capacity  of  the 
system — arguably  the  systems 
only  ultimate  justification— yet 
clings  to  the  same  reed.  How 
quaint  to  assume  — so  late  in  the 
20th  century,  after  all  we  have 
learned  about  the  futility  and 
counterproductive  consequences 
of  punishment — that  fear  of 
punishment  is  the  best  way  to 
entice  people  (especially  highly 

IlltlfllWIill 

Influenza.  A woman  in  her 
early  30s  visited  a group  internist 
on  a Friday.  The  physician 
diagnosed  influenza.  On  Monday 
morning,  the  patient  telephoned 
the  group  as  another  internist  was 
holding  office  hours.  When  the 
patient  complained  of  breathing 
difficulties,  a nurse  advised  her  to 
return  to  the  office.  The  patient 
declined  the  advice.  During  the 
afternoon  she  lapsed  into  a coma. 
She  succumbed  to  bacterial 
pneumonia. 

In  a subsequent  malpractice  ac- 
tion brought  in  New  Jersey,  the 
patient’s  family — including  a wid- 
ower and  young  child — accused 
both  internists  of  negligent  failure 
to  advise  the  patient  of  the  poten- 
tial complications  of  influenza. 
The  second  internist  was  accused 
of  negligent  failure  to  come  to  the 
telephone  to  stress  the  im- 
portance of  returning  to  the  of- 
fice. 

In  defense,  the  physicians 
maintained  that  the  patient’s  re- 
fusal to  follow  advice,  not  the 
physicians’  failure  to  be  more 
emphatic  in  presenting  advice, 
caused  her  death.  The  jury  found 
for  both  defendants. 

Diagnosis  of  blood  disorder.  A 
woman  with  a three-year-old 
child  presented  to  an  obstetrician 
38  weeks  into  term.  The  physi- 
cian diagnosed  preeelampsia  and 


trained  professionals)  to  do  good. 
To  carry  this  logic  to  the  end,  we 
may  fairly  ask  whether  people 
who  constantly  contemplate  hell 
are  most  likely  to  live  a moral  life. 

With  such  articulate,  learned,  if 
unenthusiastie  apologists  as  Mr. 
Bovbjerg,  the  tort  system  poses  a 
huge  problem  to  architects  of  a 
national  health  system  that  would 
restrain  costs.  The  problem  is  the 
same  reason  that  budget  controls 
and  other  rationing  techniques 
may  be  ill-suited  to  the  United 
States.  As  Mr.  Bovbjerg  states, 
‘Doctors  are  well  familiar  with 
the  curse  of  rising  capabilities,  as 
new  achievements  are  quickly 


performed  a caesarean  section. 
The  baby  was  born  healthy,  on  a 
Monday. 

Immediately  after  birth  the 
mother’s  platelet  count  was  found 
abnormally  low.  An  internist  was 
consulted  and  ordered  blood 
tests.  Normal  coagulation  factors 
persuaded  the  internist  to  rule 
out  disseminated  intravascular 
coagulation  (DIC). 

On  Tuesday,  a hematologist 
was  brought  into  the  ease.  He 
diagnosed  DIC  associated  with 
preeclampsia.  The  patient  under- 
went blood  transfusions  but  con- 
tinued to  show  a continuing  drop 
in  platelets,  low-grade  fever, 
declining  renal  function,  head- 
aches, and  blurred  vision.  On 
Saturday,  the  hematologist’s 
partner  was  consulted  and  or- 
dered a blood  plasma  transfusion. 
On  Sunday,  before  the  trans- 
fusion could  be  performed,  the 
patient  died. 

A wrongful  death  action  was 
brought  in  New  Jersey  against 
both  hematologists.  The  plaintiff 
claimed  that  the  cause  of  death 
was  thrombotic  thrombocyto- 
penic purpura  (TTP)  and  that  this 
disorder  should  have  been 
diagnosed  when  the  symptoms  of 
DIC  failed  to  dissipate  within  72 
hours  of  the  surgery.  A timely 
plasma  transfusion  would  have 
been  harmless  in  any  event  and 


followed  if  not  surpassed  by  rising 
expectations."  Americans  want 
the  best  for  themselves.  If  they  do 
not  get  the  best,  they  will  sue. 
And,  everyone  gets  a day  in  court. 

So,  malpractice  the  train,  is  not 
about  to  run  out  of  steam.  As  Ran- 
dall Bovbjerg  predicts,  premiums 
probably  are  going  to  escalate 
soon.  Lawyers,  comfortably  and 
permanently  in  control  of  the 
legislative  and  judicial  branches 
of  federal  and  state  governments 
and  buttressed  by  constitutional 
precedents,  are  not  about  to 
preside  over  the  decline  of  the 
legal  system.  Hold  on  for  a wild 
ride. 


would  have  increased  the  pa- 
tient’s survival  odds  from  10  to  75 
percent,  stated  an  expert 
hematologist  testifying  for  the 
plaintiff. 

There  was  no  TTP,  countered 
the  defense’s  own  expert 
hematologist.  According  to  this 
expert,  the  low  platelet  count  was 
consistent  with  DIC,  while  the 
other  symptoms  were  variously 
consistent  with  a urinary  tract  in- 
fection and  with  elevated  blood 
pressure  associated  with  the 
preeclampsia. 

To  rebut  the  defense  argument, 
the  plaintiff  asserted  that  the  con- 
tinuation of  the  low  count  was 
more  consistent  with  TTP  than 
with  DIC,  and  that  the  absence 
of  a high  clotting  factor  lent 
further  support  to  a diagnosis  of 
TTP.  The  plaintiff  further  con- 
tended that  the  patient’s  pain  and 
suffering  were  intense,  as 
reflected  in  increasingly  severe 
neurologic  and  renal  signs,  in- 
cluding blood  in  the  urine,  dis- 
orientation, and  hyperactive 
reflexes.  The  patient  was  a college 
graduate  who  had  not  worked 
outside  the  home  since  the  birth 
of  her  first  child. 

The  jury  returned  a verdict 
finding  the  first  hematologist  65 
percent  negligent,  his  partner  35 
percent  negligent,  and  damages 
valued  at  $825,000.  This  award 
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was  reduced  by  25  percent,  based 
on  an  additional  finding  of  a one- 
fourth  probability  that  death 
would  have  occurred  even  in  the 
event  of  proper  care. 

Surgery  to  the  neck.  A woman 
about  age  40  years  presented  to 
a surgeon  with  a benign  mass  in 
the  neck.  The  surgeon  removed 
the  submandibular  salivary  gland. 
Several  months  later,  the  surgeon 
removed  a mass  on  the  patient's 
neck.  Subsequently,  the  patient 


AIDS 


False  diagnosis  of  HIV.  A blood 
pregnancy  test  was  administered 
to  a 38-year-old  woman.  Ap- 
parently, her  blood  sample  er- 
roneously was  switched  with 
that  of  a HIV-positive  individual. 
The  patient  and  her  husband 
were  incorrectly  told  that  she  was 
seropositive  and  advised  to  obtain 
an  abortion.  The  advice  caused 
consternation  to  the  Roman  Cath- 
olic couple. 

Ten  days  later  the  couple  was 
informed  of  the  mistake.  The 
pregnancy  was  carried  to  term. 


sued  the  surgeon  in  New  Jersey 
for  malpractice. 

The  surgeon  did  not  obtain 
consent  to  remove  the  salivary 
gland,  stated  the  plaintiff,  adding 
that  removal  of  the  gland,  as  op- 
posed to  the  mass,  was  negligent 
and  necessitated  the  second 
operation  to  remove  the  original 
mass.  She  further  alleged  ad- 
ditional pain,  scarring,  and 
permanent  intermittent  dryness 
of  the  mouth.  Her  claim  was  sup- 


producing a healthy  baby.  But, 
the  husband  and  wife  brought  an 
action  against  the  hospital  and 
staff,  claiming  malpractice.  They 
stated  that  the  incident  caused 
the  patient  post-traumatic  stress 
disorder  (PTSD),  manifested  in 
phobias  regarding  illness  and  a 
fear  of  doctors.  A severe  emo- 
tional reaction  to  the  conflict  be- 
tween religious  doctrine  and 
medical  advice  also  was  claimed. 

Before  trial,  the  parties  entered 
into  stipulation,  under  which  the 
plaintiff  withdrew  claims  against 


ported  by  a general  surgeon  serv- 
ing as  an  expert  witness. 

Removal  of  the  gland  was 
proper,  insisted  the  defendant 
and  an  expert  otolaryngologist  for 
the  defense,  because  the  gland 
was  the  cause  of  the  original 
mass.  The  defense  further 
claimed  that  a second  mass 
formed  after  the  initial  surgery, 
and  that  this  was  the  mass  excised 
during  the  second  operation. 

The  jury  found  for  the  defense. 


all  individuals  and  the  hospital 
forfeited  its  cap  on  damages.  At 
trial,  a psychologist  testified  for 
the  plaintiff.  The  psychologist  re- 
lated that  she  had  conducted  ap- 
proximately ten  psychotherapy 
sessions  for  the  patient  and  that 
the  patient  would  continue  to  suf- 
fer from  effects  of  PTSD. 

This  is  not  PTSD,  but  anger, 
countered  the  defense.  The  jury 
found  for  the  plaintiff  and 
awarded  $100,000  to  the  patient 
and  $25,000  to  the  spouse. 


ANTITRUST 


National  provider  network 
okayed.  Approval  of  a nationwide 
physician-hospital  network  has 
been  granted  by  the  U.S.  Justice 
Department  in  an  early  appli- 
cation of  the  Clinton  adminis- 
tration s slightly  relaxed  antitrust 
approach  toward  health  care 
providers. 

The  National  Cardiovascular 
Network — creator  of  a preferred 
provider  organization  (PPO)  com- 
posed of  cardiologists,  cardiovas- 


cular surgeons,  and  acute  care 
hospitals  in  41  metropolitan 
areas— told  the  Justice  Depart- 
ment that  the  PPO  would  contract 
with  third-party  payers  in  nonex- 
clusive arrangements,  so  that  both 
parties  would  remain  free  also  to 
contract  with  others. 

In  all  but  three  areas  the  con- 
tract will  be  limited  to  a single 
hospital  and  physician  group 
practice.  In  the  remaining  areas 
the  physicians  will  make  up  less 


than  the  magical  20  percent  of 
related  specialists  that  triggers 
close  antitrust  scrutiny. 

Prices  will  be  negotiated  by  the 
network,  based  on  fees  suggested 
by  members.  The  members  will 
obtain  general  price  information 
from  the  network.  A summary  of 
the  Justice  Department  approval 
was  supplied  by  the  Roseland 
firm  of  Brach,  Eichler.  □ James 
E.  George,  MD,  JD;  Neil  E. 
Weisfeld,  JD,  MSHyg 
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We  have  a very 
selfish  reason  for  keeping 
your  practice  healthy: 


Because  our  roots  are  here,  in  the  com- 
munities we  serve,  we  have  a stake  in 
seeing  your  medical  or  dental  practice 
succeed  and  grow. 

Whether  you're  just  beginning  your 
career,  looking  to  expand  an  already  suc- 
cessful practice,  or  acquiring  an  existing 
practice,  our  local  perspective  and  highly 
competitive  rates  and  tenns  can  help  you 


reach  your  goals  quickly  and  cost-effectively. 
And  because  your  loan  will  be  approved 
locally,  your  request  won't  have  to  go 
; I through  several  layers  of  management  to 

Vf  ■ get  the  attention  it  deserves. 

! ijjJB  To  discuss  your  needs,  call  our 
J experienced  medical  & dental  lending 

specialist,  Letitia  "Tish"  Baum  at 


MEDICAL  & DENTAL  LOANS 

■ Equipment  Loans  ■ Professional  Liability 

■ Lines  of  Credit  Premiums 

■ Expansion,  Construction,  B Practice  Acquisition 

and  Acquisition  ■ Start-up  Financing 

■ Income  Tax  Loans  ■ Personal  Loans 


Bank  of 

Mid-Jersey 

Equal  Housing  Lender  • Member  FDIC  • Equal  Opportunity  Lender 


QUALITY 

SLEEP 

BEGINS 

HERE 

1 0 good  reasons 
why  more 
physicians  refer 
their  patients  to 
the  only  hospital- 
based  sleep 
disorder  program 
in  Morris  County. 

Board-certified 
physicians 
with  extensive 
experience  and 
expertise  in  the 
diagnosis  and 
treatment  of  sleep 
disorders. 

Resources 
of  Morristown 
Memorial 
Hospital,  a 
first-class  medical 
facility. 

Most  advanced 
technology  available 
for  the  diagnosis  of 
sleep  disorders. 

A total 

commitment  to 
high  quality, 
patient  care 
unmatched  by  any 
sleep  disorder 
program  in  the 
community. 

k 

r \ — — i SLEEP  DISORDER  CENTER  of 
\ MORRISTOWN  MEMORIAL  HOSPITAL 

' : jj  A major  teaching  affiliate  of  the  Columbia  University 
| j College  of  Physicians  and  Surgeons 
E—  1 95  Mt.  Kemble  Avenue.  2nd  Floor,  Thebaud  Building. 

Morristown,  NJ  07962  • 201-971-4567 

Comprehensive 
diagnostic  and 
treatment  sendees  for 
sleep  apnea, 
narcolepsy,  restless 
leg  syndrome  and 
insomnia. 

Patients  returned 
to  referring 
physician  for 
follow-up. 

Participation 
with  most 
managed  care 
and  insurance 
plans. 

Modern  facility 
with  home-like 
atmosphere. 

Detailed 
reporting  of 
test  results  with 
direct  phone 
contact  to 
referring 
physician. 

Registered 
polysomnographic 
technicians,  caring 
and  experienced 
staff. 
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MILES 


Recommend 
the  new  standard 
for  simplicity. 


# s 


Actual  Size 

No  buttons... no  bother! 


With  the  GLUCOMETER  ELITE  Diabetes  Care  System,  there  are  no  buttons  to  push, 
no  test  strips  to  wipe  or  blot.  Your  patients  just  insert  the  GLUCOMETER  ELITE  Test 
Strip  to  activate  the  meter,  touch  blood  to  the  tip  of  the  strip,  and  read  the  results  in 
60  seconds.  Even  the  right  amount  of  blood  is  determined  automatically.  And  less 
blood  is  required  than  for  any  other  blood  glucose  meter. 

No  wonder  three  out  of  four  people  surveyed  gave  the  GLUCOMETER  ELITE  System 
an  overall  rating  of  “excellent”  or  “very  good.”  It’s  the  first  system  for  diabetes  care 
that’s  more  than  technique-independent.  It’s  virtually  technique-free. 

The  GLUCOMETER  ELITE  System  comes  with  everything  your  patients  need  to  start 
blood  glucose  testing.  For  more  information,  contact  your  Miles  Inc.,  Diagnostics 
Division  representative,  or  call  toll-free  1 -800-445-590 1 . Consumer  promotion  effective 

March  1-June  30, 1994- 


GLUCOMETER  ELITE 

Diabetes  Care  System 

The  meter  designed  with  your  patients  in  mind. 

MILES 

Diagnostics  Division 

Miles  Inc. 

Tarrytown,  NY  10591 


BOOK  REVIEW 


WITHOUT  CONSCIENCE 


Robert  Hare.  New  York,  NY, 
Pocket  Books,  1993.  In  the 
clinically  oriented  tradition  of 
Cleekley  s The  Mask  of  Sanity,1 
Dr.  Robert  Hare  has  written  an 
engaging  and  informative  book  for 
public  readership.  This  volume, 
Without  Conscience.  The  Disturb- 
ing World  of  the  Psychopaths 
Among  Us,  reviews  the  nature  and 
scope  of  psychopathy;  describes 
deleterious,  psychological,  and 
social  ways  in  which  psychopaths 
impact  on  society,  and  vice  versa; 
presents  numerous  case  examples 
and  vignettes  of  psychopaths  and 
their  activities  (including  several 
individuals  well-known  through 
media  coverage,  such  as  Jeffrey 
MacDonald,  Ted  Bundy,  and  Jef- 
frey Dahmer);  and  concludes  with 
a discouraging  “treatment  and 
prognosis  section  of  the  book 
with  two  concluding  chapters 
“Can  Anything  Be  Done?”  (“No”) 
and  “A  Survival  Guide”  (empha- 
sizes the  need  to  identify  and 
recognize  psychopaths,  to  accept 
that  they  cannot  be  changed  or 
rehabilitated,  and  to  avoid  becom- 
ing ensnared  or  embroiled  in 
their  “cons”).  Throughout  the 
book.  Dr.  Hare  emphasizes  dis- 
tinctions between  “bad  and  mad 
as  applicable  to  psychopaths  (in- 
sisting that  even  if  psychopaths 
are  somehow  clinically  dif- 
ferent-amoral, incapable  of  em- 
pathy, without  conscience,  and  so 
forth  — from  the  general  popula- 
tion, they  still  are  responsible  for 
their  actions).  Dr.  Hare  presents 
a rich  panoply  of  examples, 
vignettes,  diagnostic  issues,  and 
horror  stories:  the  book  is  long  on 
anecdotes  and  vignettes,  and 
short  on  treatment  (that  accurate- 
ly reflects  the  state-of-the-art  with 
these  frustrating  individuals). 


As  an  academic  psychologist 
who  has  studied  psychopathy  for 
many  years,  Dr.  Hare  does  seem 
to  present  one  type  of  bias 
throughout  the  book:  he  relies 
heavily  on  his  personal  research 
approach,  specifically  citing  the 
“psychopathy  checklist”23  as  an 
authoritative  instrument  for  diag- 
nosing psychopaths.  His  orienta- 
tion is  toward  relatively  brief  en- 
counters with  psychopaths  for 
diagnostic,  forensic,  and  other 
such  purposes,  and  strongly  re- 
commends a “hands-off’  attitude 
for  the  general  public — the  in- 
tended readership  of  the  book — 
with  psychopaths.  For  practicing 
physicians  who  may  have  to  treat 
and  work  with  psychopaths  in 
their  practices,  e.g.  prescription 
drug  abusers,3  a particular  in- 
terest of  mine,  this  book  offers 
little  concrete  or  practical  advice. 

Despite  this  shortcoming,  I 
recommend  this  readable,  in- 
formative, and  occasionally  enter- 
taining book  as  an  interesting  re- 
view of  a difficult  topic  and  as  a 
broad  and  fascinating  collection  of 
case  studies  and  stories  about 
these  frustrating  and  troublesome 
individuals  (who  also  may  be  pa- 
tients). □ Daniel  P.  Greenfield, 
MD,  MPH,  MS 
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Over  22  0 
specialists 
work  directly 
with  you. 


Teaming  up  with 
you  for  better  health. 


At  A.I.  duPont  Institute,  we 
know  that  better  health  starts  by 
having  you  on  the  team. 

By  integrating  your  knowledge 
and  experience  about  your  patient 
with  our  specialized  medical 
expertise,  we  can  provide 
continuity  of  care  that  supports 
strong  aftercare  and  family 
involvement. 

Our  staff  of  over  220  specialists 


will  give  you  prompt  and 
meaningful  feedback  --  working 
with  you  each  step  of  the  way 
to  keep  you  infonned  of  your 
patient's  progress. 

We  believe  that  working 
together  is  the  best  way  to 
help  children. 

For  a copy  of  our  new 
professional  staff  directory, 
call  1 -800-829-KIDS 


Only  for  children. 


A.I.  duPont  Institute 


A CHILDREN’S  HOSPITAL 


Wilmington,  Delaware 


Where  Can  You  Go  To  “Ease  the  Pain”? 


Physicians  must  make  difficult  management 
decisions  everyday.  How  do  you  handle  the 
tough  ones  like: 

• How  is  managed  care  compensation  impacting 
my  practice  income? 

• How  and  where  can  I get  financing? 

• Am  I paying  my  staff  too  much? 

• Who  can  I call  to  quickly  get  answers  to  my 
practice  questions? 

• Where  can  I get  consulting  assistance  without 
paying  a “fortune”? 


Remember,  your  specialty'  is  health  care,  ours  is  business! 


Let  us  help  you  answer  these  and  other  pressing 
questions,  so  you  can  make  the  difficult  decisions 
and  “ease  the  pain”.  Finally,  consulting  is  made 
affordable  with  The  Sentinel  Program,  designed  by 
Button  Associates  and  offering  low,  annual,  pre- 
paid, “capitated”  fees!  Please  call  us  now  for  more 
information. 

BUTON 

ASSOCIATES 


(201)  984-1551  • (609)  722-0555 
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LETTERS  AND  VIEWPOINTS 


SURGICAL  TREATMENT  OF  SOLITARY  BRAIN  METASTASES 


I would  like  to  compliment 
Drs.  Drapkin  and  Kreider  for 
a thoughtful  and  well-written 
study  entitled,  “Surgical  treat- 
ment of  solitary  brain  metastases: 
Monmouth  County  experience” 
{NJ  Med  90:907-911,  1993).  Our 
experience  and  that  of  many 
neurosurgeons  who  deal  with 
cerebral  metastases  has  been 
similarly  positive.  However,  it  is 
the  commentary  of  Alan  J.  Lipp- 
man,  MD,  that  has  prompted  this 
letter. 

Dr.  Lippman  certainly  is  cor- 
rect when  he  states  that  there  is 
inadequate  scientific  evidence  to 
prove  the  superiority'  of  surgery 
over  radiation  therapy  for  isolated 
brain  metastases. 

This  is  not  a " new”  approach, 
and  articles  dating  back  20  years 
are  referenced  by  Drs.  Drapkin 
and  Kreider. 

Most  significantly,  Dr.  Lipp- 
man questions  what  can  be  done 
in  the  absence  of  a willing  and 
competent  neurosurgeon. 

I wish  to  emphasize  that  New 
Jersey  has  willing,  and  competent 
neurosurgeons,  whose  training 
and  knowledge  are  more  than 
adequate  to  allow  safe,  effective 


excision  of  cerebral  metastases. 
There  are  three  university 
neurosurgical  services  in  New 
Jersey,  a number  of  private  prac- 
tice neurosurgeons  throughout 
the  state,  and  easy  access  to 
centers  in  New  York  City  and 
Philadelphia. 

No  clinician  in  New  Jersey 
should  have  to  make  his  patients 
suffer  for  lack  of  access  to  compe- 
tent neurosurgical  help.  □ 
Sherman  C.  Stein,  MD,  professor 
and  chief.  Division  of  Neuro- 
surgery 

Author’s  response.  No  offense 
was  intended  to  any  of  the  fine, 
competent  neurosurgeons  of  New 
Jersey.  The  purpose  of  the  com- 
mentary was  to  call  attention  to 
the  ethical  dilemma  created  when 
therapeutic  options  appear  equiv- 
alent. Under  such  circumstances, 
management  decisions  may  de- 
pend on  factors  extraneous  to  the 
immediate  clinical  situation. 

I fully  support  the  concept  of 
surgery  for  solitary  intracranial 
metastases  in  appropriately  se- 
lected patients  who  provide  in- 
formed consent.  □ Alan  J.  Lipp- 
man, MD 
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Private  Banking  for  Health  Care  Professionals 


If  you’re  managing  a growing  practice,  you  don’t  have  a 
moment  to  waste.  That’s  why  Central  Jersey  Bank  has 
established  a Health  Care  Professionals  Group,  a comprehensive 
team  approach  designed  to  provide  all  the  services  you  need 
through  a single  point  of  contact. 


Your  private  banker  will  call  in  other  specialists  as  you 
need  them  — for  example,  for  real  estate  purchases,  financing 
of  malpractice  insurance  premiums,  management  of  your 
401(k)  plan  or  sophisticated  cash  management  products.  We 
can  also  provide  counsel  for  your  personal  portfolio. 

To  meet  your  cash  flow  needs,  Central  Jersey  Bank 
provides  a substantial  unsecured  line  of  credit  at  an  attractive 
variable  rate  available  only  to  health  care  professionals. 

For  an  appointment  at  your  convenience,  call  John 
Parkhill,  Director  of  Private  Banking  for  Health  Care 
Professionals,  at  1-800-252-2611. 

Central  Jersey 
Bank 

Ready  for  today  And  tomorrow 

Equal  Opportunity  Lender 
Member  FDIC 
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EDITOR  S DESK 


A TASTE  OF  HONEY 


“Diabetes  is  a wonderful  affec- 
tion, not  very  frequent  among 
men,  being  a melting  down  of  the 
flesh  and  limbs  into  urine.  Its 
course  is  of  a cold  and  humid 
nature,  as  in  dropsy.  The  course 
is  a common  one,  namely,  the 
kidneys  and  bladder,  for  the  pa- 
tients never  stop  making  water, 
but  the  flow  is  incessant,  as  if 
from  the  opening  of  aqueducts. 
The  nature  of  the  disease,  then, 
is  chronic,  and  it  takes  a long 
period  to  form;  but  the  patient  is 
short-lived,  if  the  constitution  of 
the  disease  be  completely  estab- 
lished; for  the  melting  is  rapid, 
the  death  speedy.  Moreover,  life 
is  disgusting  and  painful;  thirst 
unquenchable;  excessive  drink- 
ing, which  however,  is  dispropor- 
tionate to  the  large  quantity  of 
urine,  for  more  urine  is  passed; 
and  one  cannot  stop  them  either 
from  drinking  or  making  water. 
Or  if  for  a time  they  abstain  from 
drinking,  their  mouths  become 
parched  and  their  bodies  dry;  the 
viscera  seem  as  if  scorched  up; 
they  are  afflicted  with  nausea, 
restlessness,  and  a burning  thirst; 
and  at  no  distant  term  they  ex- 
pire. ” So  wrote  Aretaeus  the  Cap- 
padocian (AD  81-138),  as  printed 
in  Diabetes  Mellitas,  8th  edition 
(1st  revision)  by  Lilly  Research, 
Indianapolis,  in  1980. 

Diabetes  is  the  most  important 
inborn  disease  of  man,  as  con- 
trasted with  other  illnesses  due  to 
external  forces:  chemical,  trau- 
matic, infectious,  and  the  like. 
Although  many  investigators  have 
attempted  to  ascribe  it  to  a 
virus— mumps,  encephalomyo- 
carditis  (EMC),  Coxsackie,  and 
others — no  such  cause  has  yet 
been  proved.  It  is  associated  with 
hyperglycemia  due  to  deficient 
production  or  utilization  of  insulin 
and  can  be  complicated,  too  often, 


Howard  D.  Slobodien,  MD 


by  ketoacidosis,  coma,  reti- 
nopathy, nephropathy,  vascular 
disease,  and  neuropathy. 

This  condition  was  described 
about  1500  B.C.  in  Egyptian  writ- 
ings. Ancient  physicians  may  have 
been  aware  that  the  urine  of 
diabetics  was  sweet  and  normal 
urine  was  not,  perhaps  from  the 
number  of  flies  that  collected 
around  diabetic  urine.  The  word 
“diabetes’  is  from  the  Greek  and 
means  a “siphon”  or  a “running 
through”  and  denotes  the  large 
excretion  of  fluid  associated  with 
the  disease.  Thomas  Willis  (1621- 
1675)  spoke  of  it  in  1679  (with 
“more  force  than  eloquence,  as 
Boyd’s  Pathology  characterized  it) 
as  the  “pissing  evil  and  it  was 
known  as  such  in  England  for 
generations.  “Mellitus”  comes 
from  the  Latin  word  for  “honey” 
and,  again,  refers  to  the  high 
sugar  content  of  the  untreated 
diabetic’s  urine. 

Physician  Paul  Langerhans 
(1847-1888),  while  working  for  his 
medical  degree  by  studying  the 


microscopic  structure  of  the  pan- 
creas, wrote  in  his  1869  disserta- 
tion of  the  numerous  small  and 
different  grouping  of  cells  — 
which  later  became  known  as  the 
islets  of  Langerhans. 

In  1889,  Strasbourg  physicians 
Joseph  von  Mering  (1849-1908) 
and  Baron  Oskar  Minkowski 
(1858-1931),  in  attempting  to  de- 
termine whether  the  pancreas 
was  essential  for  life,  removed  the 
pancreas  from  several  dogs.  They, 
like  the  ancients,  found  that  flies 
were  attracted  to  the  urine  of 
these  canines  and  their  testing 
confirmed  the  presence  of  high 
glucose  levels.  Their  reports  gave 
the  first  clear-cut  association  of 
the  pancreas  and  diabetes. 

In  1901,  American  pathologist 
Eugene  L.  Opie,  after  examining 
the  grossly  normal  pancreas  of  a 
patient  with  diabetes,  described 
the  degenerative  changes  in  the 
islets  of  Langerhans  and  con- 
firmed the  relationship  ol  these 
cells  to  diabetes.  Sharpey-Schafer 
then  concluded  that  the  islets 
produced  a substance  that  helped 
to  regulate  carbohydrate  metabo- 
lism. Hence  “insulin,”  from  the 
Latin  for  “island,  referring  to  the 
islets. 

In  1902,  Ernest  Henry  Starling 
(1866-1927)  and  his  brother-in- 
law  William  Maddock  Bayliss 
(1860-1924)  cut  nerves  leading  to 
the  pancreas,  but  the  organ  still 
excreted.  They  found  that  the  en- 
dothelium of  the  small  intestine 
produced  a substance  (which  they 
named  secretin)  that  was  in- 
fluenced by  stomach  acid  and,  in 
turn,  stimulated  the  flow  of  pan- 
creatic fluids.  They,  thus,  de- 
monstrated that  both  chemical 
and  nerve  messages  existed.  In 
1905,  Starling  coined  the  term 
“hormone,”  from  the  Greek  to 
rouse  to  activity,  and  secretin 
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was  the  first  one  to  be  recognized. 
(In  fact,  the  hormone  “epineph- 
rine,’’ from  the  Greek  “above  the 
kidney’  was  studied  and  named 
by  John  Jacob  Abel  (1857-1938)  in 
1898  and  was  isolated  by  Jokicki 
Takamine  (1854-1922)  in  1901, 
although  he  called  it  adrenaline.) 

Endocrinology  was  in  its  infan- 
cy in  the  early  20th  century, 
although  steady  progress  was 
made  during  the  first  two  de- 
cades. It  was  clear  that  diabetes 
was  related  to  pancreatic  function 
and  the  search  for  an  antidiabetie 
substance  had  begun  in  1909. 
Pancreatectomy  produced  a 
diabetes-like  condition  in  animals. 
Ligation  of  the  pancreatic  ducts, 
conversely,  produced  other  types 
of  pancreatic  dysfunction  and 
atrophy  of  most  of  the  glands  of 
the  organ,  but  the  islets  remained 
and  the  animals  did  not  become 
diabetic.  Oral  extracts  of  the  pan- 
creas were  given  to  pancreatee- 
tomized  dogs  but  did  not  correct 
their  diabetic  conditions.  And 
then,  in  1921,  Banting  and  Best, 
working  in  Maeleod  s laboratory, 
discovered  insulin.  They  tied  off 
the  pancreatic  ducts  in  a number 
of  dogs  and  waited  seven  weeks 
for  the  bulk  of  the  organs  to 
atrophy,  leaving  behind  the  islets. 
They  then  extracted  a solution 
and  found  the  previously  named 
insulin.  The  solution  then  was  in- 
jected into  diabetic  dogs  with 
salutory  effect,  and,  within  a short 
time,  into  human  diabetics. 

Sir  Frederick  Grant  Banting 
(1891-1941)  received  his  medical 
degree  from  the  University  of  To- 
ronto and  trained  and  worked  in- 
itially as  an  orthopedic  surgeon. 
His  interests  in  research  led  him 
to  Maeleod’s  laboratory  at  his 
alma  mater,  where  he  suggested 
the  experiments  that  led  to  the 
discovery  of  insulin.  In  1923,  he 


became  head  of  the  University  of 
Toronto’s  Banting  and  Best  De- 
partment of  Medical  Research. 
He  became  a Knight  of  the  Order 
of  the  British  Empire  in  1934. 
Bunting  died  in  an  airplane  crash 
on  a war  mission.  It  was  his 
second  war;  he  was  awarded  the 
Military  Cross  for  his  efforts  in 
World  War  I. 

Charles  Herbert  Best  (1899- 
1978),  born  in  Maine,  was  the  son 
of  a Canadian-born  physician  and 
also  received  his  medical  degree 
from  the  University  of  Toronto  in 
1925.  In  1921,  as  an  undergradu- 
ate, he  became  a laboratory  assis- 
tant to  Banting.  After  their 
landmark  discovery,  he  continued 
working  with  Banting  and  suc- 
ceeded him  as  the  director  of  his 
department  from  1941  to  1967 
and  was  head  of  the  department 
of  physiology  from  1929  to  1965. 
He  also  discovered  the  vitamin, 
choline,  and  the  enzyme,  his- 
tamine, and  introduced  the  use  of 
anticoagulants  in  the  treatment  of 
thrombosis. 

J.J.R.  Maeleod  (1876-1935)  was 
a noted  Scottish  teacher  and  an 
expert  on  carbohydrate  metabo- 
lism. He  taught  physiology  and 
biochemistry  in  London  Hospital 
from  1899  to  1902  and  at  Western 
Reserve  in  Cleveland  from  1903 
to  1918  and  then  became 
professor  of  physiology  at  the 
University  of  Toronto  and  head  of 
the  physiology  laboratory.  Later, 
he  was  dean  of  the  faculty  of 
medicine  at  that  institution. 

Banting  and  Maeleod  received 
the  Nobel  Prize  for  Physiology  or 
Medicine  in  1923  and  Banting, 
graciously  and  voluntarily,  shared 
his  award  with  Best.  Later,  all 
three  published  extensively. 

Prior  to  the  discovery  of  in- 
sulin, the  diagnosis  of  sympto- 
matic diabetes  mellitus  was  a 


death  sentence;  some  actually 
jumped  from  high-story  windows 
when  such  a pronouncement  was 
given.  This  month’s  issue  of  New 
Jersey  Medicine,  thanks  to  our 
special  guest  editors,  Drs. 
Bernard  Robins  and  Arthur 
Krosnick,  and  our  contributors, 
shows  how  far  we  have  come. 

But  results  of  the  important 
Diabetic  Control  and  Complica- 
tions Trial  apparently  have  not 
led  to  the  anticipated  patient  de- 
mand for  access  to  improved 
treatment.  Despite  clear-cut 
evidence  of  marked  reductions  in 
the  dreaded  complications  of 
diabetic  disease — ocular,  vascu- 
lar, and  renal — patients  have  not, 
at  least  as  the  time  of  this  writing 
(March  1,  1994),  joined  the  pro- 
grams ready  to  help  them  live  out 
normal  lives.  This  may  be  due  to 
lack  of  commitment.  It  may  be 
related  to  the  rigorous  discipline 
needed  for  compliance.  It  may  be 
associated  with  unsophisticated  or 
inadequate  clinical  knowledge  of 
treating  physicians.  It  may 
represent  calculated  risks  on  the 
part  of  gambling,  optimistic  pa- 
tients. Regardless  of  cause,  con- 
tinuing re-evaluation  will  be 
needed,  now  and  during  the  in- 
evitable changes  and  restrictions 
inherent  in  health  care  reform  ac- 
tivities. 

Between  two  worlds  life  hov- 
ers like  a star, 

Twixt  night  and  morn,  upon 
the  horizon  s verge. 

Lord  Byron, 
Don  Juan  (1788-1824) 

Although  the  world  is  full  of 
suffering,  it  is  full  also  of  the 
overcoming  of  it. 

Helen  Keller, 
Optimism,  1903 
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GUEST  EDITORIAL 


DIABETES  TREATMENT-THE  CUTTING  EDGE 


After  studying  diabetes  for  four 
decades,  I must  agree  with  Elliott 
P.  Joslin,  who  wrote,  in  1935, 
“The  diabetic  story  is  never  com- 
plete. Just  when  we  think  the  end 
is  approaching,  a new  chapter  is 
written.”  This  splendid  special 
issue  of  New  Jersey  Medicine  is 
not  the  last  word,  but  it  certainly 
pulls  together  the  latest  facts  that 
should  stimulate  primary  physi- 
cians and  nonendocrine  spe- 
cialists in  our  state  to  move  up  to 
the  cutting  edge  of  management 
for  their  patients  with  diabetes. 

Ginsberg  and  Mazze  sum- 
marized the  clinical  consequences 
of  the  DCCT,  a 9-year  clinical 
research  trial,  which  finally  en- 
graved in  stone  the  fact  that  in- 
tensive glucose  and  metabolic 
control  can  prevent  the  onset  and 
progression  of  the  microvascular 
complications  of  diabetes  by  a fac- 
tor of  50  to  75  percent.  This 
method  is  not  without  cost  and 
risk  and  it  requires  a dedicated, 
educated  patient  and  a dedicated, 
educated  physician  to  lead  the 
diabetes  management  team. 

Rapaport  and  Sills  agree,  but 
caution  that  no  child  under  13 
years  of  age  and  only  10  to  18 
percent  of  participants  were 
adolescents.  They  were  pleased 
that  the  added  demands  of  the 
regimen  did  not  adversely  affect 
psychological  parameters  of  the 
participants  and  they  recommend 
that  children  should  be  en- 
couraged “to  participate  in  their 
own  care  as  early  as  possible  in 
a psychologically  and  behaviorally 
appropriate  manner  in  order  to 
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instill  proper  motivation  for  ulti- 
mate sensible  self-care. 

Gewirtz  believes  the  team  ap- 
proach to  intensive  management 
of  diabetes  can  be  widely  applied 
to  patients  by  a cooperative  effort 
of  the  primary  physician  along 
with  the  diabetes  team,  consisting 
of  a trained  physician  as  team 
manager,  along  with  nurse  and 
nutrition  educators  and  psy- 
chologists. 

Mandel  summarized  her  ap- 
proach to  the  diabetic  diet,  which 
I also  believe  should  be  a model 
diet  for  all  Americans. 

Americans  with  Type  II 
diabetes  and  impaired  glucose 
tolerance  (IGT)  number  30 
million  individuals  who  consume 
a large  portion  of  the  health  care 
dollars  because  of  macrovascular 
and  microvascular  complications. 
The  implications  of  the  DCCT 
and  our  ability  to  recognize  and 
intervene  in  risk  factors  makes  it 
incumbent  on  all  physicians  to  be- 
lieve that  the  application  of  the 
principles  of  good  metabolic  con- 
trol should  be  utilized  for  this 
large  number  of  at-risk  in- 
dividuals. 

In  that  vein,  Goldstein  out- 
lined the  standards  of  care  for 
persons  with  diabetes  as  espoused 
by  the  American  Diabetes  As- 
sociation. His  review  is  a compila- 
tion of  the  good  principles  of 
medicine  and  health  care  as  they 
should  apply  to  persons  with 
diabetes.  If  these  recommenda- 
tions, which  do  not  have  the  force 
of  law,  are  scrupulously  followed, 
the  kinds  of  liability  claims 


outlined  by  Robins  and  his  co- 
authors will  be  greatly 
diminished. 

Leff  and  his  associates,  a team 
of  retinologists,  set  forth  the 
pathology  of  intraocular  complica- 
tions that  make  diabetes  the 
number  one  systemic  cause  of 
blindness.  Fortunately,  the  treat- 
ment— both  preventive  (DCCT) 
and  therapeutic  (laser  and  intra- 
ocular surgery)  — makes  the  out- 
look brighter. 

The  lower  extremity  amputa- 
tion (LEA)  studies  by  VanBuskirk, 
Barta,  and  Schlossbach  provide  a 
shocking  and  unnecessary  tale  of 
woe  because  at  least  one-half  of 
the  amputations  associated  with 
diabetes  are  preventable.  How? 
As  pointed  out  by  Helfand  and 
Hirt,  the  keys  are  risk  assessment, 
education,  and  intervention. 

Barta,  Phillips,  and  Davidson 
discuss  the  importance  of  educat- 
ing physicians  to  help  influence 
patient  practice  behavior. 

Elliott  P.  Joslin  was  60  years 
ahead  of  his  time  in  1935  when 
he  wrote  that  the  “excessive  ar- 
teriosclerosis found  in  the 
diabetic  of  long  duration  . . . fixes 
the  responsibility  for  the  ex- 
cessive vascular  changes  and 
emphasizes  the  urgent  need  of 
earlier  control  by  diet  and  in- 
sulin. It  seems  that  the  DCCT, 
at  a cost  of  $60  million,  has  vali- 
dated Joslin  s ideas  on  the 
prevention  of  diabetic  complica- 
tions by  intensive  diabetes  con- 
trol. □ Arthur  Krosnick,  MD 
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Clinical  consequences  of  the 
Diabetes  Control  and 
Complications  Trial 

Barry  }.  Ginsberg,  MD,  PhD 
Roger  Mazze,  PhD 


The  Diabetes  Control  and  Complications  Trial  (DCCT)  was  a 
very  large,  prolonged,  and  statistically  powerful  study  that 
proved  unequivocally  that  near-normalization  of  blood  glucose 
can  reduce  the  risks  of  the  complications  of  diabetes  by  50 
to  75  percent. 


On  June  13,  1993,  the 
Diabetes  Control  and 
Complications  Trial 
(DCCT)  demonstrated, 
unequivocally,  that  near- 
normalization  of  blood  glucose  in 
Type  I diabetes  will  dramatically 
slow  and  even  prevent  most  of  the 
complications  of  diabetes.1  These 
results  present  a challenge  to 
physicians,  other  diabetes  health 
care  professionals,  patients,  and 
health  care  payers  to  devise  a 
system  for  translating  these  re- 
search findings  into  a system  of 
high-quality  health  care  for  peo- 
ple with  diabetes. 

RESULTS  OF  THE  DCCT 

The  DCCT  was  designed  to 
study  the  relationship  of  blood 
glucose  control  to  the  complica- 
tions of  diabetes.2  Almost  1,500 
patients  joined  this  study  be- 
tween 1983  and  1989.  The  pa- 
tients were  in  the  study  for  an 
average  of  6.5  years.  Ninety-seven 
percent  of  the  patients  stayed  in 
their  assigned  group  during  the 
study.3  When  all  of  the  patients 
were  summaried  (Table  1 and 
Figure  1),  an  important  trend  ap- 
peared: at  every  current  level  of 
diabetes  control,  improving  blood 
glucose  values  will  reduce  the  eye 
complications  of  diabetes.  A re- 


duction in  hemoglobin  Ale  of  2 
percent  (lowering  of  blood 
glucose  by  70  mg/dl)  will  be  ac- 
companied by  a 50  percent  reduc- 
tion in  the  risk  of  retinopathy. 

The  DCCT  was  not  without 
risks.  There  was  slightly  more 
weight  gain  in  patients  in  the  in- 
tensively treated  group.  More  im- 
portantly, there  was  a threefold 
increase  in  the  risk  of  serious 
hypoglycemia.  Patients  who  could 
not  feel  their  low-blood  glucose 
(hypoglycemia  unawareness)  were 
at  much  greater  risk  for 
hypoglycemia.  The  serious 
hypoglycemia  in  the  intensive 
group  tended  to  be  in  the  form 
of  repeated  events  in  a few  pa- 
tients, rather  than  widely  spread 
among  the  intensive  patients.5 


Nevertheless,  there  also  were 
more  patients  in  the  intensive 
group  that  developed  serious 
hypoglycemic  events. 

The  DCCT  was  a very  large, 
prolonged,  and  statistically 
powerful  study  that  proved  un- 
equivocally that  near-normaliza- 
tion  of  blood  glucose  can  reduce 
the  risk  of  the  devastating  com- 
plications of  diabetes  by  50  to  75 
percent. 

IMPLICATIONS  OF  THE 
DCCT  RESULTS 

The  DCCT  has  a powerful 
message  with  important  implica- 
tions for  diabetes  care  by  the 
medical  community.  To  utilize 
the  data  properly,  physicians 
must  establish  which  group  of  pa- 
tients will  benefit  from  near- 
normalization of  blood  glucose, 
i.e.  to  whom  is  the  study  appli- 
cable. There  is  little  doubt  that 
the  study  has  strong  implications 
for  all  patients  with  insulin-de- 
pendent diabetes  mellitus 
(IDDM),  for  these  patients  were 


Table  1.  Results  of  the  DCCT. 

Complication 

Method  of  determining 

Risk  reduction  with 
intensive  therapy 

Primary 

prevention 

Secondary 

intervention 

Retinopathy 

Retinal  photos  (masked) 

76% 

54% 

Clinical  end  points 

N/A- 

40% 

Nephropathy 

Microalbuminuria 

34% 

43% 

Gross  albuminuria 

44% 

56% 

Neuropathy 

Exam/EMG/autonomic 

69% 

57% 

Hypoglycemia 

Self-reporting 

-300% 

-300% 
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Figure  1.  Effect  of  control  on  complications. 
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Figure  4.  Clinical  trial  of  SDM. 


in  the  studied  group.  The 
message  is  clear:  for  most  patients 
with  IDDM,  near-normalization 
of  blood  glucose  is  mandatory. 
Such  control  should  be  attained 
by  necessary  means,  but  in  most 
patients  this  will  mean  three  to 
four  doses  of  insulin  per  day,  de- 
livered by  syringe  or  pump.6  This 
must  be  done  by  a well-educated 
patient  and  accompanied  by  ap- 
propriate blood  glucose  monitor- 
ing. By  doing  this,  the  health  care 
team  will  be  able  to  reduce  the 
risk  of  serious  complications  of 
diabetes  by  50  to  75  percent. 

Certain  patients  with  IDDM 
probably  are  inappropriate  for  in- 
tensive insulin  therapy.  Patients 
with  advanced  diabetes  complica- 
tions may  not  benefit,  as  the  com- 
plications may  not  be  reversible. 
Patients  with  a very  high  risk  of 
serious  hypoglycemia,  such  as 
those  with  hypoglycemia  un- 
awareness, should  be  treated  with 
caution.  Data  by  Dr.  Benchimol 
have  indicated  that  children  aged 
5 to  13  years  do  well  on  an  in- 
tensive insulin  regimen.7 

Patients  with  Type  II  or  non- 
insulin-dependent diabetes 
mellitus  (NIDDM)  present  a 
greater  challenge  to  the  medical 
community.  These  patients  com- 
prise 90  percent  of  all  people  with 
diabetes  and  develop  about  75 
percent  of  all  complications  of 
diabetes.  There  are  no  definitive 
data  on  how  to  treat  these  pa- 
tients, but  the  suggestions  of  Dr. 
Philip  Gordon,  director  of  the  Na- 
tional Institute  of  Diabetes, 
Digestive  and  Kidney  Disease  of 
NIH,  and  Dr.  Daniel  Foster, 
chairman  of  the  Clinical  Advisory 
Group  of  the  American  Diabetes 
Association  are  similar:  physicians 
should  try  to  achieve  blood 
glucose  values  as  close  to  normal 
as  possible  in  most  patients  with 
Type  II  diabetes.  The  reason  is 
clear:  the  mechanism  of  most 
diabetes  complications  is  the 
same  in  both  types  of  diabetes. 
The  eye  disease,  the  kidney  dis- 
ease, and  most  types  of  nerve  dis- 
ease share  the  same  mechanism 
in  IDDM  and  NIDDM.  Frail, 
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Table  2.  Resources  needed  for  better  diabetes  control. 


DCCT 

DCCT  Care 

SDM 

Care 

Cost/year 

$14,229 

$3779 

$2833 

MD  (hrs/mo) 

10 

1 

0.5 

RN  (hrs/mo) 

15 

4 

2 

RD  (hrs/mo) 

3 

1 

0.5 

Behaviorist 

3 

1 

0.2 

Administrator 

5 

0.3 

0.2 

Supplies  ($/yr) 

1,186 

1,186 

1,186 

elderly  patients  in  whom 
hypoglycemia  might  be  disastrous 
obviously  are  not  candidates  for 
this  therapy.  Note,  however, 
hypoglycemia  is  less  frequent  at 
every  level  of  diabetes  control  in 
patients  with  NIDDM  than  in  pa- 
tients with  IDDM  and  the  DCCT 
did  show  a lowering  of  cardiac, 
peripheral  vascular,  and  cerebro- 
vascular events  in  patients  with 
near-normalization  of  blood  sugar 
in  people  with  diabetes. 

For  all  people  with  diabetes, 
the  DCCT  has  a very  strong 
message:  bring  the  blood  sugar  as 
close  to  normal  as  possible.  For 
most  patients  with  IDDM,  this 
means  three  to  four  injections  of 
insulin  per  day,  intensive  blood 
glucose  monitoring,  and  com- 
prehensive education.  For  pa- 
tients with  NIDDM,  this  will 
mean  more  intensive  therapy, 
more  diet  and  exercise,  educa- 
tion, more  glucose  monitoring, 
and  a focus  on  therapies  that  work 
to  reduce  blood  glucose.  It  is  un- 
acceptable to  tell  patients  that 
they  “have  a touch  of  sugar’  and 
treat  them  only  by  advising  them 
to  avoid  sweets,  when  they  have 
blood  glucose  values  well  above 
150  mg/dl. 

TRANSLATION  OF  THE 
DCCT  RESULTS 

The  DCCT  study  was  clinical 
research.  It  was  designed  to 
describe  the  relationship  of 
normalization  of  blood  glucose  to 
the  reduction  of  complications.  It 
was  extremely  successful  and 
clearly  has  indicated  the  strong 
inverse  relationship  of  control  and 
complication  risk.  The  study, 
however,  was  very  expensive, 
costing  up  to  $15,000  per  patient 
and  using  incredible  resources  in- 
cluding 36  person-hours  per 
month  (Table  2).  Most  of  these 
costs  were  due  to  the  need  for 
research  data.  By  our  calculations, 
based  upon  the  costs  at  two 
DCCT  sites,  the  clinical  cost  of 
DCCT  care  would  be  $3,779  per 
year  and  7.3  person-hours  per 
month  (Table  2). 


Currently,  85  percent  of  all  pa- 
tients with  diabetes  see  a primary 
care  physician.  Only  3 percent  of 
the  clinical  care  office  visits  are 
to  diabetes  specialists.  Although 
these  primary  physicians  often 
are  caring  and  involved  with  pa- 
tients, they  lack  the  skill  to 
provide  the  near-normalization  of 
blood  glucose  that  the  DCCT  has 
proved  necessary  to  prevent 
diabetes  complications.  Possible 
solutions  include:  transfer  all 

diabetes  care  to  specialists; 
retrain  all  primary  care  physicians 
in  diabetes;  or  provide  a roadmap 
and  flowcharts  for  better  care  of 
diabetics.  The  first  two  solutions 
are  obviously  impractical.  The 
third  solution  has  been  developed 
by  the  International  Diabetes 
Center  in  Minneapolis  under  an 
educational  grant  from  Becton 
Dickinson  and  Company  and  is 
called  Staged  Diabetes  Manage- 
ment (SDM).8 

SDM  is  an  integrated  system 
consisting  of  practice  guidelines, 
roadmaps  (Figure  2),  and  flow- 
charts (Figure  3)  for  each  type  of 
diabetes;  reference  manuals  for 
professionals  that  are  keyed  to  the 
flowcharts;  and  pamphlets  for  pa- 
tients. These  materials  are  de- 
signed to  work  together  so  pa- 
tients and  professionals  speak  the 
same  language  and  have  common 
goals. 

SDM  has  been  introduced  into 
a medical  community.9  This  com- 
munity consists  of  interested 
parties  including:  primary  care 
providers,  diabetes  specialists, 
diabetes  educators,  nurses,  dieti- 
tians, pharmacists,  exercise 


physiologists,  local  diabetes  or- 
ganizations, local  businesses,  and 
health  care  payers.  This  group 
meets  to  define  the  standards  of 
care  for  diabetes  in  this  communi- 
ty and  to  define  patterns  of  refer- 
ral. When  will  the  patients  be 
treated  by  the  primary  care  physi- 
cian? When  is  comanagement 
with  the  diabetes  specialist 
necessary?  When  is  full  referral 
needed?  The  use  of  common 
terms  by  physicians,  other  profes- 
sionals, and  patients  and  the  use 
of  common  forms  for  data  collec- 
tion promote  quality  diabetes 
care. 

SDM  was  developed  using  the 
data  of  3,000  patients  studied 
over  three  years.  For  each  pa- 
tient, every'  diabetes-related  de- 
cision was  evaluated:  What  data 
were  necessary  to  make  de- 
cisions? How  were  the  data  used? 
Was  the  decision  correct?  From 
this  information,  the  roadmap  and 
flowcharts  were  developed.  SDM 
has  a few  major  principles.  First, 
all  decisions  should  be  made  on 
the  basis  of  appropriate  clinical 
data.  Second,  the  patient  and  the 
health  care  team  should  be  work- 
ing toward  a specific  goal  and 
should  have  a specific  timeline  to 
reach  that  goal.  Third,  diabetes 
care  should  be  done  at  the  most 
cost-effective  site  that  can  provide 
quality  care.  Finally,  the  patient 
must  be  part  of  an  integrated 
health  care  team. 

The  roadmap  of  SDM  (Figure 
2)  serves  as  a guide  for  health  care 
professionals  and  to  inform  the 
patient  about  therapy  and  as  a 
contract  with  the  patient  for  care. 


VOL  91 -NUMBER  4 APRIL  1994 


The  flowchart  of  SDM  is  simple 
to  follow  and  sufficiently  detailed 
to  provide  a basis  for  therapy  by 
the  primary  care  provider.  An  ex- 
ample of  a part  of  a flowchart  is 
shown  in  Figure  3. 

The  role  of  each  participant  in 
SDM  is  well  defined.  The  pri- 
mary care  physician  is  the  main 
care  provider,  working  with 
specific  roadmaps,  flowcharts, 
and  practice  guidelines.  The 
diabetes  specialist  sees  the  more 
difficult  cases  with  some  regulari- 
ty. The  diabetes  specialist  also 
follows  the  practice  guidelines 
and  tries  to  send  the  stabilized 
patient  back  to  the  primary  care 
physician.  The  diabetes  educator 
frequently  is  the  main  contact. 
The  educator  is  community  based 
and  monitors  the  patient’s 
progress  in  SDM.  The  diabetes 
educator,  of  course,  follows  the 
accepted  practice  guidelines. 
Finally,  the  patient  is  part  of  the 
health  care  team.  The  goals  of 
therapy  must  come  from  the  pa- 
tient and  the  patient  can  provide 
these  only  if  he  is  educated  and 
fully  informed. 

SDM  has  been  clinically  tested 
in  over  20  centers  in  the  United 
States,  Europe,  and  Asia.  The  re- 
sults from  one  center  are  shown 
in  Figure  4.  Fifty-eight  patients 
with  NIDDM  were  followed  by  a 
group  of  primary  care  practi- 
tioners for  six  months  with  poor 
diabetes  control.  They  then  were 
transferred  to  a team  that  used 
SDM  and  diabetes  control  im- 


proved. Within  six  months,  the 
hemoglobin  Ale  had  fallen  from 
12.3  to  7.2. 

Although  SDM  brings  high- 
quality  diabetes  care  to  patients, 
it  does  so  in  a cost-effective  man- 
ner. By  using  primary  care 
providers,  nurse  practitioners, 
and  nurse  educators  and  by 
providing  preventive  care,  i.e. 
avoiding  diabetes  complications, 
it  keeps  costs  relatively  low.  We 
currently  estimate  the  cost  of 
SDM  for  a patient  with  IDDM  to 
be  $2,833  and  the  resources  to  be 
3.6  person-hours  per  month  for 
DCCT-type  control  (Table  2). 

SUMMARY 

The  DCCT  has  settled  the 
question  of  the  relationship  of 
diabetes  control  to  diabetes  com- 
plications. By  utilizing  intensive 
diabetes  therapy,  the  DCCT  was 
able  to  reduce  the  risk  of  diabetes 
complications  by  50  to  75  per- 
cent. As  practicing  physicians,  in 
the  era  of  health  care  reform,  we 
must  devise  methods  to  bring 
quality  diabetes  care  to  our  pa- 
tients with  diabetes  in  a cost-ef- 
fective manner.  SDM  is  a system 
for  providing  this  quality,  cost- 
effective  care  for  patients  with 
diabetes.  H 
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Dental  Rates  Now  Reduced  By  10  Percent 


A 10%  rate  reduction  on  MSNJ  dental  coverage  follows  two  consecutive  annual  renewals 
with  no  rate  increases.  The  reason?  Good  claims  utilization  of  this  experience-rated  program 

means  favorable  rates  to  you. 


Health  Care  Rates  Now  Renewed  At  No  Change 

And  remember,  that's  no  change  from  a 10%  rate  reduction  implemented  in  July,  1993. 
Prior  to  that,  renewal  rates  had  remained  unchanged  since  1991-  Again,  good  claims  utilization 
allows  the  MSNJ  Health  Care  Plan  to  consistently  renew  its  commitment  to  lower  premiums. 


Comprehensive  Coverage.  Competitive  Costs.  Provider  Choice. 

You  can  judge  the  MSNJ  Health  Care  and  Dental  Plans  by  their  comprehensive  coverage 
and  competitive  rates.  And  by  their  following.  Our  health  care  and  dental  programs  are  the 
plans  of  choice  for  thousands  of  MSNJ  members.  You  have  total  freedom  in  choosing  hospital 
and  physician  providers,  without  reducing  benefits  for  choosing  one  provider  over  another. 

For  more  information,  please  call 
William  Bloor,  Assistant  Vice  President, 

Donald  F.  Smith  & Associates 

3120  Princeton  Pike,  P.O.  Box  6509,  Lawrenceville,  NJ  08648-0509 
Telephone  (609)  895-1616  (800)  227-6484 

Plans  are  underwritten  by  Blue  Cross  and  Blue  Shield  of  New  Jersey  and  are  not  available  to  residents  of  New  York  State. 

(DONALD  E SMITH  QJ  ASSOCIATES! 
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ACURA* 


PRECISION  CRAFTED  PERFORMANCE 

Come  see  it... 
come  drive  it, 
You  can  lease 
it  or  buy  it... 

AT  "NEVER  UNDERSOLD " 
DISCOUNT  PRICES! 


Brand  New  1994  Acura 


• LEGENDS*  VIGORS 

• INTEGRAS  • NSX’s 


Deal  direct  with  Mr.  Catena.  For  your  conve- 
nience, he'll  arrange  for  a demo  presentation  at 
your  office  or  home  in  the  model  of  your  choice. 
Service  Replacement  Cars  available  when  your 
vehicle  is  in  for  our  award-winning  service. 


CALL  TODAY:  1-201-912-9000 


ACURA 


243  Route  22  * Springfield,  NJ  • 201-912-9000 


MANAGED 


Now  is  the  time  for  you  to  solidify  contracts  with 
managed  care  organizations  that  can  direct  patients 
to  your  office  - HMOs,  PPOs,  TPAs,  self-insured 
companies  and  others. 

MedHealth  Management  Corporation  maintains  a 
complete  database  of  managed  healthcare 
companies  licensed  to  operate  in  New  Jersey.  Our 
experienced  team  can  handle  all  of  your  contracting 
needs  including  identifying  appropriate 
opportunities  and  negotiating  reimbursement. 

This  sendee  is  available  to  individual  and  group 
practices  as  well  as  specialty  centers. 

MedHealth  Management  Corporation 

211  Essex  Street,  Suite  304 

Hackensack,  NJ  07601  (201 ) 342-91  55 


Implications  of  the  DCCT  for 
children  and  adolescents 
with  IDDM 


Robert  Rapaport,  MD 
Irene  N.  Sills,  MD 


The  DCCT  findings  have  unique  implications  for  youth  with 
diabetes.  Attempts  should  be  made  to  achieve  improved 
glycemic  control  in  all  children  and  adolescents  with  diabetes, 
but  particular  care  needs  to  be  exercised  to  avoid  untoward 
side  effects,  especially  hypoglycemia. 


Since  most  adults  with  in- 
sulin dependent  diabetes 
mellitus  (IDDM)  are 
diagnosed  before  20  years 
of  age,  pediatricians  and  pediatric 
endocrinologists  initially  are  re- 
sponsible for  insuring  that 
diabetes  management  is  optimal. 
Pediatric  endocrinologists  always 
have  encouraged  children  and 
their  families  to  work  toward 
achieving  the  best  possible 
glucose  regulation.  Therefore,  we 
welcomed  the  Diabetes  Control 
and  Complications  Trial  (DCCT) 
conclusion  that  better  glycemic 
control  lowers  the  risk  of  long- 
term complications  of  diabetes. 

With  regards  to  the  care  of 
youth  with  IDDM,  the  results  of 
the  DCCT  need  to  be  interpreted 
from  a pediatric  perspective.  The 
study  was  not  designed  to  test  the 
effects  of  control  in  children.  The 
mean  age  of  the  study  participants 
was  27  years.  No  child  under  the 
age  of  13  years  was  included. 
Only  10  to  18  percent  of  the  study 
participants  were  adolescents.  In 
addition,  some  adolescents  who 
began  the  study  ended  the  study 
at  an  age  older  than  19  years.  The 
adolescent  study  participants 
were  carefully  selected  to  include 
only  the  most  highly  motivated 
patients  who  were  willing  to 


comply  with  the  rigorous  de- 
mands of  intensive  treatment. 
Still,  even  with  all  of  the  efforts 
of  the  health  care  teams,  the 
mean  glycosylated  hemoglobin  of 
the  adolescents  was  1 percent 
higher  than  that  of  the  adult  sub- 
jects. 

The  total  duration  of  diabetes 
generally  has  been  presumed  to 
be  a predictor  of  complications. 
After  15  to  20  years,  almost  all 
patients  develop  a mild  form  of 
background  retinopathy1  and  after 
20  years,  40  percent  of  patients 
have  some  evidence  of  nephrop- 
athy.2 However,  irrespective  of 
diabetes  duration,  prepubertal 
children  are  relatively  protected 
from  the  microvascular  complica- 
tions of  diabetes.  The  duration  of 
diabetes  prior  to  puberty  may  not 
contribute  very  much  to  the  total 
duration  of  diabetes  as  a 
prognostic  index  for  the  develop- 
ment of  complications.3'0 

The  DCCT  demonstrated  that 
excellent  glucose  regulation  is 
achievable  by  interested,  cooper- 
ative patients  with  the  help  of  a 
dedicated,  well-trained  multidis- 
ciplinary team.  However,  in- 
tensive therapy  was  associated 
with  an  increase  in  side  effects. 
The  intensive  therapy  group  had 
an  increase  in  weight  gain  and 


three  times  more  episodes  of 
severe  hypoglycemia  than  the 
standard  group.  Weight  gain  may 
be  particularly  undesirable  for 
adolescents. 

Of  even  greater  concern  for 
those  involved  in  the  care  of  chil- 
dren with  diabetes  is  the  in- 
creased risk  of  hypoglycemia. 
Hypoglycemia  may  occur  more 
often  and  certainly  is  more  del- 
eterious in  children  below  the  age 
of  four  years.  Infants  and  toddlers 
have  more  erratic  food  intake  and 
exercise  and  are  at  risk  for  sud- 
den, severe  hypoglycemia.  They 
cannot  easily  communicate  the 
symptoms  of  hypoglycemia  to 
their  caregivers.  Severe,  repeated 
episodes  of  hypoglycemia  occur- 
ring below  the  age  of  four  years 
are  associated  with  a substantial 
risk  of  permanent  neuropsy- 
chological abnormalities.6 ' There- 
fore, because  hypoglycemia  has 
potentially  serious  consequences, 
achieving  better  glucose  control 
in  young  children  must  be  ap- 
proached with  caution. 

The  added  demands  of  in- 
tensive therapy  did  not  adversely 
affect  psychological  parameters  in 
the  DCCT  study  population.  The 
extremely  rigorous  lifestyle  re- 
quired for  intensive  regulation  of 
blood  glucose  may  or  may  not 
have  long-term  adverse  psycho- 
social effects  in  children.  Chil- 
dren have  little  control  over 
events  in  their  lives.  Decisions 
regarding  the  management  of 
their  diabetes  are  made  for  them 
by  concerned  adults  responsible 
for  their  welfare.  It  is  important 
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to  encourage  children  to  parti- 
cipate in  their  own  care  as  early 
as  possible  in  a psychologically 
and  behaviorally  appropriate 
manner  in  order  to  instill  proper 
motivation  for  ultimate  sensible 
self-care. 

Pediatric  endocrinologists  have 
been  at  the  forefront  of  the  fight 
to  achieve  the  best  glucose  con- 
trol possible  for  individual  chil- 
dren. We  hope  no  child  in  the 
United  States  is  being  managed 
by  the  “conventional  regimen 
used  by  the  DCCT.  Most  chil- 
dren should  be  receiving  two  to 
three  insulin  injections  daily,  be 
encouraged  to  check  blood 
glucose  levels  two  to  four  times 
daily,  and  be  given  advice  on  ad- 
justing insulin  doses. 

The  most  important  finding  of 
the  DCCT  is  not  that  a person 
with  diabetes  must  achieve 
normal  glycosylated  hemoglobin 
values,  but  rather  that  improve- 
ment in  control  as  reflected  by 
improvement  in  glycosylated 
hemoglobin  will  produce  better 
long-term  prognoses. 

In  the  DCCT,  every  2 percent 
reduction  in  hemoglobin  Ale 
values  led  to  a 50  percent  rate 
reduction  in  diabetic  retinopathy. 
These  results  seem  to  be  appli- 
cable to  adolescents  and  may  be 
pertinent  to  younger  children. 

Carefully  constructed  and  con- 
trolled studies  are  needed  to 
assess  the  benefits  and  the  best 
means  of  obtaining  good  glycemie 
control  in  children. 

In  the  meantime,  the  results  of 
the  DCCT  should  serve  as  a 
challenge  to  the  pediatric  dia- 
betes care  community  to  strive  for 
better  control  in  each  child.  In- 
dividually tailored  goals  need  to 
be  set  for  every  child  and  family. 
Innovative  means  of  achieving 
better  glucose  control  while 
avoiding  physical  and  psycho- 
logical damage  to  the  children 
need  to  be  found.  The  use  of 
newer,  fast-acting  insulins  with 
intermediate  and  long-acting  in- 
sulin, more  frequent  injections, 
and  newer  delivery  methods  have 
to  be  evaluated. 


The  DCCT  demonstrated  that 
excellent  diabetes  care  requires 
multidisciplinary  health  care 
teams  led  by  physicians  trained  in 
diabetes.  Children  need  the  ben- 
efits of  properly  educated  pedi- 
atric health  care  teams. 

The  DCCT  findings  are  a 
challenge  to  society,  which  must 
find  ways  to  finance  the  highly 
specialized,  intensive,  and  com- 
passionate care  that  children  with 
diabetes  need.  I 
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YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxyiic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage 
indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
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Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
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are  common  after  parenteral  administration  of  the  drug.1-2  Also  dizziness, 
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Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
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orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
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Current  thoughts  on 
diabetes  patient  education 
in  New  Jersey 

George  Gewirtz,  MD 


The  DCCT  study  proved  that  the  incidence  of  long-term 
complications  of  diabetes  mellitus  decreases  with  improvement 
of  blood  glucose  control.  The  health  care  team  management 
approach  for  patients  with  diabetes  mellitus  has  been 
demonstrated  to  result  in  improved  metabolic  control. 


The  striking  results  of  the 
Diabetes  Control  and 
Complications  Trial 
(DCCT)  provide  a chal- 
lenge: to  implement  on  a broad 
scale  the  intensive  treatment  that 
patients  who  participated  in  the 
study  enjoyed.  This  remarkable 
nine-year  study  of  patients  with 
insulin-dependent  diabetes  melli- 
tus (IDDM)  conclusively  proved 
that  the  “glucose  hypothesis  was 
correct:  excellent  control  of  blood 
sugar  levels  decreases  the  in- 
cidence and  the  progression  of 
long-term  diabetes  complica- 
tions— retinopathy,  nephropathy, 
and  neuropathy.  Dr.  Elliott  P. 
Joslin  and  his  colleagues  were 
correct  in  their  belief  that 
elevated  blood  glucose  levels  are 
a major  etiologic  factor  in  long- 
term diabetes  complications.  The 
results  were  so  startling  that  the 
study  was  terminated  one  year 
early  with  the  hope  of  motivating 
all  patients  with  diabetes  mellitus 
to  strive  for  better  glucose  con- 
trol. Dr.  Philip  Gordon,  head  of 
the  National  Institute  of  Diabetes, 
Digestive  and  Kidney  Disease, 
the  study’s  sponsor,  forcefully 
made  the  point  that  because  poor 
glucose  control  was  the  factor 
linked  with  the  increased  in- 
cidence and  progression  of 


chronic  complications,  the  goal  of 
achieving  excellent  metabolic 
control  should  apply  equally  to 
patients  with  IDDM  and  non-in- 
sulin dependent  diabetes  mellitus 
(NIDDM). 

The  patients  in  the  intensively 
treated  group  received  ex- 
traordinary care  during  the  study. 
This  level  of  care  would  be  im- 
possible to  duplicate  in  a primary 
care  environment.  The  patients 
had  unlimited  access  to  a health 
care  team  comprised  of  a physi- 
cian, diabetes  nurse  educator, 
registered  dietitian,  exercise 
physiologist,  and  psychologist. 
The  patients  were  encouraged  to 
increase  responsibility  for  their 
own  care;  they  were  taught  to  ad- 
just insulin  doses  to  changes  in 
diet,  eating  time,  activity,  stress, 
and  illness.  The  team  encouraged 
excellent  blood  sugar  control  and 
actively  intervened  when  the  pa- 
tient was  not  achieving  this  goal. 

At  the  present  time,  few 
primary  care  physicians  imple- 
ment the  basic  features  of  in- 
tensive diabetes  therapy,  multiple 
regular  insulin  injections  coupled 
with  frequent  blood  glucose 
monitoring,  for  patients  with 
IDDM.  The  results  of  the  DCCT 
study  challenge  the  ethics  of  fail- 
ing to  provide  the  means  of 


achieving  better  metabolic  con- 
trol. Although  not  all  patients 
with  IDDM  are  appropriate  can- 
didates for  intensive  therapy,  it  is 
the  physician’s  obligation  to  ad- 
vise patients  of  the  advantages  of 
excellent  blood  glucose  control 
and  to  encourage  patients  to  at- 
tempt to  achieve  this  goal.  The 
DCCT  study  demonstrates  that 
any  improvement  in  metabolic 
control,  even  if  it  falls  short  of  the 
lofty  goals  employed  in  the  study, 
results  in  some  decrease  in  the 
risk  of  incurring  long-term  com- 
plications. Physicians  should  en- 
courage all  patients  with  both 
IDDM  and  NIDDM  to  set  tight- 
er goals  for  metabolic  control. 

Can  the  team  approach  to  in- 
tensive management  of  diabetes 
mellitus  be  widely  applied  to  pa- 
tients in  New  Jersey?  The  answer 
to  this  question  is  yes.  Indeed,  a 
number  of  programs  for  intensive 
diabetes  therapy  exist  in  outpa- 
tient diabetes  centers  and 
hospitals.  New  Jersey  has  a large 
number  of  certified  diabetes 
educators  and  nutritionists  whose 
services  will  be  in  increasing  de- 
mand. The  challenge  will  be  for 
diabetes  programs  to  expand  and 
incorporate  the  qualified  diabetes 
educators  into  teams  capable  of 
providing  intensive  therapy  to  a 
broader  population  of  patients 
with  diabetes.  The  cost  of  im- 
plementing such  preventive  treat- 
ment programs  will  be  greater 
than  the  cost  of  present  conven- 
tional outpatient  diabetes  care. 
However,  the  reduction  in  long- 
term complications  would 
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markedly  reduce  the  billions  of 
dollars  spent  yearly  in  the  United 
States  on  treatment  of  these  com- 
plications and,  ultimately,  will  re- 
duce the  overall  cost  of  diabetes 
care. 

Intensive  insulin  therapy  has 
been  defined  as  an  insulin  treat- 
ment program  that  allows  the  op- 
portunity of  administering  regular 
insulin  at  least  three  times  a day. 
The  dose  of  insulin  is  based  on 
a blood  glucose  self-measurement 
taken  at  the  time  of  insulin  admin- 
istration and  is  varied  according 
to  an  algorithm  developed  by  the 
patient  with  a health  care  team. 
Alterations  in  diet,  time  of  meals, 
exercise,  and  intercurrent  illness 
also  will  influence  the  insulin 
dose.  Insulin  is  administered  in  a 
manner  that  attempts  to  mimic 
the  way  a normal  pancreas  would 
secrete  the  polypeptide  hormone. 
This  may  be  accomplished  by 
using  multiple  daily  injections  of 
regular,  intermediate,  and/or 
long-acting  insulins  or  by  con- 
tinuous subcutaneous  regular  in- 
sulin infusion  (insulin  pump). 
Each  patient  should  have  a 
specific  set  of  treatment  goals  in- 
dividually tailored  to  his  situation. 
Factors  such  as  impaired 
cardiovascular  status  or  the 
presence  of  hypoglycemia  un- 
awareness (the  inability  of  a pa- 
tient to  recognize  low  blood  sugar 
reactions)  should  prompt  con- 
sideration of  setting  somewhat 
higher  blood  sugar  goals  than  for 
otherwise  healthy  patients  with 
diabetes. 

Which  patients  should  be  con- 
sidered for  intensive  insulin  ther- 
apy? The  most  obvious  answer  is 
those  patients  desiring  tighter 
glycemie  control  based  on  the 
recommendations  of  the  DCCT 
study.  Patients  not  achieving  op- 
timal control  on  conventional  in- 
sulin therapy  should  be  en- 
couraged to  intensify  their  con- 
trol. And,  patients  with  lifestyles 
requiring  more  flexibility  in  treat- 
ment, e.g.  split-shift  work  or  ir- 
regular mealtimes,  should  be  con- 
sidered. 

The  initial  step  is  evaluation  by 


the  management  team  to  de- 
termine if  a patient  is  appropriate 
for  intensive  therapy.  The  pa- 
tient’s motivation,  psychological 
stability,  intellectual  and  technical 
ability,  general  health,  and  expec- 
tations must  be  examined  thor- 
oughly for  suitability.  It  must  be 
emphasized  that  not  all  patients 
with  diabetes  mellitus  possess  the 
required  characteristics  to  be  suc- 
cessful at  achieving  the  goals  set 
for  intensive  diabetes  therapy. 

Each  member  of  the  team  has 
clearly  defined  responsibilities. 
The  physician  is  the  team 
manager.  He  supervises  and  col- 
laborates with  the  education  team 
in  selecting  patients,  prescribing 
initial  methods  of  insulin  adminis- 
tration and  dosage,  and  providing 
criteria  for  the  education  team  to 
review  blood  sugar  control  and 
change  the  patient’s  insulin 
dosage.  The  physician  re- 
evaluates therapy  periodically  and 
makes  appropriate  adjustments  to 
allow  patients  to  more  effectively 
realize  their  therapeutic  goals. 

The  nurse  educator  is  the  team 
member  who  has  the  greatest 
personal  contact  with  the  patient. 
Responsibilities  include  initial 
assessment  of  the  patient’s 
diabetes  knowledge  base  and 
technical  skills,  motivation,  and 
expectations.  After  patient  selec- 
tion, the  nurse  educator  teaches 
pump  operations  or  reviews  sub- 
cutaneous insulin  administration, 
reviews  insulin  action  and  dosage, 
and  discusses  technique  and 
parameters  for  preprandial  and 
postprandial  blood  glucose  moni- 
toring. The  effect  of  exercise  on 
glucose  levels  in  each  particular 
patient  is  evaluated  and  the  ser- 
vices of  the  exercise  physiologist 
are  utilized  to  establish  an  ap- 
propriate exercise  program.  The 
nurse  educator  also  provides  a 
treatment  plan  for  hypoglycemia; 
this  is  of  particular  importance  in 
this  group  of  patients  since  tighter 
blood  glucose  control  increases 
the  incidence  of  low  blood  sugar 
reactions. 

The  nutrition  educator  initially 
assesses  the  adequacy  and  con- 


sistency of  dietary  intake,  identi- 
fying factors  such  as  snacking,  al- 
coholic beverage  consumption, 
and  home  versus  restaurant  din- 
ing. An  individualized  appropriate 
meal  plan  is  determined  and  the 
patient  is  thoroughly  educated  in 
its  implementation.  Factors  in- 
cluding weight  and  other  medical 
conditions  such  as  hyperlipidemia 
or  fluid  retention  are  taken  into 
consideration.  Adjustments  in 
diet  to  correct  the  hyperglycemic 
effect  that  particular  foods  may 
have  on  postprandial  glucose 
levels  or  the  possible  hypogly- 
cemic effects  of  exercise  may 
enhance  metabolic  control. 

A psychologist  must  be  avail- 
able to  the  patient  and  to  the 
other  members  of  the  manage- 
ment team  to  help  identify-  those 
emotional  factors  that  might  in- 
terfere with  the  patient’s  success 
in  achieving  good  metabolic  con- 
trol. Appropriate  individual  thera- 
py or  a change  in  the  manage- 
ment team’s  approach  to  the  pa- 
tient then  should  be  im- 

plemented. 

The  diabetic  management  team 
must  work  closely  with  the 
primary  care  physician.  The 
team’s  responsibility  is  treatment 
of  diabetes  mellitus  and  its  prin- 
cipal complications.  The  patient’s 
medical  care,  otherwise,  should 
be  in  the  hands  of  the  primary 
care  physician. 

The  patients  in  the  DCCT 
study  initially  required  enormous 
amounts  of  time  from  the 
management  team — time  that  a 
primary  care  physician  could  not 
provide.  As  the  study  progressed, 
the  patients  became  more  in- 
dependent and  required  less 
supervision.  At  that  point,  it 
would  be  feasible  for  the  primary 
care  physician  to  assume  greater 
responsibility  for  diabetes  treat- 
ment while  the  management  team 
could  provide  a less  active  con- 
sultative role. 

How  can  this  transition  — the 
primary  care  physician  assuming 
a more  central  role  in  the  treat- 
ment of  diabetes— be  effectively 
carried  out?  Initially,  it  is  crucial 
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that  the  diabetes  mangement 
team  communicates  directly  with 
the  primary  care  physician  to  up- 
date the  physician  on  the  patient’s 
current  status.  The  physician 
previously  would  have  been  ap- 
prised of  the  patient’s  treatment 
regimen  including  the  specifics  of 
insulin  therapy  and  diet.  At  this 
juncture,  it  would  be  important  to 
communicate  those  particular 
areas  of  the  patient’s  care  that 
might  prove  to  be  problematic. 
For  example,  if  the  patient  is 
prone  to  develop  hypoglycemia 
following  exercise,  the  use  of  in- 
creased food  intake  and/or  the  re- 
duction in  insulin  dosage  that 
have  been  suggested  to  the  pa- 
tient to  prevent  hypoglycemia 
should  be  discussed  with  the 
primary  care  physician.  If  the  pa- 
tient has  hypoglycemia  unaware- 
ness, the  need  for  more  frequent 
blood  glucose  monitoring  and  for 
more  frequent  food  intake  as  well 
as  the  need  to  set  higher  blood 
glucose  levels  as  the  goal  of  treat- 
ment must  be  communicated. 
The  primary  care  physician  must 
be  aware  of  the  time  of  onset  and 
time  ol  peak  action  of  the  dif- 
ferent forms  of  insulin  the  patient 
is  using.  The  patient’s  home  blood 
glucose  levels  should  be  reviewed 
with  the  patient  periodically  and 
changes  in  timing,  dosage,  or  type 
of  insulin  suggested  on  the  basis 
of  the  blood  glucose  patterns  and 


levels.  The  diabetic  management 
team  will  remain  readily  available 
to  the  primary  care  physician  to 
discuss  any  problems.  The  patient 
should  continue  to  meet  with  the 
nurse  educator  and  nutrition 
educator  periodically  to  promote 
maintenance  of  appropriate  skills 
and  diet. 

The  primary  care  physician  will 
assume  responsibility  for  other 
aspects  of  treatment  of  diabetes. 
For  example,  although  the  patient 
will  have  been  educated  on  the 
appropriate  management  of  “sick 
days’’  by  the  diabetes  manage- 
ment team,  the  physician  will  be 
sure  the  patient  does  not  omit  his 
insulin,  takes  additional  insulin  as 
indicated  by  close  monitoring  of 
blood  glocose  levels,  maintains 
adequate  fluid  intake,  tests  urine 
for  ketones,  and  is  given  ap- 
propriate additional  medication  as 
indicated.  The  physician  also  will 
decide  if  hospitalization  is 
necessary.  The  primary  care 
physician  should  also  measure  the 
patient’s  glycosylated  hemoglobin 
level  every  three  months  to 
monitor  the  effectiveness  of  the 
diabetes  treatment  program.  In 
addition,  screening  should  be  per- 
formed for  possible  microvaseular 
complications  of  diabetes  by 
measuring  urine  protein  and 
microalbumin  excretion  and 
serum  creatinine;  by  promoting 
yearly  ophthalmologic  examina- 


tion; and  by  stressing  appropriate 
foot  care.  It  is  important  to  stress 
that  the  diabetes  management 
team  remains  available  to  both 
the  primary  care  physician  and 
the  patient  to  assist  in  providing 
optimal  diabetes  care. 

Patients  with  IDDM  not  in- 
volved in  intensive  therapy  and 
patients  with  NIDDM  also  would 
benefit  from  the  team  approach  to 
diabetes  management.  The 
DCCT  study  has  provided  data 
proving  that  the  incidence  of  the 
long-term  complications  of 
diabetes  mellitus  decreases  with 
improvement  in  blood  glucose 
control.  More  effective  blood 
glucose  control  is  indicated  in  pa- 
tients requiring  treatment  with 
diet  alone,  oral  hypoglycemic 
agents,  and/or  insulin. 

The  education  and  motivational 
support  provided  by  the  health 
care  team  management  approach 
has  been  demonstrated  to  result 
in  improved  metabolic  control.  It 
is  the  physician’s  responsibility  to 
provide  this  improved  metabolic 
control  for  patients  with  diabetes 
mellitus  with  the  hope  of  prevent- 
ing long-term  complications.  I 

Dr.  Gewirtz  is  medical  director,  Joslin 
Center  for  Diabetes.  Address  reprint 
requests  to  Dr.  Gewirtz,  Joslin  Center 
for  Diabetes  at  Saint  Barnabas  Medical 
Center,  101  Old  Short  Hills  Road,  Suite 
415,  West  Orange,  NJ  07052. 


232 


NEW  JERSEY  MEDICINE 


You  Saue  Taxes  Just 
Like  You  Pay  Them... 
One  Year  Rt  a Time. 

□HP  7(D0)  mQSSI®  CDQJU  (DM 

tjaa  sAmw®s  HASH  vcea® 

TJCHQMIK  ACBCDCUU  TJCHQS  WEAK 
AM©  nmm  Wl  AUPTT 

ttchqs  mm* 

i “ ' 


ooo 


a 


/A 


J Ln 


EAtTU 

THE 

U.E.B.H. 

run  imiiri  u 

El  E#  Bhb  IJ  ImP  I BJP  El  Em 

FOR  THK  UICTIMS 


Kirwan  Financial  Group,  Inc. 
402  Middletown  Blvd.,  Suite  202 
Langhorne,  PA  19047 
1-800-283-7666 


VOL.  91 -NUMBER  4 APRIL  1994 


As  Alzheimer's  Disease  progresses,  it  is  not  unusual  for  its  victims  to 
have  clear  memories  of  childhood,  yet  not  recognize  those  dearest  to 
them.  It  is  this  tragic  symptom  and  others  that  make  Alzheimer's  as  dev- 
astating to  a victim's  family  as  it  is  to  the  victim.  ❖ In  conjunction  with 
consultants  from  the  Dementia  Research  Clinic  at  the  Johns  Hopkins 
University  School  of  Medicine,  Meridian  Healthcare  has  supported  a 


series  of  studies  aimed  at  innovating  new  and  better  ways  of  caring  for 
the  memory  impaired.  ❖ Meridian's  leadership  role  in  supporting 
dementia  research  resulted  in  the  first  Alzheimer's  care  unit  modeled  on 
principles  of  modem  psychiatry.  Today  that  research  is  embodied  in  a 
program  called  FOCUS,  now  in  place  at  Meridian  Nursing  Center  - 
Westfield.  ❖ The  goal  of  FOCUS  is  to  prolong  the  independence  of  the 
memory  impaired  by  sharpening  their  remaining  abilities.  FOCUS  offers 
an  individual  program  of  care  for  each  patient,  provided  by  a specially 
trained  staff  in  a secure  and  structured  residential  environment.  For  fam- 
ilies struggling  to  cope  with  the  consequences  of  their  loved  one's  illness, 
FOCUS  offers  education,  counseling  and  sup- 
port. If  someone  you  love  has  Alzheimer's 
Disease,  call  and  ask  for  our  free  FOCUS 
brochure.  While  there  is  no  cure,  FOCUS  offers 
the  care  you  and  your  loved  one  need. 
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Type  II, 

nomnsulin  dependent  diabetes, 

IGT,  and  H-IRS 

Arthur  Krosnick,  MD 


This  article  reaffirms  the  importance  of  traditional  treatment 
methodology,  including  diet  and  weight  control,  exercise, 
pharmacologic  therapy,  and  patient  education  and  self- 
management, for  patients  with  Type  II,  noninsulin  dependent 
diabetes. 


In  1989,  about  6.7  million 
persons  in  the  United  States 
(2.7  percent  of  the  popula- 
tion) reported  to  census 
takers  that  they  had  diabetes. 
Since  Wilkerson  and  Krall 
screened  3,516  of  the  4,983  peo- 
ple in  Oxford,  Massachusetts,  and 
found  40  known  diabetics  and  30 
newly  diagnosed  diabetics,  it  has 
been  accepted  that  there  are 
almost  as  many  “unknown 
diabetics  in  the  population  of  the 
United  States  as  known  cases. 

We  now  estimate  that  there  are 
12  million  diabetics,  90  percent  of 
whom  have  Type  II,  noninsulin 
dependent  diabetes  mellitus 
(NIDDM).  In  1989,  Harris  re- 
ported a study  of  4,000  Americans 
given  oral  glucose  tolerance  tests 
in  which  6.6  percent  had  frank 
diabetes,  while  11.2  percent  had 
impaired  glucose  tolerance  (IGT). 
Thus,  there  are  at  least  20  million 
persons  with  IGT  in  the  country, 
1.5  percent  of  whom  develop 
frank  diabetes  each  year.  The 
Framingham  Study  has  shown 
that  NIDDM  is  a disease  in 
persons  over  age  50,  but  the  an- 
nual incidence  of  NIDDxM  is  2.5 
to  3 times  higher  in  the  seventh 
and  eighth  decades  of  life  than  it 
is  in  the  fifth  decade  of  life. 
Primary  physicians  generally 
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see  many  patients  with  Type  II 
diabetes  in  their  office  practice  of 
family  or  internal  medicine  and 
77  percent  of  the  persons  with 
NIDDM  who  are  hospitalized  for 
chronic  complications  have 
cardiovascular  disease  as  the  in- 
dication for  admission.  NIDDM 
is  a major  health  problem  in 
terms  of  annual  morbidity, 
mortality,  and  economic  cost  — 
costing  25  billion  dollars. 

NIDDM  often  is  present  for 
many  years  before  it  becomes 
symptomatic  or  is  discovered  on 
routine  blood  testing.  The 
diagnosis  is  made  in  the  person 
who  has  a random  glucose  level 
greater  than  200  mg/dl  with 
classical  symptoms  of  polydipsia 
and  polyuria  or  a fasting  blood 
glucose  in  excess  of  140  mg/dl  on 
two  or  more  occasions  with  or 
without  symptoms.  A glucose  tol- 
erance test  with  a plasma  glucose 
value  over  200  mg/dl  between  0 
and  2 hours  and  at  2 hours  after 
ingestion  of  75  to  100  gm  of 
glucose  is  diagnostic  of  diabetes.7 

The  clinical  characteristics  of 
NIDDM  are  as  follows:  truncal 
obesity  is  present  in  60  to  90  per- 
cent of  patients;  the  onset  usually 
is  over  age  40;  ketoacidosis  is 
rare;  NIDDM  is  more  common  in 
African-Americans,  Hispanic 


Americans,  and  Native  Americans 
than  in  white  Americans;  insulin 
levels  (C-peptide)  may  be  normal, 
higher  than  normal,  or  lower  than 
normal;  and  NIDDM  occasionally 
appears  in  children  of  families 
with  autosomal  dominant  in- 
heritance and  is  known  as  maturi- 
ty onset  diabetes  of  youth 
(MODY). 

NIDDM  is  a heterogeneous 
disorder  characterized  by  impair- 
ment of  insulin  secretion  and  by 
insulin  resistance.  The  former  re- 
lates to  the  beta  cells  of  the  islets 
of  Langerhans,  which  are  re- 
markable computers  whose  func- 
tions include  production,  storage, 
and  release  of  insulin  on  de- 
mand. They  continuously  mea- 
sure plasma  glucose  levels  and 
they  communicate  with  the  alpha 
cells,  which  make  glucagon,  and 
with  the  delta  cells,  which  pro- 
duce somatostatin.  Hypotheses  as 
to  the  beta  cell’s  secretory  defect 
have  included  a reduction  of  islet 
cell  mass,  possibly  from  genetic 
causes,  or  a toxic  effect  of  en- 
dogenous substances  such  as 
amylin,  a 37  amino  acid  peptide. 
DeFronzo  believes  that  the  toxic 
effects  of  chronic  hyperglycemia 
on  insulin  secretion  is  the  major 
problem.  The  defect  in  gluco- 
regulation  appears  as  a loss  of  first 
phase  insulin  release  and  a vari- 
able second  phase  insulin  release, 
as  the  plasma  glucose  rises  follow- 
ing ingestion  of  food.  Delay  or 
loss  of  prompt  insulin  release  is 
responsible  for  the  characteristic 
postprandial  hyperglycemia  in 
NIDDM.  The  natural  history  of 
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Table  1.  The  diabetes  database. 

® Complete  diabetes  history 

• Past  medical/surgical/obstetrical 
history 

• Educational  and  intellectual  levels 

• Family  support  network 

• Economic  status 

• Occupational  history 

• Alcohol,  tobacco,  and  drug  use 

• Thorough  review  of  systems 


Table  2.  Physical  examination 
and  studies. 

• Complete  physical  examination 

• Retinal  examination 

• Neurological  examination 

• Rectal/prostate/pelvic  examination 

• Laboratory  studies:  hemogram, 
urinalysis,  chemistry  profile, 
thyroid  functions,  lipids 

• Creatinine  clearance  and  24-hour 
proteinuria 

• C-peptide  profile;  glycosylated 
hemoglobin 

• Chest  x-ray 

• Electrocardiogram 


Table  3.  Immediate  treatment 
goals. 

• Relief  of  symptoms 

• Diet  and  weight  control 

• Regular  exercise 

• Adherence  to  the  medications  as 
prescribed 

• Patient  and  family  education 
—Meal  planning 

-Self-monitoring  of  blood  glucose 
—Lifestyle  changes 
—Behavior  modification 
— Foot  care 

• Psychological  support 

Table  4.  Long-range  goals. 

• Maintain  near-euglycemia 

• Maintain  normal  glycosylated 
hemoglobin 

• Attain  normal  lipid  levels 

• Prevent  neuropathy 

• Prevent  recurrent  infections 

• Prevent  microvascular 
complications 

• Prevent  lower  extremity 
amputations 


NIDDM  suggests  an  ample  en- 
dogenous insulin  reserve  for 
many  years  with  a greater  than 
normal  insulin  production  (hyper- 
insulinemia)  for  5 to  15  years  after 
the  diagnosis  is  made.  However, 
an  inevitable  relative  insulin- 
openia  eventually  appears  in  most 
patients  as  they  grow  older. 

The  prevalence  and  incidence 
of  NIDDM  rises  dramatically 
with  age:  from  6.9  percent  in  men 
and  8.9  percent  in  women  over  65 
years  to  16  to  20  percent  in  men 
and  women  in  the  eighth  decade 
of  life.  The  latter  forbodes  a huge 
cost  and  care  problem  in  the  next 
century  since  the  increase  in 
population  among  octogenarians 
will  be  the  highest  of  any  age 
group  by  the  year  2000.  Age-re- 
lated complications  are  extremely 
high  in  diabetics  as  compared  to 
their  nondiabetie  counterparts: 
renal  disease  and  blindness — 25 
times;  vascular  insufficiency  and 
gangrene — 20  times;  hyperten- 
sion— 3 times;  myocardial  infarc- 
tion— 2.5  times,  and  stroke — 2 
times. 

The  second  pathogenetic  as- 
pect of  NIDDM,  insulin  re- 
sistance, is  defined  as  a sub- 
normal response  to  a normal  or 
even  to  a supernormal  circulating 
insulin  level.  There  are  several 
causes  of  this  problem:  an  insulin 
receptor  defect  (decreased  num- 
bers or  sensitivity),  a postreceptor 
defect  (decreased  intracellular 
glucose  transporters),  an  in- 
creased percentage  of  body  fat, 
sedentary  lifestyle,  and  anti-in- 
sulin effects  in  certain  accompa- 
nying disorders  (Cushing’s  dis- 
ease and  acromegaly).  Adminis- 
tration of  pharmacologic  agents 
such  as  thiazide  diuretics,  beta 
blockers,  calcium  channel  block- 
ers, and  steroids,  is  another  anti- 
insulin factor  to  be  considered. 

TREATMENT  OF  NIDDM 

An  effective,  individualized  pa- 
tient management  plan  is  based 
on  information  about  that  par- 
ticular patient  gathered  through 
careful  history  (Table  1),  physical 
examination,  and  laboratory  stud- 


ies (Table  2).  The  history  provides 
clues  as  to  the  earliest  onset  of 
impaired  glucose  tolerance,  e.g.  a 
prior  history  of  gestational  dia- 
betes. It  also  suggests  the  poten- 
tial ability  of  the  patient  to  adhere 
to  a comprehensive  self-manage- 
ment program  and  often  identifies 
high-risk  factors  that  may  require 
special  preventive  attention. 

Standard  examinations,  as  out- 
lined in  Table  2,  provide  evidence 
of  retinopathy,  neuropathy,  ne- 
phropathy, peripheral  vascular 
disease,  and  deformities  of  the 
feet.  The  routine  electrocardio- 
gram (EKG)  may  show  a myocar- 
dial abnormality  that  is  consistent 
with  unrecognized  coronary  heart 
disease  and  that  is  important  to 
consider  before  prescribing  an  ex- 
ercise program. 

As  with  any  disease,  the 
physican  must  have  treatment 
goals,  which  guide  him  from  the 
first  visit  through  many  years  of 
followup  (Tables  3 and  4). 

The  immediate  goals  require 
active  participation  of  the  patient 
and  significant  others  in  the 
educational  process  by  the  physi- 
cian with  the  help  of  certified 
diabetes  educators,  including 
nurses  and  registered  dieticians, 
and  podiatrists. 

A major  aspect  of  the  diabetic 
patient-physician  relationship  is 
the  prevention  of  complications. 
If  there  were  no  complications 
threatening  the  diabetic,  he  may 
not  need  to  see  a physician,  thus, 
every  office  visit  requires  risk 
assessment  and  risk  intervention. 
To  best  utilize  the  database  for 
the  development  of  a preventive- 
therapeutic  regimen,  the  primary 
physician  should  choose  the 
proper  tools  from  his  repertoire, 
which  include  a diabetic  meal 
plan,  a prescribed  exercise  pro- 
gram, appropriate  oral  hypogly- 
cemic drugs,  human  insulin  and, 
in  some  cases,  a combination  of 
oral  hypoglycemics  and  insulin.10 
Very  few  primary  medical  prac- 
tices have  certified  diabetes 
educators  on  their  staff,  but  the 
physician  can  reach  out  to  such 
educators  in  the  community. 
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Table  5.  Second-generation  sulfonylurea  drugs. 

Generic  name 

Tradename 

Daily  dose  range 

Glyburide 

Diaeta® 

1 .25-20  mg 

Micronase" 

1 .25-20  mg 

Glynase® 

1.5-12  mg 

Glipizide 

Glucatrol  Diabeta" 

5-40  mg 

Table  6.  Recombinant  DNA  human  insulin. 

Manufacturer 

Tradename 

Insulin  preparation 

Eli  Lilly 

Humulin® 

Regular  (R) 

NPH  (N) 

Lente  (L) 

Ultralente  (U) 

70/30  (70%N/30%R) 
50/50  (50%N/50%R) 

Novo  Nordisk 

Novolin® 

Regular  (R) 

NPH  (N) 

Lente  (L) 

70/30  (70%N/30%R) 

Diet  therapy  no  longer  can  be 
instituted  by  handing  out  a 
printed  diet  sheet— it  requires 
the  one-to-one  intervention  of  a 
skilled  nutritionist.  The  registered 
dietician  will  individualize  the 
meal  plan  based  on  the  patient’s 
age,  sex,  eating  habits,  work  style 
and  schedule,  food  likes  and  dis- 
likes, height  and  weight,  meta- 
bolic aberrations,  e.g.  dyslipi- 
demia,  presence  of  diabetic  com- 
plications, and  medical  problems 
such  as  heart  disease. 

Exercise  is  an  essential  cor- 
ollary of  diet  therapy.  A stress 
EKG  is  mandatory  for  any 
diabetic  contemplating  an  active 
aerobic  exercise  program  and  who 
has  had  diabetes  10  or  more 
years,  who  is  40  years  or  older, 
or  who  has  one  or  more  cardio- 
vascular risk  factors.  Potential 
complications  include  hypogly- 
cemia during  or  many  hours  after 
exercise,  inordinate  exercise-re- 
lated hypertension,  and  retinal 
hemorrhage.  Special  attention 
must  be  paid  to  the  feet  during 
exercise  because  minor  injuries 
can  lead  to  major  complications. 
Patients  may  be  advised  to 
perform  exercise  for  30  to  40 
minutes  three  or  more  times 
weekly,  if  they  precede  it  by 
stretching  and  a warmup  followed 
by  a cool  down  period.  Walking, 
cycling  (stationary  or  free),  and 
swimming  may  be  recommended. 
A good  idea  for  older  or  at-risk 
diabetics  is  participation  in  an  or- 
ganized cardiac  rehabilitation 
program. 

Pharmacotherapy  of  NIDDM 
has  made  great  strides  in  the  last 
one-half  century  with  the  im- 
proved safe  and  effective  second 
generation  sulfonylurea  drugs 
(Table  5)  and  the  development  of 
biosynthetic  human  insulin  by 
rDNA  technology,  pre-mixed  in- 
sulin preparations,  and  better 
syringes  (Table  6). 

Patient  acceptance  of  sulfonyl- 
urea drugs  generally  is  good  and 
the  efficacy  is  intact  as  long  as 
there  is  residual  insulinogenic  ca- 
pacity. A C-peptide  profile  is  used 
to  clarify  a primary  failure  to 


sulfonylurea,  which  usually  oc- 
curs in  Type  I diabetics  who  are 
masquerading  as  Type  II.  Secon- 
dary failure  often  is  the  result  of 
insulin  resistance  or  age-related 
reduction  in  the  islet  cell  mass 
with  insulinopenia.  Sulfonylureas 
are  not  physiologic,  i.e.  they  are 
drugs,  but  the  effects  are 
physiologic  at  the  target  tissues: 
increased  production  and  release 
of  insulin,  increased  insulin  re- 
ceptors, enhanced  glucose  trans- 
porter action,  and  reduced 
hepatic  glycogenolysis.  Adverse 
events  such  as  drug  eruptions  are 
infrequent,  but  hypoglycemia  can 
occur.  One  should  start  with  the 
lowest  effective  dose,  ascertaining 
that  renal  and  liver  function  is 
satisfactory,  and  adjust  as  needed. 

There  are  important  caveats  in 
the  use  of  insulin  in  NIDDM: 
Insulin  is  not  a substitute  for  diet, 
weight  control,  and  exercise. 
Overdose  of  insulin  in  NIDDM 
can  be  difficult  to  diagnose  and 
can  cause  diet  therapy  to  fail.  The 
physician  must  constantly  re- 
evaluate for  insulin  dose  reduc- 
tion to  the  smallest  effective  dose. 
Massive  overdose  will  not  work 
and  will  exaggerate  insulin  re- 
sistance. Only  rDNA  insulin 
should  be  used  as  there  are  no 
contraindications  to  its  use  and 
there  are  no  advantages  to  animal 
source  insulin.  It  is  important  for 
the  physician  to  keep  the  time 


Table  7.  Diabetes  contribution 
to  atherogenesis. 

1 . Arterial  stiffening 

2.  Increased  multidirectional  shear 
forces 

3.  Increased  blood  viscosity 

4.  Blood  stagnation 

5.  RBC  stiffening 

6.  Impaired  oxygen  transfer 

7.  Loss  of  endothelial  cells 

8.  Increased  permeability  to  lipid 
deposition 

9.  Dyslipidemia 

10.  Increased  plasma  fibrinogen 

1 1 . Platelet  stickiness  with  growth 
factor  release 


action  of  individual  insulins  in 
mind  and  to  consider  the  pre- 
mixed 70/30  and  50/50  formula- 
tions that  are  very  useful  in 
NIDDM. 

HYPERINSULINEMIA- 
INSULIN  RESISTANCE 
SYNDROME 

The  concept  of  the  hvperin- 
sulinemia-insulin  resistance  syn- 
drome (H-IRS)  evolved  over  a 
number  of  years,  but  was 
crystallized  and  popularized  by 
Reaven  over  the  past  five  years. 
Impaired  glucose  tolerance  (IGT) 
is  a syndrome  characterized  by 
mild  glucose  intolerance  (be- 
tween normal  and  diabetic)  with 
increased  susceptibility  to  ath- 
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Table  8.  Combined  insulin  and 
sulfonylurea  therapy  in 
NIDDM. 

1 . NIDDM  is  characterized  by 
delayed  first  phase  insulin 
release,  insulin  resistance, 
hyperinsulinemia,  and  post- 
receptor dysfunction  (glucose 
transporters). 

2.  Downregulation  (reduced 
numbers  and  sensitivity)  of 
insulin  receptors  is  a cause  of 
insulin  resistance. 

3.  Reduced  insulin  action  in  IDDM 
permits  uncontrolled  hepatic 
glucose  output  and  fasting 
hyperglycemia. 

4.  Sulfonylureas,  diet  and  weight 
reduction,  and  exercise  increase 
insulin  receptor  numbers  and 
sensitivity. 

5.  Sulfonylureas  stimulate 
endogenous  insulin  release, 
enhance  glucose  transporters, 
decrease  hepatic  glucose 
production,  enhance  insulin 
receptor  binding,  and  inhibit 
insulin  receptor  degradation. 


erosclerotic  disease  and  absence 
of  renal  and  retinal  complications. 
Patients  with  IGT  were  noted  to 
be  obese  or  nonobese  with  a mild- 
ly abnormal  glucose  tolerance 
test:  fasting  value  is  115  to  139 
mg/dl,  1 hour  value  is  200  mg/dl, 
and  2 hour  value  is  140  to  199 
mg/dl.  The  risk  of  progression  to 
frank  diabetes  is  25  percent. 

H-IRS  evolved  as  a residt  of 
epidemiological,  genetic,  and 
clinical  research  and  now  is  a 
well-recognized  problem.  H-IRS 
is  characterized  by  an  inherited 
genetic  defect,  IGT,  obesity, 
hypertension,  atherosclerosis,  and 
hyperlipidemia.  Impaired  glucose 
tolerance  is  seen  in  children  of 
parents  with  H-IRS.  Charac- 
teristically, IGT  is  associated  with 
hyperinsulinemia,  which  also  has 
been  found  independently  with 
obesity  and  with  hypertension. 
The  hypertension  tends  to  be 
systolic  and  is  more  common  in 
women.  The  pathogenesis  is 
unclear,  but  enhanced  renal 
sodium  reabsorption,  increased 
extracellular  volume  expansion, 
and  possible  sympathetic  nervous 
system  activation  have  been  con- 


sidered. Atherosclerosis  is  the  re- 
sult of  dyslipidemia,  hyperten- 
sion, and  hyperinsulinemia.  In- 
sulin is  a growth  factor,  which  in 
excessive  quantities  can  increase 
the  formation  and  decrease  the 
regression  of  lipid  plaques, 
proliferate  smooth  muscle  cells, 
and  stimulate  connective  tissue 
formation  in  arterial  tissues. 
Uncontrolled  diabetes  also  con- 
tributes to  atherogenesis  through 
its  adverse  rheological  and 
cellular  effects  and  its  influence 
on  plasma  components  (Table  7). 

It  has  become  quite  clear  that 
the  mass  effect  of  these  risk 
factors  is  a major  contribution  to 
coronary  occlusion,  stroke,  and 
other  atherosclerotic  end-organ 
damage. 

Recognition  and  treatment  of 
H-IRS  is  a great  opportunity  for 
primary  physicians.  Each  element 
of  the  treatment  of  diabetes, 
hypertension,  obesity,  and  dys- 
lipidemia  can  be  effectively  in- 
stituted. The  rationale  of  com- 
bination therapy  is  summarized  in 
Table  8 and  one  method  is 
outlined  in  Table  9. 

Why  is  the  insulin  adminis- 
tered at  bedtime?  Persons  with 
NIDDM  usually  eat  most  of  their 
food  at  dinner  and  awaken  with 
fasting  hyperglycemia  despite  an 
overnight  fast.  This  occurs  be- 
cause of  unbridled  hepatic  glvco- 
genolvsis  as  a result  of  insuf- 
ficient or  ineffective  insulin  action 
during  the  night.  Addition  of  bed- 
time insulin  to  the  sulfonylurea 
diminishes  nocturnal  glycogeno- 
lysis  and  promotes  glycogenesis, 
which  improves  the  likelihood  of 
near-normal  blood  glucose  levels 
on  rising.  This  would  enhance  the 
effectiveness  of  daytime 
sulfonylurea,  diet  control,  and  ex- 
ercise. 

CONCLUSION 

New  knowledge  of  NIDDM 
and  H-IRS  and  new  diagnostic 
and  therapeutic  tools  have  made 


Table  9.  Combined  insulin  and 
sulfonylurea  therapy  in 
NIDDM. 

1 . Evaluate  insulinogenic  capacity 
with  a C-peptide  study  (fasting 
and  stimulated);  measure 
HGBAIc. 

2.  If  fasting  C-peptide  is  >1 .0  ng/ 
ml  and  stimulated  C-peptide 
increases  by  1 50  percent  or 
more,  consider  combined 
therapy. 

3.  Institute  diet  control,  weight 
reduction,  and  exercise. 

4.  Use  glyburide  or  glipizide  up  to 
a maximal  daily  dose. 

5.  Add  10  units  of  human  insulin 
(N,  L or  U)  between  9:00  p.m.  and 
midnight. 

6.  Self  monitor  F.B.S.  daily  and 
adjust  p.m.  insulin  by  small 
increments  until  F.B.S.  is  <140 
mg/dl. 

7.  Monitor  blood  sugar  before 
dinner  and  add  premixed  70/30 
or  50/50  insulin  before  breakfast 
until  it  is  <180  mg/dl. 

8.  When  control  is  attained, 
attempt  to  reduce  doses  of 
sulfonylurea  and  insulin  and 
emphasize  weight  control  and 
exercise.  Measure  HGBAIc 
every  two  months. 


the  primary  physician  capable  of 
more  effective  therapy.  An  under- 
standing of  the  toxicity  of  hyper- 
glycemia and  hyperinsulinemia 
and  their  effects  on  atherogenesis 
and  the  acceptance  of  the  DCCT 
recommendation  that  glvcemic 
control  is  important  in  NIDDM 
as  well  as  IDDM  will  relieve  the 
physician  of  the  constant  battle 
for  compliance  and  direct  atten- 
tion more  effectively  toward  cor- 
rection of  the  pathophysiology  of 
these  disorders.  H 
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Why  One  Of  The  Best  Doctors  In  His 
Field  Is  InThe  Middle  Of  This  One. 


Dr.  George  Alexander  is  one  of  the 
leading  cancer  researchers  at  the  National 
Institutes  of  Health.  He  is  also  a member  of 
the  Army  National  Guard.  In  fact  he  made 
one  of  his  greatest  discoveries  in  a field 
combat  hospital  during  a field  exercise. 

As  an  explosion  rocked  the  OR  and  he  felt 
his  skills  being  stretched  to  the  maximum 
he  discovered  he  was  enjoying  himself. 

Lieutenant  Colonel  Alexander  joined 
to  serve  his  country  and  community  one 
weekend  a month,  two  weeks  a year.  In 
the  Guard  he  found  the  challenges  and 
experiences  he  could  never  find  in  a civilian 
hospital.  He  found  working  with  soldiers 
a deeply  satisfying  part  of  his  medical 
career.  He  trained  with  them,  lived  with 


them,  even  parachute  jumped  with  them. 
He  became  one  of  the  men  to  better  under- 
stand his  potential  patients  and  how  to 
implement  preventive  measures. 

Today  there  are  new  challenges  like 
aerospace  medicine  and  the  international 
conference  of  NATO  physicians.  Best  of 
all  is  the  personal  satisfaction  that  has  come 
from  a Guard  career. 

Sound  interesting?  Whether  you’re  a 
doctor  or  still  in  medical  school  call  the 
Guard  and  find  out  about  benefits  includ- 
ing financial  assistance  for  qualified  resi- 
dency and  flexible  time  commitment. 
Contact:  Captain  Tom  Bryson 

New  Jersey  Army  National  Guard 
(609)  530-5170 


EggS 

NATIONAL 

GUARD 


Americans  AtTheir  Best. 


1 1991  United  States  Government  as  represented  by  the  Secretary  of  Defense.  All  rights  reserved.  The  Army  National  Guard  is  an  Equal  Opportunity  Employer. 
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PLAYS  FOR  LIVING 

SuNdAy,  May  1,  1994 
10:00  A.M. 

Hara  BaIIroom,  SectIon  A 

Trump  Ta]  MaIiaI  Casino/Resort 

Academy  of  Medicine  of  New  Jersey  and  The  Medical  Society  of  New  Jersey 


The  “Plays  for  Living”  entitled  “You  Didn’t  Know  My  Father”  will  be  presented  on  Sunday, 
May  1,  1994,  at  10:00  A.M.  A thirty  minute  play  written  specifically  to  address  issues 
of  “Who  Lives,  Who  Dies,  and  Who  Decides”  will  be  performed  by  Broadway  artists. 

The  play  gives  dramatic  voice  to  the  complex  rational  and  emotive  issues  underscoring 
the  theme. 

The  open-ended  play  facilitates  the  post-performance  dialogue  between  a panel  of 
experts  and  the  audience. 

The  participation  of  ALL  convention  guests  will  stimulate  new  thinking  as  we  participate 
in  the  health  care  changes. 


OBJECTIVES 

As  a result  of  attending  this  program,  participants  should  be  able  to: 

• Appreciate  the  complex  forces,  interactions,  and  hidden  agendas  that  subsume  what 
is  seen  as  adequate  communication  in  areas  of  critical  care  and  potential  terminal 
illness; 

• Develop  an  intuitive  and  rational  understanding  of  the  processes  and  the  differing 
aims,  goals  and  possible  values  of  the  health  care  team,  the  family  and  patient. 


THE  ACADEMY  OF  MEDICINE  OF  NEW  JERSEY  designates  this  continuing  medical  education  activity 
for  2 hours  in  Category  1 of  the  Physician’s  Recognition  Award  of  the  American  Medical  Association. 

The  ACADEMY  OF  MEDICINE  OF  NEW  JERSEY  is  accredited  by  the  Accreditation  Council  for  Continuing 
Medical  Education  to  sponsor  continuing  medical  education  for  physicians. 
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Standards  of 
diabetes  care 
in  primary  care  medicine 

H.  Howard  Goldstein,  Ml) 


Patients  with  diabetes  need  specific  treatment  and  education 
about  their  disease.  The  goals  of  therapy  include  the 
maintenance  of  normal  health  and  the  prevention  of  the 
progression  of  the  metabolic  abnormalities  and  complications 
of  diabetes. 


Patients  with  diabetes 
need  specific  treatment 
and  education  about  their 
disease  from  physicians 
and  other  health  care  profes- 
sionals. These  needs  include  a 
complete  health  assessment  cov- 
ering diabetes  and  associated  con- 
ditions, as  well  as  education  on 
diabetes  management.  The  goals 
of  therapy  include  the  mainte- 
nance of  normal  health  and  well 
being,  and  the  prevention  of  the 
progression  of  metabolic  ab- 
normalities and  complications  of 
diabetes  by  the  correction  of 
blood  glucose  and  other  known 
risk  factors. 

Achievement  of  these  goals  re- 
quires a management  plan  de- 
signed specifically  for  each  pa- 
tient administered  by  the  mem- 
bers of  the  health  care  team.  In- 
tensive followup  is  needed  to  deal 
with  problems,  assess  progress, 
and  assure  compliance.  In  ad- 
dition, special  situations  and 
problems  occur  frequently  as  a 
result  of  diabetes  and  its  treat- 
ment, which  require  special  at- 
tention. 

The  results  of  the  Diabetes 
Control  and  Complications  Trial 
(DCCT)  show  conclusively  a 
statistical  relationship  between 
the  lowering  of  blood  glucose  and 


the  reduction  in  the  incidence  of 
diabetic  complications,  namely  ret- 
inopathy, nephropathy,  neurop- 
athy, and  cardiovascular  events. 

It  is  incumbent  on  physicians 
to  lower  blood  glucose  as  close  to 
normal  as  possible,  with  due  re- 
gard to  the  condition  of  the  pa- 
tient and  the  attendant  increased 
risk  of  hypoglycemia. 

MEDICAL  ASSESSMENT 

The  goals  of  the  initial  patient 
visit  are  to  identify  the  factors 
leading  to  the  development  of 
diabetes,  to  establish  the  con- 
dition of  the  patient  at  baseline, 
and  to  identify  risk  factors  that 
can  lead  to  the  complications  of 
diabetes.  These  tasks  are  ac- 
complished by  performing  a com- 
plete medical  history,  physical  ex- 
amination, and  specific  laboratory 
tests  directed  at  documentation  of 
the  metabolic  status  and  iden- 
tification of  risk  factors.  The  in- 
formation obtained  should  be  re- 
corded in  a medical  record. 

Based  on  this  information,  the 
patient  should  be  classified  as 
Type  I,  insulin  dependent 
diabetes  mellitus  (IDDM),  or 
Type  II,  noninsulin  dependent 
diabetes  mellitus  (NIDDM). 

Type  I diabetics  generally  ex- 
perience rapid  onset  of  symptoms 


of  hyperglycemia  and  frequently 
test  positive  for  ketones.  Type  II 
diabetics  generally  have  gradual 
onset  of  mild  symptoms  and  test 
negative  for  ketones. 

The  medical  history.  The  in- 
itial history  should  document  the 
patient’s  age  at  onset  and  duration 
of  diabetes,  symptoms  at  onset, 
weight  history,  and  events  leading 
to  the  diagnosis.  All  past  modali- 
ties of  treatment  should  be  listed 
chronologically,  including  diet, 
medications,  and  dosages.  The  re- 
sults of  home  blood  glucose  moni- 
toring and  relevant  laboratory 
tests  should  be  summarized.  The 
history  of  hypoglycemia  should 
describe  the  frequency,  severity, 
and  timing  of  hypoglycemic 
events.  The  number  of  episodes 
of  ketoacidosis  should  be  docu- 
mented. The  past  medical  and 
surgical  history  should  be  taken  in 
the  usual  fashion.  A family  history 
should  explore  the  presence  of 
diabetes,  cardiovascular  disease, 
and  cardiovascular  risk  factors  in 
first  order  relatives.  The  systems 
review  should  be  targeted  at  the 
known  complications  of  diabetes, 
i.e.  visual  symptoms,  signs  of 
renal  disease,  peripheral  and 
autonomic  nervous  systems,  and 
cardiovascular  symptoms.  Psycho- 
social history  should  outline  fami- 
ly, emotional,  and  financial  issues, 
which  will  impact  the  treatment 
program. 

The  physical  examination.  The 
initial  physical  examination 
should  establish  the  patient’s  con- 
dition at  baseline  and  be  focused 
on  diabetes  complications  as  well 
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Table  1. 

Laboratory  assessment  of  diabetes. 

Initial 

Blood 

Urine 

Glucose 

Ketones 

Glycohemoglobin 

Urinalysis 

C-peptide 

Microalbumin 

Renal  profile 

Albumin  excretion  rate 

Electrolytes 
Liver  profile 
Lipid  profile 
Thyroid  profile 
Hematology  profile 

Creatinine  clearance 

Quarterly 

Blood  glucose 

Ketones 

Glycohemoglobin 

Urinalysis 

Microalbumin 

Annual 

Renal  profile 

Albumin  excretion  rate 

Electrolytes 
Liver  profile 
Lipid  profile 
Hematology  profile 
Thyroid  profile 

Creatinine  clearance 

as  cardiovascular  status  and  risk 
factors.  Basic  anthropometric  data 
should  include  height,  weight, 
waist-to-hip  ratio,  blood  pressure, 
lying  and  standing,  and  pulse  rate 
and  rhythm. 

A general  physical  examination 
should  be  conducted  in  the  usual 
fashion,  noting  especially  the 
retinal  examination,  condition  of 
the  pupils,  presence  of  any 
carotid  bruits,  condition  of  the 
feet,  and  reflexes  and  pulses  in 
the  lower  extremities. 

Laboratory  evaluation.  At  the 
initial  visit,  a comprehensive  lab- 
oratory assessment  should  be 
performed  for  all  diabetic  pa- 
tients, to  document  the  metabolic 
status  of  the  patient  and  to 
evaluate  vital  functions  in  systems 
related  to  diabetes.  The 
assessment  also  should  include 
other  conditions  closely  as- 
sociated with  diabetes  (Table  1). 

In  Type  I diabetics,  the  first 
concern  is  to  document  blood 
glucose,  urine  ketones,  serum 
electrolytes,  and  renal  function  in 
order  to  assess  for  ketoacidosis. 

Other  important  laboratory 
values  in  Type  I are  glycohemo- 


globin,  routine  urinalysis  with 
microalbumin,  24-hour  urine  for 
creatinine  clearance  and  albumin 
excretion  rate,  hematology,  liver, 
and  lipid  profiles.  Testing  for 
serum  insulin,  c-peptide,  anti- 
insulin, and  anti-islet  cell  anti- 
bodies now  are  important  for  re- 
search and  may  become  impor- 
tant for  clinical  treatment  in  the 
future. 

In  Type  II  diabetics,  it  is  useful 
to  know  the  blood  glucose,  c-pep- 
tide, and  glycohemoglobin.  In  ad- 
dition, it  is  important  to  docu- 
ment renal,  liver,  lipid,  thyroid, 
and  hematologic  profiles.  The 
urine  should  be  obtained  for 
routine  urinalysis  including 
microalbumin  plus  a 24-hour  col- 
lection for  creatinine  clearance 
and  albumin  excretion  rate. 

If  the  initial  blood  glucose  in 
Type  II  is  equivocal  or  border- 
line, a quick  glucose  tolerance 
assessment  can  be  done  by  testing 
blood  glucose  fasting  and  one 
hour  after  50  g of  glucose  by 
mouth.  Blood  glucose  diagnostic 
levels  of  diabetes  are  fasting  blood 
glucose  (FBS)  greater  than  140 
mg/dl;  and  one-hour  postglucose 


greater  than  200  mg/dl.  If  these 
levels  are  not  achieved,  a full 
three-hour  glucose  tolerance  test 
is  indicated  (Table  2). 

Initial  assessment  of  cardio- 
vascular status  should  include  a 
baseline  electrocardiogram  and 
chest  x-ray.  Cardiac  stress  testing, 
echocardiogram,  and  Doppler 
vascular  studies  should  be  added 
as  indicated  by  findings  of  the 
history  and  physical  examination. 

Diabetes  often  is  associated 
with  other  conditions.  There  is  an 
increased  incidence  in  diabetics 
of  gout,  hypothyroidism,  and 
pernicious  anemia.  The  ap- 
propriate laboratory  tests  for 
these  conditions  should  be 
performed  when  the  clinical 
evaluation  indicates  they  may  be 
present.  Rarely,  diabetes  may  be 
secondary  to  other  primary  dis- 
eases such  as  hyperthyroidism, 
hemochromatosis,  pheochromo- 
cytoma,  adrenal  cortical  hyperac- 
tivity, pancreatitis,  and  pancreatic 
cancer.  Appropriate  laboratory 
tests  should  be  obtained  when  the 
clinical  assessment  suggests  these 
conditions  might  be  present. 

TREATMENT/EDUCATION 

Management  plan.  Each  dia- 
betic must  have  an  individualized 
management  plan  consisting  of  a 
specific  diet  prescription,  exercise 
program,  and  method  of  self- 
monitoring blood  glucose.  Dia- 
betes medications  must  be 
prescribed,  when  indicated. 

Each  patient  must  be  informed 
about  the  results  of  the  health 
assessment  and  instructed  in  the 
elements  of  the  plan.  The  plan 
must  account  for  each  individual’s 
medical  needs,  personal  pref- 
erences, habits  and  customs,  fami- 
ly and  financial  status,  and  social, 
religious,  and  job-related  restric- 
tions. 

The  plan  prescribed  by  the 
responsible  physician  should  be 
aimed  at  normalizing  the  blood 
glucose  and  related  metabolic  ab- 
normalities as  well  as  any  risk  fac- 
tors present  (Tables  3 and  4).  The 
plan  should  include  specific  goals 
and  means  for  achieving  them. 
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Table  2.  Oral  glucose  tolerance  test  interpretation. 

Blood  Glucose  (mg/dl) 


Time 

Normal 

IGT* 

Diabetes 

Gestational 

diabetes 

Fasting 

70-110 

111-139 

>140 

>95 

V2  hour 

<160 

161-199 

>200 

>195 

1 hour 

<140 

141-199 

>200 

>195 

2 hour 

<120 

121-139 

>140 

>165 

3 hour 

<110 

111-119 

>120 

>145 

Diabetes  can  be  diagnosed  if  FBS  is  greater  than  140  mg/dl  on  two 
occasions  or  if  two  of  the  interval  values  are  greater  than  200  mg/dl  or 
if  random  glucose  greater  than  200  mg/dl  in  the  presence  of  symptoms 
of  diabetes. 

impaired  glucose  tolerance 


Patients  with  Type  I diabetes 
should  be  treated  with  intensive 
insulin  management  immediately, 
beginning  either  as  an  outpatient 
or  in  the  hospital,  depending  on 
the  clinical  situation  (Table  5). 4 
Patients  with  Type  II  diabetes 
should  be  tried  with  diet  and  ex- 
ercise initially,  but  oral  hypo- 
glycemic agents  and  insulin,  alone 
or  in  combination,  should  be 
prescribed  promptly  when  the 
other  methods  fail  to  normalize 
the  blood  glucose. 

All  diabetics  should  learn  self- 
monitoring of  blood  glucose, 
whenever  possible.  Use  of  a 
meter  is  preferred  to  strips  alone 
because  knowing  exact  blood 
glucose  values  is  more  useful  for 
adjusting  insulin  and  in  promot- 
ing compliance.5 

Self-monitored  blood  glucose 
testing  should  be  done  once  or 
twice  a day  by  noninsulin-requir- 
ing patients  and  three  or  four 
times  a day  by  insulin-requiring 
patients.  The  times  of  day  most 
often  recommended  for  testing 
are  fasting,  two  hours  postpran- 
dial, premeal,  bedtime,  and  3 A.M. 
The  results  of  daily  self-monitor- 
ing blood  glucose  testing  should 
be  recorded  by  the  patient  in  a 
journal  available  at  each  followup 
visit  for  examination  by  members 
of  the  health  care  team. 

The  health  care  team.  All 
diabetic  patients  require  educa- 
tion about  the  disease  and  its 
management.  Proper  education 
requires  professional  input  from 
the  various  members  of  the  health 
care  team  including  the  physi- 
cian, nurse-educator,  nutritionist, 
exercise  counselor,  psychologist, 
social  worker,  podiatrist,  ophthal- 
mologist, obstetrician,  and 
pharmacist.  Primary  care  physi- 
cians can  locate  appropriate  com- 
munity resources  through  local 
hospitals,  professional  societies, 
local  affiliates  of  the  American 
Diabetes  Association  and  the  As- 
sociation of  Diabetes  Educators. 

The  nurse  educator  can  assess 
diabetics’  needs  and  provide  es- 
sential information  on  self-care, 
including  self-monitoring  blood 
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glucose,  insulin  administration, 
hygiene,  sick-day  rules,  and  foot 
care. 

All  diabetics  should  be  referred 
to  a nutritionist  to  be  educated  in 
a diet  designed  specifically  to 
meet  the  patient’s  medical  and 
personal  needs. 

Frequent  contact  with  the 
members  of  the  health  care  team 
insures  the  thoroughness  of  pa- 
tient education  and  promotes 
compliance  and  achievement  of 
therapeutic  goals.  The  amount  of 
time  needed  to  educate  and  in- 
struct each  patient  varies.  The 
frequency  and  length  of  visits 
should  be  sufficient  to  allow  the 
patient  to  function  independently. 

The  plan  and  its  goals  should 
be  practical  and  realistic  and  ac- 
count for  the  patient’s  needs  and 
lifestyle.  A well-constructed  treat- 
ment plan  includes  specific  goals 
and  methods  for  achieving  them. 

Patients  with  emotional 
problems  significant  enough  to 
make  compliance  with  the  treat- 
ment plan  difficult  or  patients 
with  problems  with  substance 
abuse  should  be  referred  to  a 
psychologist  or  psychiatrist.  Pa- 
tients with  serious  financial,  in- 
surance, or  family  or  social 
problems  should  be  referred  to  a 
social  worker. 

Patients  should  be  encouraged 
to  develop  an  exercise  program 
tailored  to  their  interest,  physical 
abilities,  and  medical  condition. 


They  should  be  encouraged  to 
join  a health  club  or  consult  with 
an  exercise  counselor.  Patients 
should  be  encouraged  to  exercise 
at  least  every  other  day  in  order 
to  obtain  maximum  benefit  from 
the  exercise,  which  is  useful  in 
controlling  blood  glucose  and 
weight. 

All  diabetics  should  be  referred 
to  an  ophthalmologist  at  the  initial 
visit  in  order  to  document  visual 
acuity,  assess  the  status  of  the 
retina,  and  rule  out  any  other  re- 
lated eye  conditions. 

Women  of  child-bearing  age 
should  be  referred  to  an  obstetri- 
cian to  discuss  family  planning. 
Blood  glucose  control  must  be  op- 
timized prior  to  conception  and 
maintained  in  the  normal  range 
throughout  pregnancy. 

These  patients  also  should  be 
referred  to  a podiatrist,  especially 
if  there  are  any  deformities  of  the 
feet,  peripheral  neuropathy,  or  re- 
lated conditions  affecting  the  skin 
of  the  feet  and  toe  nails. 

Smokers  who  develop  diabetes 
should  be  referred  to  programs 
designed  to  end  smoking. 

FOLLGWUP/PROGRESS 

Followup  care  of  diabetic  pa- 
tients requires  frequent  one-on- 
one  contact  between  the  patient 
and  the  members  of  the  health 
care  team.  Visits  should  be 
scheduled  at  frequent  and  regular 
intervals  at  least  every  three 
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Table  3.  Goals  of  intensive  therapy. 

Blood  glucose  (mg/di) 

Time  after  meals  Type  I Type  II 

Fasting  60-110  80-120 

2 hours  120-150  <140 

Premeal  80-120  100-120 

Bedtime  120-140  100-120 

3 a.m.  >100  N/A 


Table  4.  Serum  lipid  values,  treatment  end  points. 


Cholesterol 

Total 

HDL 

LDl 

Triglyceride 


1°  Prevention 

<200 

>40 

<120 

<130 


2°  Prevention 

<180 

>45 

<100 

<100 


months,  and  should  include 
assessment  of  interval  diabetic 
control  as  well  as  any  intercurrent 
health  problems  that  may  have 
developed.  A modified  physical 
examination,  directed  at  identify- 
ing diabetic  problems  and  com- 
plications, should  be  conducted  at 
each  visit  with  the  physician. 

Laboratory  evaluation  of  blood 
glucose  control  and  other  con- 
ditions and  risk  factors  should  be 
conducted  at  regular  intervals  in 
order  to  assess  for  status  and 
progress. 

Goals  should  be  re-emphasized 
and  progress  should  be  evaluated. 

Patients  who  are  unstable  re- 
quire more  frequent  visits.  This 
includes  patients  with  illness, 
pregnancy,  or  significant  change 
in  blood  glucose  regulation 
(especially  ketoacidasis  or  severe 
hypoglycemia),  with  emotional  or 
family  problems,  substance  abuse, 
grief  reactions,  and  stress-related 
problems,  all  of  which  may  alter 
diabetic  control.  Children  with 
diabetes  and  their  parents  need  to 
be  seen  more  often  because  of 
changes  in  diabetes  treatment 
necessitated  by  rapid  growth  and 
development  and  seasonal 
changes  in  activities.  The  focus  of 
the  followup  visit  should  be  on 
early  detection  of  problems  and 


complications  and  early  intensive 
treatment  of  any  problems  that 
are  identified. 

Followup  laboratory  testing 
should  be  done  every  three 
months  and  should  include  blood 
glucose  and  gly  cohemoglobin. 
Other  laboratory  profiles  includ- 
ing fasting  lipid,  liver,  thyroid, 
renal,  and  hematologic  profiles 
should  be  repeated  annually. 
Complete  ophthalmology  exami- 
nation should  be  done  yearly.  I 

Dr.  Goldstein  is  affiliated  with  HIP/ 
Rutgers  Health  Plan.  Address  reprint 
requests  to  Dr.  Goldstein,  HIP/Rutgers 
Health  Plan,  4250  U.S.  Route  1,  Mon- 
mouth Junction,  NJ  08852. 
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The  diabetic  diet: 

A model  for  Americans 


Ellen  D.  Mandel,  MPA,  HD,  CDE 


The  nutrition  management  of  individuals  with  diabetes  mellitus 
now  closely  parallels  the  goals  of  the  model  American  diet. 
Emphasizing  this  positive  relationship  with  the  use  of  team 
education  and  treatment  will  improve  clinical  success  and 
enhance  the  quality  of  life  for  people  with  diabetes. 


The  nutritional  manage- 
ment of  diabetic  in- 
dividuals has  undergone 
many  modifications  since 
the  1930s.  The  typical  diet  then 
might  have  contained  a caloric 
distribution  of  69  percent  fat,  14 
percent  carbohydrate,  and  17  per- 
cent protein.  Over  the  years,  re- 
search and  experience  have 
changed  this  caloric  distribution 
to  30  percent  fat,  55  to  60  percent 
carbohydrate,  and  10  to  15  per- 
cent protein,  and  change  is  on  the 
horizon.1 

There  is  a current  emphasis  on 
increasing  complex  carbohy- 
drates, replacing  saturated  fat 
with  unsaturated  fats,  minimizing 
sodium  and  alcohol  intake,  and 
meeting  the  vitamin  and  mineral 
requirements  to  promote  health 
over  the  course  of  the  individual’s 
lifetime.  These  recommendations 
closely  follow  the  Healthy  People 
2000  campaign  promoted  by  the 
U.S.  Department  of  Health  and 
Human  Services,  thereby  placing 
the  diabetic  diet  in  the  forefront 
for  excellence.2 

This  similarity  of  the  diabetic 
diet  to  that  recommended  for  the 
average,  healthy  American  re- 
moves a major  stigma  and  stumbl- 
ing block  for  the  diabetic  in- 
dividual advised  to  follow  a 


special  diet.  The  diabetic  diet  is 
special,  but  not  for  the  usual 
chronic  disease  reasons.  Nutri- 
tional recommendations  for 
diabetic  individuals  also  are 
similar  to  the  recommendations  of 
the  American  Heart  Association 
(AHA)  and  the  National  Cancer 
Institute  (NCI).3  In  other  words, 
the  diabetic  diet  promotes  health 
maintenance  and  prevention  of 
diseases  striking  Americans  in  the 
1990s  with  a vengeance. 

There  are  various  types  of 
diabetes,  each  with  different 
etiologies,  medications,  complica- 
tions, and  concerns.  However,  a 
common  nutritional  thread  binds 
them  together.  This  common 
thread  includes  promoting  the  at- 
tainment and  maintenance  of  a 
desirable  body  weight,  achieving 
metabolic  control  as  close  to 
physiologic  as  possible,  and 
minimizing  complications  as- 
sociated with  diabetes  and  aging.4 
The  special  needs  of  diabetes  in 
pregnancy,  gestational  diabetes 
mellitus  (GDM),  children,  and 
adolescents  are  available  in  the 
literature.5,6 

Another  less  clinical  yet  impor- 
tant aspect  of  nutritional  manage- 
ment involves  the  quality  of  life 
issue  of  adherence  to  a program 
of  eating  that  impacts  the  usual 


lifestyle  or  routine  of  the  in- 
dividual. As  such,  patients  and 
diabetes  educators  may  choose 
from  a variety  of  meal  planning 
tools  ranging  from  “Exchange 
List  for  Meal  Planning”  (de- 
veloped by  the  American 
Diabetes  and  Dietetic  Associa- 
tions) and  other  methods  that 
“count"  grams  of  fat,  available 
glucose  in  foods,  or  the  simple 
individual  sample  menu  ap- 
proach. Careful  selection  of  the 
best  dietary  approach  optimizes 
lifestyle  management  for  a more 
favorable  outcome  to  nutritional 
changes.7 

NONPREGNANT  DIABETIC 
INDIVIDUALS 

Attaining  a desirable  body 
weight  is  important  for  both  Type 

I and  Type  II  diabetes,  although 
the  prevalence  of  obesity  in  Type 

II  far  exceeds  that  of  Type  I.  The 
term  “desirable”  versus  “ideal 
body  weight”  connotes  the  need 
to  set  reasonable  goal  weights 
with  the  hope  of  achieving  some 
measure  of  success.  The  middle- 
aged  man  or  woman  with  a 34 
inch  waist  or  a size  10  dress, 
respectively,  in  days  gone  by,  no 
longer  may  feel  nor  look  well  in 
that  same  size  today.  Therefore, 
the  goal  is  to  avoid  fluctuations  in 
weight,  maintain  motivation,  and 
devise  a slow  and  steady  path  to- 
ward a desirable  body  weight. 

Achieving  metabolic  control  as 
close  to  physiological  as  possible 
bears  a new  and  exciting  meaning 
since  the  release  of  the  Diabetes 
Control  and  Complications  Trial 
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(DCCT)  results,  in  particular  for 
Type  I diabetics.8  The  diabetes 
community  has  a major  task  of 
applying  these  results.  However, 
improving  metabolic  control  often 
improves  the  quality  of  life  with 
a reduction  in  thirst,  hunger, 
fatigue,  frequent  trips  to  the 
lavatory,  and  an  energy  boost. 
These  spillover  benefits  improve 
adherence  to  the  diabetic  diet  by 
reducing  the  strong  urge  to  drink 
calorie  beverages,  overeat,  and 
crave  foods,  and  may  provide  the 
energy  to  begin  a moderate  ex- 
ercise program— essential  to  a 
successful  weight  loss  scheme. 

Attention  also  must  be  directed 
to  minimize  complications  of 
diseases  associated  with  aging 
such  as  osteoporosis,  heart  dis- 
ease, and  cancer  along  with  the 
known  complications  of  diabetes. 
The  nutrition  plan  should  provide 
for  adequate  nutrients  by  in- 
clusion of  foods  providing 
calcium,  fiber,  vitamins,  and 
minerals,  and  by  saturated  fat  re- 
ducing, and  cholesterol.  Ex- 
cessively low-calorie  diets, 
however,  may  not  provide  ade- 
quate nutrients  in  important 
areas. 

NUTRITION  SPECIFICS 

Carbohydrate  intake.  1 . 
Carbohydrate  content  should  be 
liberalized  up  to  55  to  60  percent 
of  the  total  calories.  This  amount 
shoidd  be  tailored  to  the  in- 
dividual, with  the  amounts  varied 
in  light  of  the  need  for  fat  and  or 
protein  restrictions  and  variable 
effects  of  glycemic  control. 

2.  Emphasis  on  complex,  less 
refined  carbohydrates,  such  as 
whole  grain  bread,  higher  fiber 
breakfast  cereals,  raw  and  cooked 
vegetables,  and  fresh  fruits  (ver- 
sus fruit  juices)  improves  diet  va- 
riety while  reducing  compliance 
on  higher  fat  foods  to  achieve 
caloric  needs. 

3.  Increasing  daily  fiber  con- 
tent, especially  of  the  soluble  va- 
riety, may  play  a role  in  improv- 
ing glycemic  control,  lowering  of 
total  cholesterol,  low-density 
lipoprotein  (LDL),  and  producing 


satiety.9  A goal  of  40  g of  fiber/ 
day  or  25  g/1,000  calories  should 
be  targeted.  Rapid  conversion  to 
a very  high  fiber  diet  may  cause 
gastrointestinal  upset  and  negate 
the  positive  aspects  of  fiber  in- 
creases. These  fiber  goals  can  be 
achieved  with  the  inclusion  of 
complex  carbohydrates  in  the 
form  of  raw  and  cooked 
nonstarchy  vegetables,  whole 
fruit,  whole  grain  breads  and 
grains,  higher  fiber  cereals,  and 
legumes/beans.  The  “Exchange 
List  for  Meal  Planning’  highlights 
foods  with  a high  fiber  content. 

4.  In  some  individuals,  small 
amounts  of  sucrose  and  other  re- 
fined sugars  may  be  acceptable 
when  planning  metabolic  control. 
Complete  elimination  of  sucrose 
and  other  simple  sugars  is  a near 
impossibility  in  our  food  culture 
and  places  an  undue  burden  on 
meal  planning.  Many  reduced 
calorie  foods  contain  these  sugars, 
and  their  benefits  to  weight 
management  may  outweigh  their 
effect  on  raising  blood  glucose.4 

The  American  Diabetes  As- 
sociation currently  finds  saccharin 
and  aspartame  to  be  acceptable 
noncaloric  sweeteners  and  their 
inclusion  in  the  diet  greatly  ex- 
pands food  choices.10 

Protein  intake.  Americans  con- 
sume nearly  twice  the  recom- 
mended dietary  allowance  (RDA) 
of  0.8  g of  protein  per  kg  of  ideal 
body  weight  for  adults.11  For  ex- 
ample, the  RDA  of  protein  for  a 
175  (80  kg)  pound  person  at  ideal 
body  weight  is  64  g of  protein  per 
day.  A three  ounce  meat 
sandwich  and  eight  ounce  glass  of 
milk  for  lunch  provides  50  per- 
cent of  the  RDA  for  protein  in 
that  one  meal.  The  five  ounce 
chicken  breast,  medium  baked 
potato,  and  cooked  vegetable 
provides  another  64  percent  ol 
the  RDA  for  protein.  In  just  two 
“reasonable’  meals  without 
breakfast  or  snacks,  the  RDA  had 
been  exceeded  by  14  percent. 
The  extra  protein  calories,  if  not 
required  for  energy,  are  ultimate- 
ly stored  as  fat  and  may  negatively 
impact  renal  function12  as  well  as 


contribute  to  osteoporosis.13  Re- 
ducing protein  to  the  RDA  is  not 
recommended  for  all  diabetic  in- 
dividuals and  may  be  contrain- 
dicated in  catabolic  states.  Certain 
periods  may  necessitate  increases 
in  protein:  during  gestation,  lacta- 
tion, and  periods  of  rapid  growth. 

Fat  and  cholesterol  intake.  1. 
Total  fat  calories  should  be 
restricted  to  less  than  30  percent 
of  daily  calories.  The  30  percent 
is  further  divided  into  less  than  10 
percent  saturated  fat,  less  than  10 
percent  polyunsaturated  fat,  and 
the  remainder  as  monounsat- 
urated  fat. 

2.  The  dietary  cholesterol  in- 
take should  not  exceed  300  mg/ 
day. 

These  recommendations  follow 
AHA  guidelines  for  the  phase  one 
diet.  More  strigent  lipid  modifica- 
tions and  a move  to  the  AHA 
phase  II  diet  may  be  necessary 
because  of  the  diabetic’s  in- 
creased risk  for  heart  disease.  The 
phase  II  diet  decreases  total  fat 
calories  to  25  percent  of  total 
calories  and  limits  cholesterol  in- 
take to  200  to  250  mg/day.3  Re- 
ductions in  fat  calories  may  re- 
quire an  increase  in  calories  from 
the  protein  and  carbohydrate 
groups. 

It  is  not  an  easy  task  to  achieve 
these  AHA  goals,  as  most  Ameri- 
cans consume  40  to  50  percent  of 
their  calories  from  fat  and  have 
become  accustomed  to  fried 
foods,  buttered  bread  and  vegeta- 
bles, and  high-fat  snack  foods. 
Consultation  with  a registered 
dietitian  experienced  with  lipid 
disorders  and  diabetes  may  be 
necessary  to  promote  reduced  fat 
behavioral  changes  (Table). 

Salt  intake.  Many  Americans 
consume  more  salt  than 
necessary.  This  is  due,  in  part,  to 
higher  consumption  of  processed 
foods,  e.g.  canned  soups  and 
gravies,  fast  foods,  fried  chicken 
and  french  fries,  and  liberal  salt- 
ing of  foods.  Sodium  represents 
40  percent  of  table  salt.  Moderate 
intake  of  sodium  in  the  range  of 
1,000  mg/1,000  calories  with  an 
upper  limit  of  3,000  mg  per  day 
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Table.  Recommended  ADA  caloric  distribution  (based  on  individual  patient  needs). 
Carbohydrate  Protein 


Total 

calories 

calories 

(55%) 

Carbohydrate 
(4  Kcal/gm) 

calories 

(15%) 

Protein 
(4  Kcal/gm) 

Fat  calories 
(30%) 

Fat 

(9  Kcal/gm) 

2,400 

1,320 

330 

360 

90 

720 

80 

2,000 

1,100 

275 

300 

75 

600 

67 

1,800 

990 

248 

270 

68 

540 

60 

1,500 

825 

206 

225 

56 

450 

50 

upper  limit  of  3,000  mg  per  day 
is  recommended  by  AHA.  Lower 
salt  intake  targets  may  be  thera- 
peutic for  hypertensive  diabetic 
individuals.  Care  must  be  ex- 
ercised to  avoid  the  potential  side 
effects  of  very  low  sodium  in- 
takes. 

Alcohol  intake.  Limits  to  al- 
cohol intake  are  suggested  for  the 
general  public  and  diabetic  in- 
dividuals. Diabetic  individuals 
have  special  concerns  due  to  the 
relationship  of  alcohol  to 
hypoglycemia,  glycemic  control, 
obesity,  and  hyperlipidemia.4 

Vitamins  and  minerals.  Vita- 
mins and  minerals  should  meet 
the  RDA.11  At  the  present  time, 
diabetic  individuals  do  not  re- 
quire additional  supplementation 
unless  there  are  extenuating  cir- 
cumstances, such  as  a very  low- 
calorie  diet  or  medical  condition. 

SPECIAL  CONSIDERATIONS 
FOR  IDDM 

Maintaining  the  metabolic  bal- 
ance between  hypoglycemia  and 
hyperglycemia  requires  a com- 
plex juggling  act.  The  juggler 
must  balance  important  items 
such  as  insulin  injections  or  pump 
maintenance,  glucose  monitoring, 
exercise,  calories  and  distribution, 
weight  management,  travel,  stress 
management,  and  illness.  The  key 
nutrition  juggling  items  include: 
to  be  consistent  with  timing  of 
food,  including  meals  and  snacks; 
to  alter  any  factors  that  may 
enhance  glycemic  control;  to  pay 
attention  to  fluctuations  in  weight 
and  adjust  calories  appropriately; 
to  adjust  insulin  and  diet  to  an 


exercise  program  to  avoid 
hypoglycemic  episodes  both 
shortly  after  and  many  hours 
later;  and  to  create  a nutrition 
plan  for  an  insulin  dependent 
diabetes  mellitus  (IDDM)  patient 
that  can  be  merged  with  other 
special  dietary  needs  such  as 
pregnancy,  growth  spurts,  and 
pre-existing  medical  conditions. 

SPECIAL  CONSIDERATIONS 
FOR  NIDDM 

The  high  incidence  of  obesity 
in  noninsulin  dependent  diabetes 
mellitus  (NIDDM)  patients  often 
leads  to  dreams  of  quick-fix 
weight  loss  diets.  Unfortunately, 
the  magic  potion  has  not  been 
invented.  The  goal  is  to  promote 
slow,  steady  weight  reduction 
with  an  emphasis  on  lifestyle 
modifications.  Handing  a patient 
a 1,200-calorie  ADA  diet  does  not 
work.  Making  small  changes  and 
converting  these  changes  into 
habit  will  produce  lifelong 
positive  benefits.15  Exercise  is  es- 
sential and  all  NIDDM  in- 
dividuals should  be  assessed  for 
their  individual  capacity  to  do  ex- 
ercise. The  synergy  between  ex- 
ercise and  caloric  restriction  im- 
proves adherence  and  motiva- 
tion.16 

SPECIAL  CONSIDERATIONS 
FOR  MINORITY  PATIENTS 

Hispanics,  African-Americans, 
and  other  ethnic  groups  in  New 
Jersey  have  a higher  than  average 
incidence  of  diabetes,  and  educa- 
tional programs  must  consider 
their  ethnic  and  cultural  needs. 
Tailoring  education  increases  un- 


derstanding of  the  nutrition 
message.  Recruiting  diabetes 
educators  from  diverse  ethnic 
communities  is  an  identified 
need.17 

TEAM  MANAGEMENT 

Living  with  a chronic  disease 
can  be  overwhelming  to  an  in- 
dividual, family,  and  significant 
others.  It  is  critical  that  diabetic 
individuals  be  given  the  tools 
necessary  to  live  a productive  and 
fulfilling  life.18  Education  must  be 
multifaceted.  It  can  take  several 
encounters  with  a diabetes 
educator  to  teach  initial  survival 
skills  and  the  finer  details  so  im- 
portant to  patient  coping  and  em- 
powerment.19 

The  physician,  as  team  leader, 
must  direct  patients  for  education 
from  physician  assistants,  dieti- 
tians, nurses,  exercise  physi- 
ologists, and  mental  health  coun- 
selors. A certified  diabetes 
educator  (CDE)  on  the  team 
lends  assurance  for  quality 
diabetes  management.20 

CONCLUSION 

Nutritional  management  plays 
a key  role  in  the  care  of  in- 
dividuals with  diabetes  mellitus. 
Presenting  the  diet  as  a healthier 
approach  to  eating  that  is 
beneficial  for  most  Americans  im- 
proves success  for  most  patients. 
The  slow  and  steady  lifestyle  ap- 
proach permits  mental  and 
physical  adaption  and  reduces  the 
risks  of  acute  and  chronic  com- 
plications associated  with 
diabetes  mellitus.  Utilizing  a team 
approach  benefits  the  physician 
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and  the  patient,  resulting  in  pa- 
tient empowerment.  H 
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Diabetic  retinopathy  is  the  leading  cause  of  blindness  in  the 
United  States  for  adults,  ages  20  to  74  years.  Yet,  the  strict 
control  of  blood  glucose  may  help  ameliorate  the  potentially 
catastrophic  effects  of  diabetes  on  vision.  Physicians  need  a 
working  knowledge  of  diabetic  retinopathy. 


Diabetic  retinopathy  is 
the  leading  cause  of 
blindness  in  the 
United  States  for 
adults,  ages  20  to  74. 1 This 
chronic  eye  disease,  which  is  in- 
variably bilateral,  usually  is  sub- 
divided into  mild  nonproliferative 
and  higher  risk  proliferative 
forms.  Retinopathy  affects  both 
juvenile  onset  (Type  I),  and  adult 
onset  (Type  II)  diabetics.  There  is 
no  known  cure  or  method  to  pre- 
vent retinopathy.  Recently,  the 
National  Eye  Institute  concluded 
several  major  clinical  trials: 
Diabetic  Retinopathy  Study, 
(DRS);  Early  Treatment  Diabetic 
Retinopathy  Study  (ETDRS);  and 
Diabetic  Retinopathy  Vitrectomy 
Study  (DRVS).2'4  These  studies 
have  proved  the  efficacy  of  ap- 
propriate laser  and  surgical  thera- 
py for  various  sight-threatening 
manifestations  of  diabetic  re- 
tinopathy. With  proved  effective 
treatments  available,  it  is  man- 
datory that  all  physicians  have  a 
thorough  working  knowledge  of 
this  disease. 

CLINICAL  EXAMINATION 

Evaluation  of  the  diabetic  pa- 
tient involves  a detailed  history, 
identifying  symptoms  such  as 
blurred  vision,  metamorphopsia 


(distortion  of  vision),  floaters,  (the 
perception  of  opacities  in  the  vit- 
reous gel),  or  diplopia  (double  vi- 
sion). The  duration  and  degree  of 
control  of  the  patient’s  systemic 
disease,  along  with  associated  ill- 
nesses, should  be  identified.5 
Systemic  hypertension,  hyperlipi- 
demia, renal  disease,  and  ciga- 
rette smoking  are  known  to  ex- 
acerbate diabetic  retinopathy  and, 
if  present,  should  be  noted.'1  s 
A complete  eye  examination 


with  pupillary  dilation  should  be 
performed.  To  view  the  retina, 
slit  lamp  biomicroscopy  as  well 
as  ophthalmoscopy  are  required. 
Fundus  photography  is  oc- 
casionally utilized  and  may  detect 
some  types  of  retinal  abnor- 
malities often  overlooked  by 
regular  clinical  examination.9 
Gonioscopy,  in  search  for  neo- 
vascularization in  the  anatomic 
angle,  should  be  performed  as 
well. 

In  many  diabetics,  no  reti- 
nopathy is  found.  In  eyes  with 
nonproliferative  diabetic  retinop- 
athy, microaneurysms  and  retinal 
hemorrhages  are  observed  (Fig- 
ure 1).  The  microaneurysms  ap- 
pear as  tiny  red  dots  in  the  retina; 
the  intraretinal  hemorrhages  are 


Figure  1.  Nonproliferative  diabetic  retinopathy.  Note  microaneurysms  and 
hemorrhages. 
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Figure  2.  Nonproliferative  diabetic  retinopathy  with  macular  edema.  Many 
hard  lipid  exudates  are  present. 


Figure  3.  Proliferative  diabetic  retinopathy.  Neovascularization  is  observed  on 
the  surface  of  the  optic  disc,  as  well  as  along  the  major  retinal  vessels. 


larger.  Any  thickening  of  the 
macula,  indicative  of  intraretinal 
edema,  should  be  recorded. 
Binocular  viewing  of  the  retina  is 
required  to  detect  subtle  thicken- 
ing of  the  tissue.  Intraretinal  hard 
lipid  exudates  are  associated  with 
the  macular  edema.  These  ex- 
udates appear  as  yellow-white  in- 
traretinal deposits,  and  often  are 
observed  clustered  in  or  adjacent 
to  the  macula  (Figure  2).  The 


degree  of  macular  edema  and  as- 
sociated exudates,  if  any,  usually 
correlates  well  with  the  degree  of 
any  visual  loss.  A final  finding  is 
the  cotton-wool  spot,  a soft  ex- 
udate. This  is  a fluffy,  white 
opacity  in  the  superficial  retina, 
usually  larger  than  the  deeper 
hard  lipid  exudate.  The  cotton- 
wool spot  is  an  area  of  focal 
retinal  infarction  due  to  occlusion 
of  the  precapillary  arteriole.10 


Neovascularization,  the  hall- 
mark of  proliferative  diabetic 
retinopathy,  can  be  detected  on 
the  surface  of  the  optic  disc  or 
anywhere  on  the  retinal  surface 
(Figure  3).  When  neovasculariza- 
tion develops  on  the  retina,  it  fre- 
quently arises  from  larger,  pre- 
existing retinal  blood  vessels.  The 
neovascularization,  which  appears 
as  a tuft  or  irregular  web  of  fine 
capillaries,  can  be  seen  growing 
along  the  retinal  surface  and  often 
onto  the  posterior  surface  of  the 
vitreous  gel  as  well.11 

Compartmentalized  hemor- 
rhage from  these  fragile  blood 
vessels  can  remain  tightly 
loculated  in  the  subhvaloid  space 
(the  potential  space  between  the 
retina  and  vitreous),  appearing  as 
a bright  red  patch  as  if  painted  on 
the  retinal  surface,  obscuring 
retinal  details  from  view  (Figure 
4).  This  hemorrhage  can  break 
through  into  the  intravitreal 
space,  causing  vitreous  hemor- 
rhage and  eliminating  the  visual- 
ization of  any  fundus  features. 

Fibroglial  proliferation  usually 
arises  over  the  disc  and  temporal 
arcades  and  can  be  identified  as 
white  epiretinal  tissue,  usually  in 
strands  or  sheets  (Figure  5). 
When  of  sufficient  degree,  such 
tissue  can  contract,  lifting  the 
retina  anteriorly,  closer  to  the  ob- 
server and  out  of  the  plane  of  the 
remainder  of  the  retina.  Again, 
binocular  examination  is  helpful 
for  many  patients. 

Iris  neovascularization,  angle 
neovascularization,  or  a late  as- 
sociated manifestation,  hyphema 
(blood  in  the  anterior  chamber), 
should  be  looked  for  during  slit 
lamp  examination.  The  intra- 
ocular pressure,  routinely  taken 
during  all  eye  examinations, 
would  detect  the  presence  of  any 
associated  glaucoma. 

Finally,  it  might  be  necessary7 
to  differentiate  between  diabetic 
retinopathy  and  other  retinal  vas- 
cular conditions,  such  as  hyper- 
tensive, sarcoid,  radiation,  and 
sickle  cell  retinopathy,  which 
share  many  manifestations  with 
the  diabetic  disease.  A detailed 
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medical  and  ophthalmic  history, 
along  with  the  weight  of  clinical 
findings,  usually  will  suggest  the 
correct  diagnosis. 

TREATMENT 

Nonproliferative  diabetic  ret- 
inopathy by  itself  does  not 
produce  visual  loss  and  therapy 
is  not  indicated.  However, 
clinically  significant  diabetic 
macular  edema,  as  defined  by 
such  retinal  swelling  threatening 
visual  loss,  should  be  treated  by 
focal  laser  photocoagulation, 
whereby  leaky  diabetic  micro- 
aneurysms are  sealed  by  laser 
cauterization.3  Care  is  taken  not 
to  photocoagulate  the  center  of 
the  macula  (fovea)  directly,  so  as 
not  to  destroy  central  vision. 

Fluorescein  angiography  is  a 
photographic  diagnostic  test, 
whereby  an  intravenous  indicator 
dye  can  reveal  useful  information 
regarding  diabetic  retinopathy.  It 
can  be  used  to  identify  occult 
sites  of  neovascularization  or  to 
point  out  areas  of  retinal  non- 
perfusion  (Figure  6).  However,  its 
main  use  is  to  pinpoint  areas  of 
leaking  microaneurysms  or  peri- 
foveal  retinal  capillary  leakage, 
and  thereby  serve  as  a guide  dur- 
ing focal  laser  photocoagulation 
(Figure  7). 

Proliferative  diabetic  reti- 
nopathy is  treated  by  panretinal 
laser  photocoagulation.2  Such 
therapy  utilizes  the  same  instru- 
ment as  focal  laser  photocoagula- 
tion, but  its  application  and  ra- 
tionale are  quite  different.  Years 
ago,  it  was  recognized  that  eyes 
with  conditions  such  as  massive 
chorioretinal  scars,  optic  atrophy, 
and  retinitis  pigmentosa,  all  dis- 
eases with  a profound  decrease  in 
viable,  functioning  retina,  rarely 
developed  proliferative  diabetic 
retinopathy.12  It  was  postulated 
that,  in  such  eyes,  the  limitations 
of  oxygen  and  metabolic  demand 
eliminate  the  stimulus  for  the  va- 
soproliferative  factor  to  be  pro- 
duced. Panretinal  laser  photoco- 
agulation, which  consists  of  place- 
ment of  a scatter  pattern  of  laser 
burns  to  the  extramacular  retina, 


Figure  4.  Proliferative  diabetic  retinopathy.  Preretinal  hemorrhage  is  secon- 
dary to  bleeding  from  retinal  neovascularization. 


Figure  5.  Traction  macular  detachment.  Note  extensive  fibrous  proliferation 
on  the  retinal  surface. 


produces  massive  tissue  destruc- 
tion, thus  achieving  the  same  end. 
By  reversing  or  preventing  the 
growth  of  neovascular  tissue, 
panretinal  laser  photocoagulation 
helps  reduce  and/or  eliminate  vi- 
sion-threatening complications  of 
proliferative  diabetic  retinopathy, 
such  as  vitreous  hemorrhage  or 
traction  macular  detachment. 

In  patients  in  whom  vitreous 
hemorrhage  has  developed,  a 


period  of  several  months  usually 
is  allowed  for  spontaneous  resorp- 
tion. Most  hemorrhage  clears 
rapidly,  and  laser  treatment  often 
can  be  given  as  it  begins  to  clear. 
However,  dense  or  recurrent 
hemorrhages  will  not  resolve  and 
can  lead  to  severe  visual  loss.  Ul- 
trasonography is  utilized  to  assess 
the  retina  when  it  is  not 
ophthalmoscopieallv  visible  due 
to  opaque  ocular  media  from 
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Figure  6.  Fluorescein  angiogram  of  retinal  neovascularization. 


Figure  7.  Fluorescein  angiogram  of  macular  edema.  Areas  of  microaneurysmal 
and  retinal  capillary  leakage  are  observed. 


dense  hemorrhage.  Significant 
vitreous  hemorrhage,  failing  to 
clear  after  several  months,  can  be 
removed  using  vitreous  surgery 
(vitrectomy).13 

Traction  detachment  of  the 
macula,  either  in  the  presence  of 
clear  vitreous  or  detected  by  ul- 
trasound when  evaluating  a dense 
vitreous  hemorrhage,  mandates 
vitreous  surgery,  the  sooner  the 
better,  so  as  to  prevent  degenera- 
tion of  important  macular  photo- 
receptors. Vitrectomy  also  is  in- 


dicated in  the  diabetic  to  clear  a 
vitreous  hemorrhage  of  even 
short  duration,  so  as  to  allow 
prompt  panretinal  laser  photoco- 
agulation in  the  face  of  vision- 
threatening  neovascular  glau- 
coma. 

Modern  day  vitrectomy  in- 
volves the  use  of  an  operating 
room  microscope,  a closed  irriga- 
tion system  to  maintain  normal 
intraocular  pressure  during  the 
operation,  an  illumination  system, 
and  a variety  of  lenses  designed 


to  enhance  the  view  of  the  eye’s 
interior.  A selection  of  fine 
aspirator/cutters,  scissors,  and  in- 
traocular forceps  allows  for  re- 
moval of  opaque  vitreous,  dissec- 
tion and  removal  of  abnormal 
fib  ro  vascular  tissue,  and 
release  of  traction  on  any  de- 
taching retina.  Temporary  insuf- 
flation of  the  eye  with  air,  gas,  or 
silicone  oil,  as  well  as  the  use  of 
intraoperative  laser,  complement 
the  surgeon’s  armamentarium.14 

Unfortunately,  despite  our  best 
efforts,  many  patients  will  lose 
substantial  vision  or,  in  fact,  de- 
velop irreversible  blindness  as  a 
consequence  of  diabetic  ret- 
inopathy. Such  patients  must  be 
counseled  appropriately  and  re- 
ferred for  professional  low-vision 
aid  services  and  social  service 
support.9 

DIABETIC  EYECARE 
MANAGEMENT 

In  that,  in  most  cases,  the 
blinding  complications  of  dia- 
betes can  be  prevented,  it  is  im- 
portant that  the  patient  be  under 
the  care  of  an  ophthalmologist  ex- 
perienced in  the  management  of 
diabetic  eye  disease.  American 
Academy  of  Ophthalmology  rec- 
ommendations suggest  that  all 
diabetics  have  an  ophthalmologic 
examination  at  least  yearly.91" 

Since  sight-threatening  ret- 
inopathy is  rare  in  children  before 
puberty,  a Type  I diabetic  who 
develops  the  disease  before 
adolescence  can  be  granted  a five- 
year  grace  period  after  detection 
of  the  systemic  disease  before  in- 
itiating the  yearly  examination 
schedule.  Type  II  adult  onset 
diabetics,  however,  should  begin 
a yearly  examination  schedule  at 
first  detection  of  the  disease.  The 
rationale  for  this  is  that  many 
such  patients  often  are  asymp- 
tomatic and  have  had  their 
systemic  illness  for  years  before 
diagnosis.  Therefore,  they  would 
be  more  likely  to  have  ret- 
inopathy at  the  time  or  shortly 
after  diagnosis  of  their  diabetic 
condition.  Not  uncommonly,  it  is 
an  ophthalmologist  who,  by  de- 
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tecting  retinopathy  on  a routine 
eye  examination,  first  alerts  the 
patient  to  the  presence  of  the 
diabetic  condition. 

An  increase  in  the  frequency  of 
followup  examinations  would  be 
dictated  by  adverse  findings.  For 
example,  patients  with  non- 
proliferative diabetic  retinopathy 
with  macular  edema  are  advised 
to  be  seen  every  three  to  six 
months.  Patients  with  pro- 
liferative diabetic  retinopathy  are 
seen  every  three  to  four  months. 
Patients  requiring  laser  or  sur- 
gical therapy  for  retinopathy  also 
would  be  seen  more  often,  at  the 
discretion  of  the  ophthalmologist. 
Also,  patients  should  be  aware 
that  any  new  symptoms  require  a 
prompt  visit  return  to  the 
ophthalmologist. 

The  relationship  between 
pregnancy  and  diabetic  ret- 
inopathy requires  special  men- 
tion. It  is  known  that  diabetic 
retinopathy  can  be  exacerbated 
during  pregnancy.16  If  at  all 
possible,  an  ophthalmologieal 
baseline  examination  should  be 
arranged  for  the  diabetic  woman 
prior  to  conception.  Once  preg- 
nant, the  patient  should  be  re- 
examined every  trimester  until 
parturition.  Finally,  women  with 
gestational  diabetes  only  should 
have  their  eyes  checked  during 
pregnancy.  In  all  patients,  con- 
tinued communication  must  exist 
between  the  ophthalmologist, 
primary  care  physician,  and  ob- 
stetrician involved  in  the  patient  s 
care. 

CONCLUSION 

Studies  fail  to  demonstrate  sta- 
bilization or  reversal  of  diabetic 
retinopathy  following  achieve- 
ment of  normo-glycemia  after 
pancreas  transplantation.1'  18 
However,  a recent  study,  the 
Diabetes  Control  and  Complica- 
tion Trial  (DCCT),  has  proved  a 
beneficial  effect  on  reducing 
diabetic  retinopathy  in  very  well 
controlled  patients.19  At  this  point 
in  time,  it  appears  that  the  very 
strict  control  of  blood  glucose 
may  help  ameliorate  the  potential- 
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ly  catastrophic  effects  of  diabetes 
on  vision. 

The  medical  community  must 
strive  to  eliminate  preventable 
blindness  secondary  to  diabetes. 
In  that  there  is  no  cure  in  sight 
for  diabetes  or  its  retinopathy,  pa- 
tient awareness,  early  detection, 
and  prompt  treatment  remain  the 
best  defense.20  H 
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Caring  for  the  diabetic: 
Assessing  risk  in  the 
diabetic  foot 

Arthur  E.  Helfand,  DPM 
Paul  R.  Hirt,  DPM 


The  initial  diabetic  foot  evaluation  should  be  completed  with 
ease  and  reliability.  The  first  preventive  step  involves 
identification  of  primary  findings  of  the  dermatologic, 
musculoskeletal,  vascular,  and  neurologic  systems,  coupled 
with  the  presentation  of  educational  information. 


Diabetes  mellitus  is  the 
leading  cause  of  lower 
extremity  amputation 
in  the  United  States.  It 
is  estimated  that  5 to  15  percent 
of  people  with  diabetes  are  at  risk 
for  some  type  of  lower  extremity 
amputation.  Diabetics  are  at 
greater  risk  for  amputation  than 
nondiabetic  patients,  perhaps  by 
as  much  as  15  times  the  risk.  Fifty 
to  70  percent  of  all  nontraumatic, 
lower  extremity  amputations  are 
performed  on  diabetics,  and  20  to 
25  percent  of  all  hospital  ad- 
missions of  patients  with  diabetes 
are  for  foot  problems.  The  Ameri- 
can Diabetes  Association  has  re- 
ported that  13  million  people  (5.2 
percent  of  the  United  States 
population)  have  diagnosed  or 
undiagnosed  diabetes.  These 
percentages  can  reach  over  40 
percent  in  the  over-85-year-old 
age  group.  It  also  has  been  sug- 
gested that  50  to  75  percent  of  all 
amputations  are  preventable 
through  adequate  foot  care  pro- 
grams. 

The  development  of  significant 
ulcers  and  other  foot  complica- 
tions goes  beyond  the  concept  of 
tertiary  prevention.  The  key  to 
the  future  goals  of  health  care  are 
a significant  reduction  of  amputa- 
tion that  combines  elements  of 


primary  and  secondary  preven- 
tion. A comprehensive  approach 
to  prevention  includes  risk  iden- 
tification through  adequate  and 
periodic  diabetic  foot  assessment, 
professional  and  patient  educa- 
tion, stress  modification  to  in- 
clude footwear  and  orthoses  as 
may  be  required,  and  a team  ap- 
proach to  management  including 
professional  health  care  providers 
and  the  patient  and  family. 

Risk  assessment  and  the  iden- 
tification of  risk  factors  can  be 
segmented  into  several  basic 
areas.  The  first  area  recognizes 
the  disease  itself  and  frank 
changes  as  follows:  age  greater 
than  40  years;  tobacco  use  and 
smoking;  diabetes  mellitus  for 
more  than  10  years;  decreased 
peripheral  pulses;  decreased  pe- 
ripheral sensation;  anatomic  de- 
formities such  as  hallux  valgus 
(bunion  deformity,  hammertoes, 
prominent  metatarsal  heads  with 
an  associated  atrophy  of  the  plan- 
tar fat  pad,  and  metatarsal  pro- 
lapse); history  of  previous  ulcer- 
ation; and  poor  understanding  of 
the  disease  process  or  casual 
compliance. 

Additional  factors  to  be  con- 
sidered include:  history  of  prior 
partial  amputation;  peripheral 
neuropathy;  peripheral  vascular 


disease;  diabetic  neuropathy; 
limited  joint  mobility;  history  of 
alcohol  abuse;  visual  impairment; 
patients  who  live  alone;  and  in- 
ability to  bend  easily.  Other  dis- 
eases and  disabilities  that  add  to 
risk  include  those  that  impair  pa- 
tient self-examination  and  limited 
ability  to  understand  basic  educa- 
tional concerns,  including  blind- 
ness and  other  visual  impairments 
related  or  not  related  to  diabetes 
mellitus;  Parkinson’s  disease; 
rheumatoid  arthritis;  osteoarthri- 
tis; gout;  renal  impairment;  men- 
tal retardation;  psychiatric  dis- 
orders; dementia;  and  hyperten- 
sion. 

The  primary  dermatologic 
symptoms  and  signs  that  rep- 
resent risk  include  the  following: 
exquisitely  painful  or  painless 
wounds;  slow  healing  or  nonheal- 
ing wounds;  necrosis;  skin  color 
changes,  such  as  cyanosis  or  red- 
ness; chronic  itching,  scaling,  or 
dry  feet;  recurrent  infections, 
such  as  paronychia  or  tinea  pedis; 
hyperkeratotic  lesions  such  as 
tyloma  and  heloma,  with  or  with- 
out hemorrhage/hematoma;  tro- 
phic ulceration;  diminished  or 
absent  hair  growth;  trophic  nail 
changes,  diabetic  onychopathy,  or 
onychodystrophy,  or  thickening; 
onychomycosis;  subungual  hem- 
orrhage or  hematoma;  subungual 
ulceration  or  abscess;  ingrown 
toenails;  onychia  and/or  paro- 
nychia; thin  or  shiny  skin  texture; 
and  diabetic  dermopathy  and  pre- 
tibial  lesions. 

The  primary  musculoskeletal 
symptoms  and  signs  that  rep- 
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resent  risk  include  the  following: 
gradual  change  in  foot  shape  or 
size;  sudden  painless  change  in 
foot  shape  with  swelling  and 
without  a history  of  frank  trauma; 
cavus  feet  with  claw  toes;  drop 
foot;  rocker  bottom  foot;  plantar 
fasciitis  with  or  without  calcaneal 
enthesopathy;  neuropathy  ar- 
thropathy; altered  gait  and  am- 
bulatory dysfunction;  dysbasia; 
podalgia;  and  osteomyelitis. 

The  primary  neurologic  symp- 
toms and  signs  that  identify  risk 
include  the  following: 

1.  Sensory:  Parasthesias  such 
as  burning,  tingling,  or  clawing 
sensations;  pain;  hypersensitivity 
or  hyposensitivitv;  and  deficits, 
vibratory  and  proprioceptive, 
then  pain  and  temperature,  with 
hyperesthesia. 

2.  Motor:  Weakness;  foot  drop; 
and  diminished  to  absent  deep 
tendon  reflexes,  first  the  Achilles 
and  then  patellar. 

3.  Autonomic:  Diminished 

sweating  or  anhidrosis;  hyper- 
hidrosis;  well  perfused,  warm,  ap- 
parently healthy  foot  on  initial  in- 
spection; foot  pulses  palpable 
with  prominent  dorsal  foot  veins; 
diabetic  dermopathy;  dry,  thick- 
ened skin;  callus  formation  under 
high  pressure  areas  with  an  in- 
trinsic ‘minus’  foot;  trophic  ulcers; 
demineralization;  and  osteolysis. 

An  assessment  protocol  should 
include  those  components  based 
upon  the  recognized  risk  cate- 
gories, which  primarily  focus  on 
protective  sensation  utilizing 
monofilaments,  vibratory,  and 
temperature  assessment  proce- 
dures. 

In  addition,  the  recognition 
of  risk  in  the  diabetic  under 
Medicare  does  provide  coverage 
for  primary  foot  care  procedures 
and  does  provide  custom  molded 
or  Thermold  ™ shoes  with  or- 
thoses, that  usually  are  laminated 
or  total  contact  in  process  includ- 
ing weight  diffusion  and  dis- 
persion principles.  Risk  is  iden- 
tified for  the  purpose  of  footwear 
considerations  as  the  following: 
shoe  for  the  remaining  extremity 
after  a previous  amputation  of 
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part  of  a foot  or  ol  a foot;  history 
of  previous  ulcer;  preulcerative 
callus  formation  or  neuropathy 
with  a history  of  callus  formation; 
foot  deformity;  or  poor  circula- 
tion. 

For  the  patient  to  qualify  for 
reimbursement,  the  physician 
managing  the  diabetes  must 
certify  the  need  and  risk.  With 
neuropathy,  there  is  a tendency 
for  patients  to  purchase  tight 
shoes  and  to  tie  shoes  too  tightly, 
adding  to  footwear  risk. 

Professional  education  is  avail- 
able from  many  sources  including 
texts,  seminars,  the  American 
Diabetes  Association,  and  the 
Professional  Diabetes  Academy. 
In  1970,  the  United  States  Public 
Health  Service  developed  and 
published  FEET  FIRST , to  teach, 
in  particular,  the  older  diabetic 
about  foot  care.  FEET  FIRST  has 
been  revised  by  the  Professional 
Diabetes  Academy,  expanded, 
and  developed  with  color  graph- 
ics, larger  print,  and  on  nonreflec- 
tive  paper.  The  booklet  provides 
an  excellent  patient  education 
tool. 

The  key  issues  in  management 
of  the  at-risk  patient  include 


diabetic  neuropathy,  peripheral 
vascular  disease,  limited  joint 
mobility,  elevated  plantar  pres- 
sures, bony  deformities,  hyper- 
keratosis, diabetic  onychopathy/ 
onychodystrophy,  and  the  poten- 
tial for  ulceration  as  the  pre- 
disposing factor  for  lower  ex- 
tremity amputation.  The  associ- 
ated goals  of  management  include 
relieving  areas  of  excessive  plan- 
tar pressure,  the  reduction  of 
shock,  the  reduction  of  shear,  to 
accommodate  deformities,  to 
stabilize  and  support  deformities, 
weight  diffusion,  to  utilize  ap- 
propriate materials  and  proper 
orthotics. 

Early  screening,  assessment, 
evaluation,  and  management  by  a 
team  as  well  as  a well-informed 
patient  who  is  motivated  to  act 
with  self-responsibility  is  the  best 
defense  against  diabetic  lower  ex- 
tremity amputation. 

SUMMARY 

The  evaluation  and  education 
of  patients  with  diabetes  who  are 
at  risk  of  foot  problems  and 
potential  amputation  are  the  first 
components  of  prevention.  Care- 
ful risk  assessment  should  identify 
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the  primary  needs  of  the  patient 
for  risk  intervention.  Given  the 
new  therapeutic  shoe  bill  under 
Medicare  to  provide  an  entitle- 
ment of  shoes  and  orthotics  for  at- 
risk  diabetics,  early  screening  and 
detection  are  essential.  In- 
dividualized patient  education 
must  be  employed.  ■ 
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Lower  extremity  amputations 
in  New  Jersey 

Arthur  VanBuskirk,  BS 

Patricia  J.  Barta,  MPH,  RN,  CDE 

Nancy  J.  Schlossbach,  MA,  RN 


We  compared  the  incidence  of  nontraumatic  lower  extremity 
amputations  in  the  diabetic  and  nondiabetic  populations  in 
New  Jersey.  The  diabetes-related  lower  extremity  amputation 
rate  was  80. 1/10,000  diabetic  population,  while  the  rate  for 
nondiabetes-related  amputations  was  1.6/10,000  population. 


Persons  with  diabetes 
mellitus  are  at  increased 
risk  for  lower  extremity 
amputations  (LEAs).  In 
the  United  States,  the  age-ad- 
justed  rate  of  nontraumatic  am- 
putations performed  on  persons 
with  diabetes  is  15  times  greater 
than  that  in  the  population  with- 
out diabetes.1  The  morbidity  and 
mortality  associated  with  LEAs 
are  significant.  In  order  to 
estimate  the  burden  of  lower  ex- 
tremity amputations  of  any  extent 
in  the  diabetic  versus  the  non- 
diabetic population  in  New 
Jersey,  the  New  Jersey  Depart- 
ment of  Health  (NJDOH), 
Diabetes  Control  Program  (DCP) 
conducted  a descriptive  study  of 
nontraumatic  amputations  per- 
formed in  New  Jersey  acute  care 
hospitals  from  1985  to  1987. 

MATERIALS  AND  METHODS 

The  purpose  of  the  study  was 
to  determine  the  extent  of  LEAs 
in  the  diabetic  and  nondiabetic 
populations  in  New  Jersey.  To  ac- 
complish this,  DCP  obtained  a 
computerized  file  of  all  hospital 
discharge  abstracts  that  listed  a 
procedure  code  for  LEAs  (ICD-9, 
84.10-84.18).  These  abstracts, 
provided  by  Blue  Cross/Blue 
Shield  of  New  Jersey  from  the 


UB-82/MIDS  system,  included  all 
LEAs  performed  on  New  Jersey 
residents  in  any  New  Jersey  acute 
care  hospital  during  the  period 
1985  to  1987. 

These  abstracts  were  divided 
into  diabetes-related  LEAs,  i.e. 
those  that  included  a principal  or 
secondary  diagnostic  code  for 
diabetes  mellitus  (ICD-9, 
250.0-250.9),  and  nondiabetes-re- 
lated LEAs,  i.e.  those  that  had  no 
diabetes  code  anywhere  in  the 
nine  diagnostic  fields. 

Amputation  rates  then  were 
calculated  for  both  the  diabetic 
and  nondiabetic  populations. 
Numerators  for  all  calculations 
were  derived  from  the  number  of 
persons  hospitalized  for  LEAs. 
Individual  patients  were  counted 
only  once  in  any  calendar  year, 
even  if  hospitalized  more  than 
once  for  additional  amputation 
procedures.  Denominators  were 
derived  from  diabetes  prevalence 
estimates  provided  by  the  Health 
Interview  Survey  (HIS),  1982  to 
1986,  and  population  estimates 
were  prepared  by  NJDOH, 
Chronic  Disease  Epidemiology 
and  Research  Unit.  Since  HIS 
does  not  include  prevalence  rates 
by  race  for  races  other  than  white 
and  nonwhite,  blacks,  Asians, 
Pacific  Islanders,  persons  report- 


ing as  Hispanic,  and  Native 
Americans  were  included  in  the 
“nonwhite”  category. 

RESULTS 

Diabetes-related  LEAs.  There 
were  6,030  hospitalizations  for 
diabetes-related  LEAs  in  New 
Jersey  during  1985  to  1987,  for 
5,342  individuals.  These  amputa- 
tions represented  61  percent  of  all 
LEAs  performed,  and  approx- 
imately 2 percent  of  all  diabetes- 
related  hospitalizations.  While  in 
the  hospital,  541  (10.1  percent)  of 
the  5,342  indivduals  expired. 

The  average  length  of  stay 
(LOS)  for  a diabetes-related  LEA 
admission  in  the  three-year  study 
period  was  34.6  days.  The  average 
LOS  for  a diabetes-related  LEA 
in  New  Jersey  from  1979  to  1981 
was  40.3  days,  and  the  average 
hospital  cost  was  $9,430  or  $234/ 
day.2  Although  the  LOS 
decreased  to  34.6  days  during 
1985  to  1987,  the  average  cost 
rose  to  $14,877  or  $430/day.  The 
hospital  charges  for  the  three- 
year  period  totalled  $89.5  million, 
or  an  average  of  almost  $30 
million  annually. 

The  overall  diabetes-related 
LEA  rate  for  1985  to  1987  was  80 
per  10,000  diabetic  population. 
The  highest  rates  for  LEAs  were 
observed  in  nonwhite  males, 
while  the  lowest  rates  were  found 
among  white  females  (Table  1). 
For  the  three-year  period  from 
1985  to  1987,  nonwhite  males  had 
a LEA  rate  of  116.3/10,000  com- 
pared to  101.6/10,000  for  white 
males,  68.3/10,000  for  nonwhite 
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Table  1.  Diabetes-related  lower  extremity  amputations. 

Mean  number  of  persons  and  rates  per  10,000  diabetes  population 
Whites  and  nonwhites,  by  age  and  sex 
New  Jersey,  1985  to  1987 

White  Nonwhite  All  Races 


Mean  No. 

Rate 

Mean  No. 

Rate 

Mean  No. 

Rate 

Males 

0-44 

35.0 

31.92 

19.7 

58.01 

54.7 

38.09 

45-64 

298.7 

87.84 

105.0 

98.03 

403.7 

90.28 

65  + 

442.7 

140.85 

87.3 

211.84 

530.0 

149.08 

Total  males 

776.4 

101.62 

212.0 

116.30 

988.4 

104.45 

Females 

0-44 

27.3 

17.36 

12.0 

25.82 

39.3 

19.29 

45-64 

161.3 

44.67 

73.0 

50.58 

234.3 

46.36 

65  + 

404.0 

86.24 

114.7 

112.93 

518.7 

90.99 

Total  females 

592.6 

60.05 

199.7 

68.31 

792.3 

61.94 

Totals 

0-44 

62.3 

23.34 

31.7 

39.41 

94.0 

27.06 

45-64 

460.0 

65.60 

178.0 

70.80 

638.0 

66.98 

65  + 

846.7 

108.17 

202.0 

141.48 

1,048.7 

113.30 

Total 

1 ,369.0 

78.19 

411.7 

86.74 

1,780.7 

80.01 

females,  and  60.1/10,000  for  white 
females. 

Generally,  over  the  three-year 
period,  the  rates  for  whites 
showed  little  change  from  year  to 
year  (1985:  77.0/10,000;’  1986: 
78.9/10,000;  1987:  78.6/10,000), 
while  the  rates  for  nonwhites  in- 
creased dramatically  from  1985  to 
1987  (1985;  73.3/10,000;  1986: 
92.6/10,000;  1987:  93.86/10,000). 
The  reasons  for  this  disparity  are 
unclear. 

Rates  for  males  were  con- 
sistently higher  than  rates  for 
females  at  all  ages  and  across  all 
races.  During  the  study  period, 
the  rate  for  males  (104.5/10,000) 
was  significantly  higher  than  the 
rate  for  females  (61.9/10,000). 

In  contrast,  the  greatest  pro- 
portionate increase  in  diabetes- 
related  LEAs  during  the  study 
period  was  for  white  females,  age 
0 to  44  years.  For  this  group,  the 
1987  rate  (21.5/10,000)  was 
almost  two  times  that  for  the  1985 
rate  (10.9/10,000). 

The  most  striking  LEA  rates 
noted  were  for  nonwhite  males. 
The  1987  rate  for  nonwhite  males 
(129.1/10,000)  was  1.4  times 
greater  than  the  rate  for  1985 


(93.4/10,000).  The  rates  for 
nonwhite  females  increased  1.2 
times  over  the  same  period,  i.e. 
60.7/10,000  in  1985  versus  71.9/ 
10,000  in  1987. 

Rates  increased  with  age  for  all 
races  and  for  both  sexes  (Table  1). 
The  rate  for  the  three  years  for 
white  females,  age  65  years  and 
older  (86.2/10,000)  was  five  times 
greater  than  the  rate  for  white 
females  age  0 to  44  years  (17.4/ 
10,000).  The  rate  for  nonwhite 
males  age  65  years  and  over 
(211.8/10,000)  was  3.7  times 
greater  than  that  for  nonwhite 
males  age  0 to  44  years  (58.0/ 
10,000). 

Nondiabetes-related  LEAs. 
During  the  three-year  study 
period,  a total  of  3,884  non- 
diabetes-related LEAs  were 
performed  on  3,514  persons.  This 
number  represents  39.6  percent 
of  all  LEAs  performed  in  New 
Jersey  acute  care  hospitals  during 
1985  to  1987,  and  0.32  percent  of 
all  nondiabetes-related  hospitali- 
zations. Of  the  3,514  persons,  566 
or  16.1  percent,  expired  while  in 
the  hospital. 

The  average  LOS  for  in- 
dividuals who  had  a LEA  not  re- 


lated to  diabetes  was  32.6  days,  6 
percent  (1.4  days)  shorter  than 
the  average  for  individuals  with 
diabetes,  despite  the  fact  that,  as 
a group,  these  patients  were  older 
than  diabetes  patients  undergoing 
LEA.  While  the  average  LOS  for 
nondiabetes-related  LEA  was 
shorter,  the  average  cost  per 
hospital  stay  was  slightly  higher, 
$15,199  ($466/day)  versus 

$14,877.  The  total  hospital 
charges  for  the  three  years  were 
$58.7  million,  or  an  annual  aver- 
age of  $19.6  million. 

The  overall  rate  of  amputation 
in  the  nondiabetes  group  was  1.6/ 
10,000  population  (Table  2),  com- 
pared to  80.0/10,000  diabetes 
population,  representing  a risk 
ratio  of  1:51.  As  noted  for 
diabetes-related  amputations, 
nonwhite  males  had  the  highest 
overall  LEA  rate,  2.1/10,000  in 
the  three-year  period,  followed  by 
white  males  (1.7/10,000), 
nonwhite  females  (1.5/10,000), 
and  white  females  (1.4/10,000). 

A more  dramatic  increase  in 
the  LEA  rate  by  age  is  noted  for 
the  nondiabetic  population  when 
compared  to  the  diabetic  popula- 
tion (Tables  1 and  2).  The  rate  for 
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Table  2.  Nondiabetes-related  lower  extremity  amputations. 

Mean  number  of  persons  and  rates  per  10,000  nondiabetes  population 
Whites  and  nonwhites,  by  age  and  sex 
New  Jersey,  1 985  to  1 987 


White 

Mean  No. 

Rate 

Nonwhite 

Mean  No.  Rate 

All  Races 

Mean  No.  Rate 

Males 

0-44 

54.3 

0.27 

21.7 

0.44 

76.0 

0.31 

45-64 

124.0 

1.96 

39.3 

4.26 

163.3 

2.25 

65  + 

330.0 

10.06 

69.3 

24.53 

399.3 

11.20 

Total  males 

508.3 

1.72 

130.3 

2.12 

638.6 

1.79 

Females 

0-44 

22.3 

0.11 

8.7 

0.16 

31.0 

0.12 

45-64 

56.0 

0.81 

20.7 

1.95 

76.7 

0.96 

65  + 

350.0 

7.11 

75.0 

18.85 

425.0 

7.99 

Total  females 

428.3 

1.36 

104.4 

1.54 

532.7 

1.39 

Totals 

0-44 

76.6 

0.19 

30.4 

0.30 

107.0 

0.21 

45-64 

180.0 

1.36 

60.0 

3.02 

240.0 

1.58 

65  + 

680.0 

8.29 

144.3 

21.21 

824.3 

9.28 

Total 

936.6 

1.53 

234.7 

1.82 

1,171.3 

1.58 

nondiabetic,  nonwhite  males  age 
65  years  and  older  (24.5/10,000)  is 
61  times  greater  than  that  for 
nondiabetic,  nonwhite  males  age 
0 to  44  years  (0.4/10,000);  for 
diabetic  nonwhite  males,  the 
comparable  rate  is  only  3.7  times 
greater,  reflecting  the  earlier  age 
at  which  amputations  are 
performed  in  the  group  with 
diabetes. 

Mortality  among  nondiabetic 
persons  undergoing  LEAs  was 
higher  (16.1  percent)  than  for 
persons  with  diabetes  (10.1  per- 
cent). Again,  one  possible  ex- 
planation for  this  is  that  non- 
diabetic patients  hospitalized  for 
amputation  generally  were  older 
than  their  diabetic  patient 
counterparts.  Among  nondiabetic 
individuals,  70.4  percent  were 
over  the  age  of  65  years,  com- 
pared to  58.9  percent  among 
diabetic  individuals. 

DISCUSSION 

From  1985  to  1987,  an  annual 
average  of  2,010  diabetes-related 
LEAs  were  reported,  compared 
to  1,448  reported  in  a study  of 
amputations  in  New  Jersey  from 
1979  to  1981. 2 This  represents  a 
27.98  percent  increase  in  the  av- 


erage annual  number  of  LEAs. 
We  believe  that  this  increase  can 
be  explained,  in  part,  by  artifacts, 
such  as  improvements  in  report- 
ing or  coding  practices  by 
hospitals. 

We  also  believe,  however,  that 
these  data  indicate  a consistent 
increase  in  the  incidence  of 
diabetes-related  LEA.  We  note 
that  from  1982  to  1984,  there  was 
an  average  of  1,701  amputations 
reported  in  New  Jersey,  an  in- 
crease of  14.9  percent  over  the 
average  (1,448  amputations)  for 
the  previous  three  years.  The 
2,010  cases  in  1985  to  1987 
represents  a 15.4  increase  over 
1982  to  1984  (Table  3). 

While  the  differences  in 
diabetes-related  LEA  rates  be- 
tween whites  and  nonwhites  are 
only  marginal,  the  differences  by 
sex,  for  whites  and  nonwhites,  are 
substantial.  The  reasons  for  this 
are  open  to  speculation,  but  they 
do  not  appear  to  be  the  result  of 
a difference  in  access  to  medical 
care  governed  by  race.  It  would 
seem  that  access  would  be  similar 
for  either  sex  of  the  same  race. 
There  may  be  a difference  in  utili- 
zation of  services  governed  by 
sex,  or  perhaps  a difference  by  sex 


in  the  presence  of  risk  factors, 
such  as  smoking,  dietary  habits, 
and  self-care  practices. 

As  demonstrated  in  this  three- 
year  study,  New  Jersey  citizens 
with  diabetes  mellitus  are  at 
greatly  increased  risk  for  under- 
going a nontraumatic  LEA  com- 
pared to  their  nondiabetic 
counterparts.  The  financial  costs 
attributed  to  LEAs  in  this  paper 
constitute  only  costs  incurred 
during  hospitalization  and  do  not 
represent  the  costs  of  rehabilita- 
tion, lost  days  at  work,  or 
premature  mortality.  Persons  who 
report  the  need  for  assistance 
with  daily  living  frequently  have 
experienced  an  amputation  as- 
sociated with  diabetes,1  and 
survival  for  three  years  following 
amputation  is  about  50  percent.3 

There  were  limitations  to  the 
use  of  a hospital  discharge 
system,  i.e.  the  UB-82/MIDS,  for 
the  analysis  of  diabetes-related 
amputations.  Two  important  con- 
siderations were  the  sensitivity 
and  comprehensiveness  of  the  in- 
formation in  the  data  set.  Since 
nontraumatic  amputations  virtual- 
ly always  occur  in  the  inpatient 
setting,  there  was  reasonable  cer- 
tainty that  the  system  captured  all 
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Table  3.  Mean  and  percent  increase  of  diabetes-related  LEAs  over 
three  consecutive  three-year  time  periods,  in  New  Jersey. 


Years 

Mean  No.  LEAs 

Percentage  Increase 

1979-1981* 

1448 

1982-1984* 

1701 

14.9 

1985-1987** 

2010 

15.4 

Source: 

*UB-82  Hospital  Discharge  Abstracts,  without  personal  identifiers,  NJDOH. 
**UB-82/MIDS  Hospital  Discharge  Abstracts,  with  personal  identifiers,  purchased  from 
Health  Information  Services,  Medix,  a subsidiary  of  Blue  Cross/Blue  Shield 
of  New  Jersey. 


of  the  procedures  performed  in 
New  Jersey.  However,  the  data 
set  did  not  include  amputation 
procedures  performed  on  New 
Jersey  citizens  in  hospitals  in  sur- 
rounding geographic  areas,  such 
as  New  York  City  and 
Philadelphia. 

The  data  in  those  fields,  i.e. 
age,  race,  sex,  and  procedure,  that 
were  directly  pertinent  to  reim- 
bursement through  diagnosis  re- 
lated group  (DRG)  assignment 
(that  was  operational  throughout 
the  study  period)  received  close 
scrutiny  by  hospitals.  There  was 
a strong  incentive  to  find  and  re- 
cord all  secondary  diagnoses,  e.g. 
diabetes,  since  a comorbid  con- 
dition could  have  placed  a 
particular  discharge  in  a higher 
paying  DRG. 

Approximately  50  percent  of  all 
diabetes-related  LEAs  can  be 
prevented.5  This  reduction  can  be 
accomplished  through  interven- 
tions aimed  at  the  prevention  of 
peripheral  neuropathy  and 

peripheral  vascular  disease 

(PVD);  the  prevention,  early  de- 
tection, and  treatment  of  diabetic 
leg  or  foot  ulcers;6  and  extensive 
patient  self-management  training. 

It  is  estimated  that  peripheral 
vascular  disease,  neuropathy,  and 
infection  are  responsible  for  45  to 
70  percent  of  all  diabetes-related 
LEAs.4  Peripheral  neuropathy 
may  involve  the  sensory,  motor, 
and  autonomic  nerves,  predispos- 
ing the  diabetic  foot  to  injury  and 
infection  as  a result  of  insensitivi- 
ty, muscle  atrophy  leading  to  de- 
formity, and  dry  skin.  The  in- 
sensitive foot  and  painless  trauma 
precipitate  most  hospital  ad- 


missions for  diabetic  foot  lesions.5 
Approximately  15  percent  of 
persons  with  diabetes  eventually 
will  experience  an  ulcer  on  their 
feet  or  ankles.3  PVD  impairs  the 
circulation  and  complicates  the 
treatment  of  injuries,  ulcers,  and 
infections.  Because  it  impairs 
blood  flow,  PVD  impedes  the 
progress  of  antibiotics,  oxygen, 
and  nutrients  to  the  ulcer.5  PVD 
and  peripheral  neuropathy  tend 
to  occur  bilaterally  in  the  person 
with  diabetes,  which  helps  to  ex- 
plain the  probability  of  amputa- 
tion of  the  remaining  limb 
sometime  after  the  first  amputa- 
tion.5 

While  the  data  presented  in 
this  paper  are  more  than  seven 
years  old,  the  trends  depicted  re- 
main the  same.  NJDOH  is  com- 
mitted to  reducing  the  unac- 
ceptably high  rate  of  diabetes-re- 
lated LEAs  through  a statewide 
provider  education  program  enti- 
tled, Lower  Extremity  Amputa- 
tion Prevention  (LEAP)  in 
Persons  with  Diabetes  Mellitus, 
which  focuses  on  the  outpatient 
management  of  the  diabetic  foot. 
Funds  have  been  awarded  to  the 
Veterans  Biomedical  Research  In- 
stitute in  East  Orange  to  conduct 
multiple,  on-site,  full-day  educa- 
tion and  training  programs  tar- 
geted to  health  care  agencies  that 
are  located  in  geographic  areas 
with  excessive  amputation  rates 
and  that  predominantly  serve  a 
minority  and/or  indigent  diabetes 
population.  The  LEAP  training 
program  emphasizes  patient 
education,  multidisciplinary 
teamwork,  and  clinical  practice 
behaviors  with  the  intent  of  im- 


proving institutional  and  in- 
dividual practitioner  approaches 
to  the  prevention  of  LEAs  in 
persons  with  diabetes  mellitus.  ■ 
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Diabetes  mellitus: 
A frequent  factor 
in  liability  claims 
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inappropriate  treatment  of  diabetes  mellitus  is  the  cause  of  an 
increasing  number  of  malpractice  claims.  The  authors  present 
pertinent  trends  elicited  by  an  analysis  of  diabetes  claim  files 
and  their  possible  prevention.  Files  from  February  1,  1977,  to 
February  1,  1992,  were  reviewed. 


Diabetes  is  a common 
disease  widely  seen 
throughout  all  special- 
ties. In  fact,  among  the 
elderly  population,  it  represents 
the  second  most  frequent  diag- 
nosis in  the  outpatient  medical 
setting.  Diabetes,  a chronic  ill- 
ness, can  involve  acute  complica- 
tions and  significant  implications 
for  a variety  of  organ  systems. 

With  diabetes,  a disparity  exists 
between  patient  expectations  and 
the  reality  of  treatment  limita- 
tions. It  should  come  as  no 
surprise  that  this  disease  plays  a 
significant  role  in  medical  liability 
cases. 

The  Medical  Inter-Insurance 
Exchange  (MI IX)  has  reviewed 
all  claims  involving  diabetes  and 
identified  several  trends.  This  in- 
formation can  help  MI IX  educate 
its  insured  physicians  and  limit 
exposure  to  liability. 

METHODOLOGY 

All  MI IX  professional  liability 
claim  files  from  February  1,  1977, 
to  February  1,  1992,  that  cited 
diabetes  as  the  primary,  secon- 
dary, and/or  tertiary  condition 
were  screened.  Of  these  files,  126 
were  closed  with  an  indemnity 
payment  to  the  plaintiff.  Bernard 
Robins,  MD,  chairman,  Harvey 


Bucholtz,  MD,  Stephen  Sherry, 
MD,  and  Mitchell  Silverman, 
MD,  all  endocrinologists,  re- 
viewed these  paid  claim  files  to 
identify  pertinent  trends  and  in- 
formation that  could  be  used  as 
a risk  management  tool  for  in- 
sured physicians. 

OVERVIEW 

The  total  indemnity  paid  on 
diabetes-related  claims  was 
$10,890,510.  The  average  indem- 
nity paid  per  claim  was  $86,433. 
Fifty-six  percent  of  the  patients 
were  male  and  44  percent  of  the 
patients  were  female.  Claimants 
in  the  study  ranged  in  age  from 
1 to  78  years.  The  average  age 
was  52.3  years.  Thirty-eight  per- 
cent of  the  claims  involved  in- 
ternal medicine  and  its  subspe- 
cialties, 21  percent  of  the  claims 
involved  general  practice  and 


family  practice,  and  12  percent  of 
the  claims  involved  surgery  and 
its  subspecialties.  The  remaining 
29  percent  of  the  claims  involved 
a range  of  specialties.  Resultant 
patient  injuries  were  severe. 
Fifty-three  of  the  126  files  cited 
the  subsequent  death  of  the  pa- 
tient as  a result  of  treatment. 
Fourteen  files  involved  the  loss  of 
a lower  limb. 

Misadventures  by  indemnity 
paid  are  shown  in  the  Table. 

TRENDS  IDENTIFIED 

Trends  that  were  identified  in- 
cluded the  following:  failure  to 
diagnose  diabetes;  inadequate 
management  of  infection;  overall 
care  inadequate;  concomitant 
health  problems  involved;  periop- 
erative and  obstetrical  manage- 
ment problems;  and  communica- 
tion issues. 

CASE  REPORT  1 

Trend:  Failure  to  diagnose 

diabetes , including  improper 
workup,  laboratory  errors, 
documentation  issues,  followup 
problems,  and  errors  in  differen- 
tial diagnosis. 


Table.  Misadventures  by  indemnity. 

Misadventure 

Total  Indemnity 
Paid 

% of  Total 

Diagnosis  error 

$ 3,618,123 

33 

Management  problems 

$ 2,878,41 7 

26 

improper  performance 

$ 1,495,000 

14 

Other 

$ 2,898,970 

27 

Total 

$10,890,510 

100 
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A 24-year-old  male  went  to  a 
physician  complaining  of  body 
weakness  and  pallor.  The  patient 
was  examined  with  negative  find- 
ings. No  blood  or  urine  tests  were 
done.  The  patient  was  given  an 
injection  of  iron  and  vitamins. 
Subsequently,  the  patient  was  a 
“no-show”  for  a followup  appoint- 
ment. One  week  later,  the  patient 
was  hospitalized  in  a diabetic 
coma  with  a blood  sugar  of  724 
mg/dL. 

Liability  issues.  Allegations  in 
this  case  included  the  failure  to 
perform  an  adequate  workup, 
such  as  drawing  laboratory  work 
on  the  patient,  which  resulted  in 
a failure  to  diagnose  diabetes. 
Also,  the  physician  failed  to 
followup  with  the  patient  s 
medical  status. 

Discussion.  Despite  the  fact 
that  the  patient  in  this  case 
survived  with  minimal  injury,  the 
case  easily  could  have  culminated 
in  a fatal  outcome.  When  treating 
a diabetic  patient,  it  is  essential  to 
perform  a thorough  workup, 
order  appropriate  laboratory 
work,  document  explicitly,  and 
followup  aggressively. 

CASE  REPORT  2 

Trend:  The  physician  did  not 
diagnose  or  did  not  aggressively 
manage  an  infection  in  the 
diabetic  patient. 

A 48-year-old  male  diabetic 
with  retinopathy,  arteriosclerotic 
heart  disease,  and  claudication 
was  treated  with  Diabinese*. 
After  wearing  a tight  shoe,  the 
patient  developed  a discoloration 
of  the  lateral  side  of  the  left  foot 
with  red  streaking.  The  physician 
placed  the  patient  on  betadine 
soaks  and  oral  antibiotics.  After 
some  initial  improvement,  the  pa- 
tient s foot  became  much  worse, 
requiring  amputation  of  all  toes  as 
well  as  an  endarterectomy  and 
bypass  surgery. 

Liability  issues.  The  physician 
failed  to  adequately  monitor  the 
patient’s  blood  sugars,  did  not  ag- 
gressively treat  the  infection  with 
intravenous  antibiotics,  did  not 
promptly  hospitalize  the  patient. 


and  did  not  seek  a vascular  con- 
sultation in  a timely  manner. 

Discussion.  Infections  — even 
mild  ones  — in  the  diabetic  patient 
must  be  treated  assertively  and 
within  a timely  manner.  In  ad- 
dition, the  patient  s diabetes  must 
be  kept  under  control.  In- 
travenous antibiotics  frequently 
are  the  preferable  mode  of  treat- 
ment— indeed  often  necessary  — 
and  the  establishment  of  vascular 
integrity  may  be  needed  for  the 
delivery  of  medication  to  the  af- 
fected site  to  ensure  proper  heal- 
ing. Even  with  aggressive  physi- 
cian intervention,  the  prognosis 
for  the  diabetic  patient  with  an 
infection  is  guarded.  If  aggressive 
treatment  is  not  carried  out, 
claims  of  deviation  from  the  stan- 
dard of  care  are  likely  to  be  made. 

CASE  REPORT  3 

Trend:  The  overall  care 

rendered  was  inadequate.  The 
phijsieian  was  not  appropriately 
skilled  in  diabetes  management, 
did  not  educate  the  patient  and/ 
or  did  not  stress  the  importance 
of  compliance  and  did  not  seek 
consultation  with  a specialist. 

A 36-year-old,  insulin-depen- 
dent  male  diabetic  was  treated  by 
an  internist  subspecializing  in 
gastroenterology-  The  patient  de- 
veloped progressive  retinopathy 
leading  to  blindness  and  nephrop- 
athy leading  to  end-stage  renal 
disease,  resulting  in  the  patient’s 
death. 

Liability  issues.  According  to 
the  allegations  made,  the  physi- 
cian failed  to  adequately  monitor 
the  patient’s  diabetes.  In  addition, 
the  physician  claimed  to  have 
drawn  laboratory  work  on  the  pa- 
tient, yet  there  was  no  documen- 
tation to  substantiate  this  claim. 
The  internist  did  not  refer  the 
patient  to  an  endocrinologist  or 
communicate  with  the  patient’s 
retinal  specialist.  The  physician 
also  failed  to  communicate  the 
seriousness  of  the  patient’s  con- 
dition to  the  patient  and  his  fami- 
ly, and  failed  to  educate  the  pa- 
tient on  the  importance  of  com- 
plying with  treatment.  Based  on 


these  allegations,  the  plaintiff 
claimed  the  physician’s  negli- 
gence led  to  blindness,  kidney 
failure,  and  the  patient’s  death. 

Discussion.  The  current  stan- 
dard of  care  requires  careful 
monitoring  of  blood  sugars  and 
adjustment  of  treatment  by  the 
patient  as  well  as  the  physician; 
good  documentation  and  record- 
keeping; provision  of  diabetes 
education,  including  the  im- 
portance of  diet,  blood  testing, 
and  medication;  referral  to  an 
organ  specialist  or  endocrinologist 
if  necessary;  and  good  com- 
munication with  the  patient  and 
family.  The  poor  prognosis  of 
many  diabetics  is  not  a defense 
against  claims  of  inadequate 
treatment.  An  additional  issue 
seen  in  the  treatment  of  diabetic 
patients  is  overzealous  manage- 
ment, resulting  in  hypoglycemia 
and  its  medical  and  legal  implica- 
tions. Cautions  about  driving  and 
other  hazardous  activities  of  daily 
living  should  be  given  to  the  pa- 
tient orally  and  in  writing. 

CASE  REPORT  4 

Trend:  The  lack  of  recognition 
of  concomitant  health  problems  in 
the  diabetic  or  the  lack  of  ap- 
propriate treatment  of  diabetes  in 
the  midst  of  other  medical  con- 
ditions. 

A 41 -year-old  female  patient 
with  a history  of  diabetes, 
hypertension,  obesity,  smoking, 
and  chronic  bronchitis  had  been 
treated  by  her  physician  for  many 
years.  The  patient  went  to  the 
physician  complaining  of  sub- 
sternal  chest  discomfort  relieved 
by  antacids.  The  physician 
diagnosed  duodenitis.  Additional 
complaints  of  chest  distress  and 
throbbing  scapula  pain  were 
diagnosed  as  muscle  strain  and 
were  treated  with  anti-inflam- 
matory medication.  Subsequently, 
the  patient  experienced  a fatal 
cardiac  arrhythmia.  An  autopsy 
revealed  the  cause  of  death  to  be 
acute  cardiac  arrhythmia  and 
severe  arteriosclerosis  of  the  an- 
terior descending  branch  of  the 
coronary  artery. 
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Liability  issues.  Allegations  in- 
volved failure  to  perform  a 
cardiac  workup  to  determine  the 
etiology  of  the  patient’s  chest 
pain,  failure  to  diagnose  and  treat 
advanced  arteriosclerotic  heart 
disease,  a common  condition  in 
diabetes,  and  failure  to  contact  a 
cardiologist. 

Discussion.  The  major  error  in 
this  case  was  the  failure  to  con- 
sider cardiac  disease  in  a 41-year- 
old  diabetic  female  patient.  Cor- 
onary artery  disease  and  silent 
cardiac  conditions  are  significant 
risks  for  diabetic  patients  and 
must  be  considered  in  the  pa- 
tient’s differential  diagnosis. 

CASE  REPORT  5 

Trend:  Inadequate  diabetes 

management  during  the 
perioperative  period  or  during 
pregnancy. 

A 67-year-old  male  patient  with 
diabetes,  arteriosclerotic  cardio- 
vascular disease,  and  corneal  dis- 
ease was  admitted  to  the  hospital 
by  an  ophthalmologist  for  a cor- 
neal transplant.  An  internist 
performed  a consultation  on  the 
patient,  and  despite  a blood  sugar 
of  323  mg/dL,  the  patient  was 
cleared  for  surgery.  Subsequent- 
ly, the  patient  was  sent  home  be- 
cause the  donor  was  found  to  be 
unacceptable.  One  week  later,  the 
patient  was  readmitted  to  the 
hospital  for  the  transplant  and  no 
new  medical  clearance  was  ob- 
tained. The  patient  underwent 
the  procedure  with  a blood  sugar 
of  422  mg/dL.  The  internist  saw 
the  patient  postoperatively  and 
wrote  orders,  but  20  minutes  later 
the  patient  had  a cardiores- 
piratory arrest  and  died.  An 
autopsy  revealed  a subendo- 
cardial myocardial  infarction  and 
pulmonary  edema. 

Liability  issues.  Problems  in 
this  case  could  be  attributed  to 
the  inadequate  initial  consultation 
and  clearance  for  surgery  as  well 
as  the  lack  of  appropriate 
monitoring  of  the  patient  during 
the  surgical  procedure. 

Discussion.  In  addition  to  ex- 
tensive medical  clearance  and 


monitoring  needs  for  the  diabetic 
patient  undergoing  surgery,  the 
surgeon  as  well  as  the  patient 
should  be  educated  regarding  the 
increased  risk  for  diabetics  that  is 
inherent  in  most  procedures. 
Consent  for  the  procedure  should 
be  obtained  on  this  basis.  Similar 
to  management  concerns  for  the 
diabetic  patient  undergoing  sur- 
gery, obstetrical  management  of 
the  diabetic  patient  also  must  in- 
clude careful  monitoring  and 
open  communication  between  the 
patient’s  family  doctor  and  ob- 
stetrician. Diabetic  pregnancies 
are  high  risk,  and  all  must  be 
treated  with  special  care. 

CASE  REPORT  6 

Trend:  The  lack  of  adequate 
communication  between  the 
physician  and  family  or  among 
health  care  professionals. 

A 59-year-old  male  patient 
went  to  the  physician’s  office 
complaining  of  weakness  and 
dizziness  for  three  weeks.  The 
physician  sent  out  laboratory 
work  that  came  back  positive  for 
diabetes  (the  blood  sugar  was  250 
mg/dL),  but  the  physician  failed 
to  notify  the  patient  of  the  results. 
Seven  months  later,  due  to  the 
patient’s  continued  lethargy,  the 
patient’s  wife  called  the  physician 
for  the  laboratory  results.  At  this 
point,  the  failure  to  communicate 
the  diagnosis  of  diabetes  in  a 
timely  manner  and  the  delay  in 
treatment  were  recognized. 

Liability  issues.  The  major  al- 
legation in  this  case  was  the 
failure  to  followup  with  the  out- 
come of  laboratory  tests,  resulting 
in  a delay  in  diagnosing  and  treat- 
ing diabetes.  The  physician  com- 
pounded the  problem  by  altering 
the  medical  records. 

Discussion.  Issues  of  credi- 
bility, alteration  of  records,  and 
poor  communication  frequently 
are  seen  in  all  types  of  medical 
professional  liability  cases. 
However,  documentation  and 
communication  particularly  are 
important  in  diabetes  cases  be- 
cause of  the  patient’s  involvement 
in  all  aspects  of  care. 


RECOMMENDATIONS 

Physicians  must  provide  a thor- 
ough workup  and  followup  for  pa- 
tients with  signs  and  symptoms  of 
diabetes.  In  addition,  physicians 
must  be  especially  wary  of  unusu- 
al presentations  of  diabetes  and 
must  be  conscientious  in  follow- 
ing up  with  laboratory  work  as 
well  as  with  the  patient’s  medical 
care.  Physicians  must  be 
particularly  careful  when  treating 
infections  in  the  diabetic  patient 
and  when  managing  the  patient’s 
diabetes  during  surgical  treat- 
ment and  obstetrical  care.  The 
physician  who  treats  diabetic  pa- 
tients must  recognize  the  poten- 
tial for  other  diseases  occurring  as 
a sequela  to  or  parallel  to  the 
diabetes.  The  physician  must  be 
quick  to  seek  consultation  with  an 
organ  specialist  or  endocrinologist 
and  must  communicate  with  other 
health  care  providers  caring  for 
the  same  patient.  The  physician 
must  communicate  instructions 
and  information  to  the  patient  or- 
ally and  in  writing.  All  telephone 
communication  with  the  patient 
should  be  documented.  The 
physician  must  show  that  due 
diligence  was  used  in  every 
aspect  of  earing  for  the  diabetic 
patient. 

SUMMARY 

The  authors  analyzed  126  files 
involving  diabetes  in  which  plain- 
tiffs pursued  professional  liability 
claims  that  resulted  in  indemnity 
payments.  Trends  include:  failure 
to  diagnose  diabetes;  improper 
patient  management  of  the 
diabetic  patient,  including  inade- 
quate treatment  of  infection;  in- 
adequate overall  care;  failure  to 
recognize  the  concomitant  health 
problems  complicating  care  of  the 
diabetic  patient;  inadequate 
perioperative,  surgical,  and  ob- 
stetrical management;  and  poor 
communication.  ■ 

Dr.  Robins  is  a guest  editor  and  ai!  the 
authors  are  affiliated  with  the  Medical 
Inter-Insurance  Exchange.  Address 
reprint  requests  to  Dr.  Robins,  2333 
Morris  Avenue,  Union,  NJ  07083. 
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Physician  education 
on  five  complications  of 
diabetes  meDitus 

Patricia].  Barta,  MPH,  RN,  CDE 
William  D.  Phillips,  PhD 
Ronnie  Davidson,  EdD 


Five  roving  symposia  series  directed  to  primary  care  physicians 
addressing  the  complications  of  diabetes  were  designed, 
implemented,  and  evaluated.  These  roving  symposia  effectively 
reached  physicians  statewide  and  appeared  to  influence 
positive  practice  behaviors. 


There  are  an  estimated 
225,000  New  Jersey  resi- 
dents with  diagnosed 
diabetes,  and  approx- 
imately the  same  number  of  resi- 
dents who  have  the  disease  but, 
as  yet,  are  undiagnosed.  Of  the 
diagnosed  cases,  approximately 
10  percent  have  Type  I (insulin- 
dependent)  diabetes,  while  90 
percent  have  Type  II  (non- 
insulin-dependent) diabetes. 

Diabetes  often  leads  to  serious, 
but  largely  preventable  complica- 
tions that  involve  nearly  every  tis- 
sue, organ,  and  system  in  the 
body.1  Compared  to  persons  with- 
out the  disease,  individuals  with 
diabetes  have  highly  accelerated 
risks  for  cardiovascular  disease 
and  stroke,  blindness,  end-stage 
renal  disease,  lower  extremity 
amputations,  and  poor  pregnancy 
outcomes. 

Although  there  are  accepted 
clinical  practice  recommendations 
for  patients  with  diabetes,2  the 
occurrence  of  diabetes-related 
complications  remains  excessively 
high.  In  New  Jersey,  the 
estimated  annual  incidence  of 
coronary  heart  disease  among 
persons  with  diabetes  is  2,763 
cases,  while  an  estimated  748 
people  with  diabetes  suffer 
strokes.3  Annually,  approximately 
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190  individuals  with  diabetes  in 
New  Jersey  go  blind  from  the 
disease,  and  diabetes  accounts  for 
over  33  percent  of  all  new  cases 
of  end-stage  renal  disease.  More 
than  2,000  diabetes-related  lower 
extremity  amputations  are  per- 
formed each  year.  Perinatal 
mortality  is  two  to  six  times  more 
common  in  infants  of  women  with 
diabetes,  compared  to  the  general 
population,  and  the  incidence  of 
major  congenital  malformations  in 
infants  of  mothers  with  diabetes 
is  two  to  five  times  greater.4 

Because  of  the  high  morbidity 
and  mortality  related  to  diabetes, 
as  well  as  its  increasing  societal 
and  individual  financial  burden,  it 
is  important  to  reduce  the  in- 
cidence and  prevalence  of  the 
complications  of  diabetes.  Early 
identification  and  treatment  of 
diabetes  complications  also  are 
essential  for  limiting  their  severi- 
ty and  improving  quality  of  life  for 
all  patients. 

Diabetes  is  a condition  requir- 
ing frequent  contact  with  the 
health  care  system.  Nationally,  it 
is  the  fourth  most  frequently 
reported  principal  diagnosis  ren- 
dered by  general  and  family  prac- 
tice physicians,  accounting  for  2.8 
percent  of  all  visits  to  this  physi- 
cian practice  group.5 


DISCUSSION 

From  1988  to  1993,  the  New 
Jersey  State  Department  of 
Health  (NJDOH)  Diabetes  Con- 
trol Program  implemented  its 
commitment  to  enhancing 
diabetes-related  continuing  edu- 
cation opportunities  for  primary 
care  practitioners  and  allied 
health  care  professionals  by 
awarding  grants  to  the  Academy 
of  Medicine  of  New  Jersey 
(AMNJ)  to  conduct  and  evaluate 
five  statewide  roving  symposia 
series  on  the  prevention,  early 
detection,  and  treatment  of 
diabetes-related  lower  extremity 
amputations,  cardiovascular  dis- 
ease, retinopathy,  nephropathy, 
and  adverse  outcomes  of  preg- 
nancy. 

In  accordance  with  the 
established  roving  symposia 
series  model,  for  each  diabetes 
series,  a physician  expert  on  the 
topic  was  designated  as  chair- 
person and  a faculty  of  up  to  five 
physicians  who  specialize  in  that 
topic  area  were  selected.  The 
chairperson,  faculty,  AMNJ  staff, 
and  NJDOH  Diabetes  Control 
Program  staff  cooperatively  de- 
veloped the  curriculum,  sup- 
plemental monograph,  slides,  and 
evaluation  materials  for  each 
series. 

Each  of  the  five  symposia  on 
diabetes  complications  addressed 
blood  glucose  management,  risk 
reduction,  pathophysiology,  clin- 
ical assessment,  appropriate  refer- 
ral patterns  to  specialists  and 
subspecialists,  treatment  options, 
and  patient  self-management 
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training.  Considerable  emphasis 
was  placed  on  the  health  care 
team  approach  to  management. 
Sessions  were  approximately  one 
hour  in  length. 

Since  the  inception  of  the  sym- 
posia series,  “Complications  of 
Diabetes,’  a total  of  180  symposia 
were  presented,  at  no  cost,  to 
5,315  participants.  In  fiscal  year 
1993,  NJDOH  lost  its  funding 
base  for  this  program;  but  the 
symposia  continued  for  another 
year  through  contributions  from  a 
variety  of  private  corporations.  All 
five  series  continue  to  be  avail- 
able from  AMNJ  to  institutions 
for  a modest  fee  comparable  to 
that  for  all  other  series  not  under- 
written by  other  means. 

The  symposia  were  held  at 
locations  in  every  county 
throughout  the  state.  Presenta- 
tions were  given  at  health  care 
facilities  in  metropolitan  areas, 
the  suburbs,  and  rural  sites. 

The  symposia  were  targeted 
mainly  to  primary  care  practi- 
tioners. About  30  percent  of 
participants  who  responded  to 
evaluation  questionnaires  listed 
their  specialty  as  general  family 
practice,  with  an  additional  20 
percent  listing  general  internal 
medicine.  However,  many  kinds 
of  specialists  also  were  attracted 
to  the  programs,  including 
cardiologists,  anesthesiologists, 
endocrinologists,  surgeons,  pa- 
thologists, obstetricians/gyne- 
cologists, psychiatrists,  and 
radiologists.  Most  individuals 
were  engaged  in  private  solo 
practice  (39  percent)  or  were  af- 
filiated with  hospitals  (20  per- 
cent). 

Following  each  symposium, 
participants  were  asked  to  com- 
plete evaluation  forms  required  to 
earn  continuing  medical  educa- 
tion credits.  In  addition  to 
evaluating  the  quality  of  the 
presentation,  the  faculty,  and  the 
contribution  of  the  presentation 
to  their  level  of  knowledge, 
participants  were  asked  specific 
questions  about  their  commit- 
ment to  change  practice  patterns 
as  a result  of  attending  the  sym- 


posium. Physicians  were  asked  to 
provide  their  names  and  mailing 
addresses  if  they  were  willing  to 
participate  in  a long-term  follow- 
up study  on  the  impact  of  the 
symposia  on  their  knowledge, 
attitudes,  and  behaviors. 

By  all  measures,  evaluative 
surveys  demonstrated  that  the 
symposia  were  well  received. 
Overall,  participants  strongly  in- 
dicated that  their  knowledge  of 
specific  facts,  procedures,  and 
treatment  strategies  increased  as 
a result  of  attending  the  symposia. 

In  response  to  survey  questions 
about  pre-  and  post-symposium 
practice  management  behaviors, 
such  as  appropriate  counseling, 
testing,  screening,  and  referral 
patterns,  the  average  self- 
reported  predicted  frequency  of 
future  behavior  was  higher  than 
the  self-reported  frequency  of  the 
corresponding  behavior  prior  to 
the  symposium.  Each  physician 
who  expressed  a commitment  to 
change  practice  patterns,  as  well 
as  a willingness  to  participate  in 
the  long-term  study,  was  con- 
tacted a minimum  of  six  months 
following  attendance  at  the  sym- 
posium to  determine  if  the  com- 
mitted changes  were  made  and,  if 
not,  to  determine  the  barriers  to 
change.  A recent  study  of  follow- 
up responses  provides  evidence 
that  most  of  the  responders  were 
able  to  fulfill  their  implied  com- 
mitment to  change  practices  with 
respect  to  diabetes  patient 
management.6 

SUMMARY 

The  roving  symposia  series 
model  for  diabetes-related  con- 
tinuing medical  education  is  an 
effective  statewide  educational  in- 
tervention for  reaching  primary 
care  physicians,  and  appears  to 
improve  practice  behaviors.  H 
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HOUSING  APPLICATION 

228th  ANNUAL  MEETING 
THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

APRIL  30-MAY  4,  1994 

TRUMP  TAJ  MAHAL  CASINO/RESORT 

1000  BOARDWALK  AT  VIRGINIA  AVENUE,  ATLANTIC  CITY,  NJ  08401 
RESERVATION  DEPARTMENT  1/800/825-8786 


(Please  Print) 

Name 

Address 

City State Zip 

Home  Phone Business  Phone 

Sharing  With 

Date  of  Arrival Time 

Date  of  Departure Time 

A one-night  deposit  (equivalent  to  room  rate)  is  required  with  all  reservation  requests.  Please  send  check 
or  money  order  payable  to  the  TRUMP  TAJ  MAHAL  CASINO/RESORT  or  complete  the  following: 

Card  # Type  Exp.  Date 

SCHEDULE  OF  RATES  SUBJECT  TO  12%  TAX 

□ SINGLE  $105.00  □ DOUBLE  $105.00  □ Extra  Person  $25.00 

(Reservations  must  be  received  prior  to  April  2,  1994) 

□ One  Bedroom  Suite  $275.00  per  day 

□ One  Bedroom  Hospitality  Suite  $300.00  per  day 

Check-out  time  is  12  noon.  Rooms  may  not  be  available  for  check-in  until  after  4 p.m.  Check-in  time  on 
Sunday  is  6 p.m.  FORTY-EIGHT  (48)  HOURS  NOTICE  OF  CANCELLATION  is  required  for  a full  refund. 
PARKING:  There  is  a state-imposed  $2.00  minimum  charge  per  24-hour  period  of  each  motor  vehicle  parking 
on  the  premises. 

□ Check  if  Official  Delegate County 

PLEASE  NOTE:  Current  state  sales  tax  is  3%  and  occupancy  tax  is  9%,  and  room  usage  fee  is  $2.00 
per  room,  per  night.  These  taxes  are  subject  to  change,  without  notice. 

The  proceeds  from  the  fees  collected  shall  be  paid  into  a special  fund  that  will  be  established  and 
held  by  the  Atlantic  City  Convention  Center  Authority.  Amounts  in  the  special  fund  shall  be  expended 
by  the  Convention  Center  Authority  solely  for  the  purposes  of  promoting  tourism,  conventions,  resorts, 
and  casino  gaming. 

************************************************************************************************** 


MAIL  THIS  APPLICATION  TO: 
Reservations 

Trump  Taj  Mahal  Casino/Resort 
1000  Boardwalk  at  Virginia  Avenue 
Atlantic  City,  New  Jersey  08401 
Tel:  1/800/825-8786 


VOL.  91 -NUMBER  4 APRIL  1994 


r 


MUSIC  * DANCING  * ENTERTAINMENT 


The  Morris  County  Medical  Society  and  the  Medical  Society  of  New 
Jersey  cordially  invite  you  to  join  us  in  celebrating  the  inauguration 
of  Fred  M.  Palace , MD,  as  president  of  the  Medical  Society  of  New 
Jersey  on  Tuesday , May  3,  1994,  at  the  Trump  Taj  Mahal  Casino/ 
Resort  in  Atlantic  City. 

The  Inaugural  Ceremony  will  take  place  in  the  Tiara  Ballroom  at  6:30 
P.M.  The  Reception  follows  at  7:30  P.M.  in  the  Reception  Area  of  the 
Grand  Ballroom.  Tickets  for  the  Reception  are  $10  a person. 

The  Dinner  Dance  will  be  held  at  8:30  P.M.  Tickets  are  $55  a person. 
You  have  the  opportunity  to  reserve  tables  in  advance.  Advance  table 
reservations  apply  only  to  full  tables  of  10.  To  reserve  a table,  please 
complete  the  Inaugural  Reception  and  Dinner  Dance  registration  form 
on  page  273.  Return  the  form  to  the  Morris  County  Medical  Society. 
Tickets  may  be  purchased  at  MSNJ's  Registration  Area  at  the  hotel 
at  specific  times,  which  will  be  posted. 


Tuesday , May  3 , 1994 

The  Inaugural  Ceremony , 
Reception,  and  Dinner  Dance 


Honoring  Incoming  President 


C/y<c</  «,  //  TScilcice,  . (fQ) 


Dress:  Black  Tie 


“ After-Glow " 
Following  Dinner 
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f/nmujiuHif  (Reception  and 
(dinner  (dance  (A e (j is t nation  (Form 
jffedical  Society  o/\  \ea/  ^Jersey 

f/naayaral  (dinner  (dance  f/Conoriny  ffiieomi/uj  (President 

(Fred  ^ ft  (da /ace,  ^(/(d 

Tuesday,  May  3,  1994 
8:30  P.M. 

Grand  Ballroom  of  the  Trump  Taj  Mahal  Casino/Resort 
1000  Boardwalk  at  Virginia  Avenue 
Atlantic  City,  New  Jersey 

Tickets  for  dinner  dance  are  055  a person  and  you  have  the  opportunity  to  reserve 
tables,  in  advance.  Advance  table  reservation  applies  only  to  full  tables  of  10.  A check 
for  full  amount  must  be  included. 

Kindly  respond  on  or  before  April  4,  1994. 

(Please  type  or  print  clearly.) 


Tables  to  be  reserved  in  name  of 


(Contact  Person) 

Address 

Telephone  County  Medical  Society 

To  reserve  a table: 

List  all  10  names  (separately)  of  the  individuals  to  be  seated  at  your  table. 


1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 
9. 

10. 


Please  make  cheek  payable  to:  Morris  County  Medical  Society 
Mail  to:  Andrea  Donelan,  Executive  Director 
Morris  County  Medical  Society 
51  Elm  Street 

Morristown,  New  Jersey  07960 

★ ★ ★ 

RECEPTION— 7:30  P.M.,  Tuesday,  MAY  3,  1994 
Tickets  for  the  Inaugural  Reception  are  010  per  person. 
Number  of  Persons 
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DOCTORS’  NOTEBOOK 


UMDNJ  NOTES 


UMDNJ  health  care  reform  ef- 
forts encompass  education/patient 
care.  UMDNJ  embraces  health 
care  reform  in  its  statewide  pro- 
grams. All  three  UMDNJ  medical 
schools  — UMDNJ-New  Jersey 
Medical  School,  Newark; 
UMDNJ-Robert  Wood  Johnson 
Medical  School,  Piscataway/New 
Brunswick/Camden;  and  UMDNJ 
School  of  Osteopathic  Medicine, 
Stratford  — have  revised  their  cur- 
ricula to  serve  the  changing 
health  care  system.  Their  reforms 
include:  revamping  educational 
programs  to  emphasize  primary 
care,  family  services,  and  preven- 
tion and  introduce  patient  care 
earlier  in  the  curriculum;  stress- 
ing caregiving  in  nonhospital  set- 
tings like  community-based 
clinics  and  managed-eare 
facilities;  and  encouraging  stu- 
dents to  pursue  careers  in 
primary  care  medicine. 

Other  advances  that  reflect 
UMDNJ’s  commitment  to  health 
care  reform  include:  the 

UMDNJ-Sehool  of  Nursing  is  ad- 
dressing the  state’s  nursing 
shortage  with  a broad  spectrum  of 
educational  programs  leading  to 
advanced  nurse  practitioner 
status;  and  in  southern  New 
Jersey,  the  UMDNJ-Sehool  of  Os- 
teopathic Medicine,  Stratford,  de- 
monstrated its  primary  care 
emphasis  with  such  innovative  ef- 
forts as  the  Home  Visit  Program, 
which  provides  health  care  and 
social  services  through  house- 
calls  to  homebound  elderly  in  the 
area.  Also,  Camden  became  the 
pilot  site  for  the  New  Jersey 
Comprehensive  Immunization 
Program,  a computerized  registry 
that  will  help  ensure  that  all  New 
Jersey  children  are  properly  im- 
munized against  measles,  mumps, 
and  polio. 

In  1994,  UMDNJ  looks  for- 
ward to  working  with  the  new 


Governor,  Christine  Todd  Whit- 
man, and  the  state  Legislature,  in 
our  continuing  quest  for  ex- 
cellence as  educators,  health  care 
deliverers,  biomedical  re- 
searchers, and  public  servants. 
Together,  we  can  create  a system 
of  health  care  reform  in  New 
Jersey  that  would  serve  as  a 
model  for  the  entire  nation. 

Research  shows  AZT  therapy 
reduces  mother-child  AIDS  trans- 
mission. UMDNJ-New  Jersey 
Medical  School,  Newark,  was  1 of 
59  sites  in  a national  clinical  drug 
trial  that  has  shown  that 
zidovudine  (AZT)  therapy  reduces 
the  risk  of  transmitting  the  AIDS 
virus  to  babies  born  to  HIV- 
infeeted  mothers. 

When  federal  health  officials 
did  an  interim  review  in  February 
of  the  research  data  collected  over 
the  past  three  years,  they  found 
that  the  transmission  rate  of  the 
virus  was  cut  to  8.3  percent  when 
expectant  mothers  and  their 
babies  received  AZT,  compared 
with  a rate  of  25.5  percent  among 
study  participants  receiving 
placebo. 

Based  on  these  preliminary 
findings,  U.S.  Secretary  of  Health 
and  Human  Services  Donna 
Shalala  directed  all  clinical  trial 
sites,  including  UMDNJ-New 
Jersey  Medical  School,  to  end  the 
study  immediately.  She  also 
directed  study  sites  to  offer  AZT 
therapy  to  all  women  currently 
enrolled  in  the  study  and  their 
infants,  who  are  given  the  drug 
for  their  first  six  weeks  of  life. 

Fifteen  New  Jersey  pregnant 
women  infected  with  the  AIDS 
virus  were  among  the  477  partici- 
pants in  this  study,  which  was 
coordinated  by  the  National  In- 
stitutes of  Health  (NIH)  and 
Agence  Nationale  de  Recherches 
sur  le  SIDA  of  France.  All  15 
women  have  delivered  their 


babies.  None  of  the  eight  infants 
whose  mothers  received  AZT  dur- 
ing pregnancy  have  tested 
positive  for  the  AIDS  virus.  Of 
the  7 women  who  received  a 
placebo,  two  of  the  babies  have 
tested  HIV  positive.  A third  baby 
is  too  young  to  make  a positive 
determination. 

Because  the  long-term  conse- 
quences of  AZT  therapy  are 
unknown,  UMDNJ-New  Jersey 
Medical  School  researchers  will 
follow  all  infants  in  this  study 
until  they  are  21  years  of  age. 
They  will  be  monitored  for 
growth,  development,  and 
general  health. 

Dr.  James  Oleske,  Francois- 
Xavier  Bagnoud  professor  of 
pediatrics,  and  Dr.  Arlene  Barde- 
quez,  assistant  professor  of  ob- 
stetrics and  gynecology,  led  the 
UMDNJ-New  Jersey  Medical 
School  study. 

Age-related  blindness  specialist 
named  new  department  chair.  Dr. 
Marco  A.  Zarbin,  a renowned 
specialist  in  treating  age-related 
blindness,  has  been  named  chair 
of  the  Department  of  Ophthal- 
mology at  UMDNJ-New  Jersey 
Medical  School.  Dr.  Zarbin  is  de- 
veloping an  innovative  technology 
for  surgically  replacing  particular 
cells  as  part  of  a treatment  for 
age-related  macular  degeneration, 
the  leading  cause  of  blindness  in 
people  over  the  age  of  55  years. 
□ Stanley  S.  Bergen,  Jr,  MD, 
President 

MSNJ 

ANNUAL  MEETING 
Trump  Taj  Mahal 
Casino/Resort 
Atlantic  City 
April  30-May  4,  1994 
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AMNJ  REPORT 


The  Academy  of  Medicine  of 
New  Jersey  (AMNJ),  the  Medical 
Society  of  New  Jersey  (MSNJ), 
and  the  New  Jersey  Department 
of  Health  (NJDOH),  Division  of 
AIDS  Prevention  and  Control, 
are  sponsoring  three  major  sym- 
posia, “Management  Strategies 
for  HIV  Infections:  Population 
Specific  Considerations.  They 
will  be  held:  May  4,  1994,  Trump 
Taj  Mahal  Casino/Resort,  Atlantic 
City;  May  9,  1994,  Sheraton  Poste 
Inn,  Cherry  Hill;  and  May  10, 
1994,  Radisson  Hotel,  Newark 
Airport. 

Dr.  John  Sensakovic  of  St. 
Michael’s  Medical  Center  is 
chairman  of  the  series  and  will 
address,  “HIV  Infection  in  Injec- 
tion Drug  Users.  Dr.  Robert  L. 
Johnson  of  New  Jersey  Medical 
School  will  address,  “HIV  Infec- 
tion in  Adolescents.  Dr.  F. 
Nicholas  Ifft  of  the  AIDS  Task 
Force  of  Philadelphia  will  pre- 
sent, “HIV  Infection  in  Gay 
Men.  Dr.  Donald  B.  Louria, 
professor  and  chairman.  Depart- 
ment of  Preventive  Medicine  and 
Community  Health,  UMDNJ- 
New  Jersey  Medical  School,  will 
be  a special  guest  speaker  at  the 
May  9 and  10  events.  Dr.  Louria 
will  address,  “Heterosexual 
Transmission  of  HIV.’ 

On  May  1,  1994,  AMNJ  will 
sponsor  the  Academy  Lecture  at 
the  MSNJ  Annual  Meeting.  The 
lecture  will  take  place  between 
12:15  P.M.  and  1:15  P.M.  and  the 
speaker  will  be  Mr.  Leonard 
Fishman,  the  acting  commis- 
sioner of  health. 

Plans  are  moving  forward  for 
AMNJ’s  Annual  Awards  Dinner 
to  be  held  on  May  25,  1994,  at 
the  Chanticler  in  Short  Hills.  The 
Awards  Committee  has  recently 
sent  a solicitation  letter  to  all 
AMNJ  fellows  and  friends  re- 
questing support  and  advertise- 
ments for  the  sponsor’s  book  to 
commemorate  the  occasion  and 
raise  funds  for  AMNJ’s  Education 
Fund. 

AMNJ  delivers  approximately 


40  roving  symposia  throughout 
New  Jersey  each  month  on  a wide 
array  of  topics.  MSNJ  members 
are  encouraged  to  attend.  Refer  to 


the  AMNJ  monthly  program  for 
program  announcements  and  call 
M ae  Slabicki  at  the  executive  of- 
fices so  she  can  make  arrange- 


Saturday, 

MSNJ  Annual  Meeting 
April  30  to  May  4,  1994 
Trump  Taj  Mahal  Casino/Resort 

April  30,  1994 

3:30  P.M. 

Board  of  Trustees  Meeting 

7:00  P.M. 

Officers’  Reception/Dinner  (by  invitation  only) 

Sunday,  May  1, 1994 

8:00  a.m. 

Registration  Opens 

8:30  A.M. 

Message  Center  Opens 

8:30  A.M. 

Meeting— AMA  Delegation 

10:00  a.m. 

Educational  Program,  “Plays  for  Living”  (“You  Didn’t 

11:30  a.m. 

Know  My  Father,”  which  deals  with  living  wills/ 
quality  of  life  issues) 

New  Jersey  Society  of  Internal  Medicine 

12:15P.M. 

Annual  Meeting/Luncheon 
Academy  of  Medicine  of  New  Jersey  Lecture 

12:30  P.M. 

Exhibits  and  AMA-ERF  Boutique  Open 

2:00  p.m. 

House  of  Delegates 

3:30  P.M. 

Reference  Committees 

Monday,  May  2, 1994 

7:30  A.M. 

Breakfast  Meeting,  The  Society  for  the  Assistance  of 

8:00  a.m. 

New  Jersey  Physicians  and  their  Families 
Registration  and  Message  Center  Open 

8:30  A.M. 

Exhibits  Open 

8:30  A.M. 

Reference  Committees 

1 2:00  noon  Golden  Merit  Award  Ceremony  and  Reception 

12:15p.m. 

Luncheon/Meeting— Women  in  Medicine 

2:00  P.M. 

House  of  Delegates  (Election) 

5:00  p.m. 

JEMPAC  Political  Forum 

6:00  p.m. 

JEMPAC  Wine  and  Cheese  Reception 

7:00  P.M. 

Hudson  County  Medical  Society  Reception  Honoring 

Joseph  N.  Micale,  MD 

Tuesday,  May  3, 1994 

8:00  a.m. 

Registration  and  Message  Center  Open 

8:30  a.m. 

Exhibits  Open 

9:00  A.M. 

House  of  Delegates 

1 :00  P.M. 

Luncheon  Meeting,  members  of  the  Hospital  Medical 

2:00  P.M. 

Staff  Section 
Exhibits  Close 

6:30  P.M. 

Inaugural  Ceremony 

7:30  P.M. 

Inaugural  Reception/Dinner  Honoring 

Fred  M.  Palace,  MD 

Wednesday,  May  4, 1994 

8:00  a.m. 

Registration  and  Message  Center  Open 

8:30  A.M. 

Educational  Program— “HIV  Management  Strategies: 

1:00  P.M. 

Population  Specific  Considerations” 
Board  of  Trustees  Meeting 
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merits  for  interested  physicians. 

The  1994  schedule  for  the  New 
Jersey  Physicians  Golf  Association 
(NJPGA)  presently  is  being  com- 
pleted and  will  be  mailed  to  the 
membership  in  March.  The 
NJPGA  plans  to  hold  six  tourna- 


PLACEMENT FILE 


The  following  physicians  have 
written  to  the  executive  offices  of 
MSNJ  seeking  information  on  op- 
portunities for  practice  in  New 
Jersey.  If  you  are  interested  in 
any  further  information  concern- 
ing these  physicians,  please  direct 
your  inquiries  to  them. 

Anesthesiology 

Geoffrey  W.T.  Ndeto,  MD,  36 
Franklin  Ave.,  Rosemont,  PA  19010. 
Nairobi  (Kenya)  1976.  Group  or 
partnership.  Available  July  1994. 

Cardiology 

David  Zukoff,  MD,  40F  Dinsmore 
St.,  Staten  Island,  NY  10314.  Univer- 
sity of  Noreste  1987.  Board  certified 
(IM).  Board  eligible  (CARD).  Group 
or  partnership.  Available  July  1994. 

Family  Practice 

Rosario  C.  Sales,  MD,  7912  Colonial 
Rd.,  2nd  Fl.,  Brooklyn,  NY  11209. 
Santa  Maria  (Portugal)  1979.  Avail- 
able. 

Gastroenterology 

Daniel  M.  Helburn,  MD,  350  E. 

17th  St.,  Apt.  19A,  New  York,  NY 
10003.  University  of  Vermont  1988. 
Board  certified  (IM).  Board  eligible 
(GASTRO).  Group,  partnership,  solo. 
Available  July  1994. 


ments  this  year  beginning  in  May. 
The  only  confirmed  date  at  this 
time  is  the  Plainfield  Country 
Club  on  July  21,  1994.  Dr.  J. 
Thomas  Davidson  is  serving  as 
president  for  the  1994  season, 
which  will  be  the  eighth  season 


Michael  G.  Rahmin,  MD,  435  E.  70 
St.,  Apt.  217C,  New  York,  NY  10021. 
New  York  University  1985.  Board 
certified  (GASTRO).  Available  Julv 
1994. 

Internal  Medicine 

James  W.  Catanese,  MD,  1737  Wil- 
liamsbridge  Rd.,  New  York,  NY 
10461.  Albany  Medical  College  1988. 
Board  certified  (IM).  Board  eligible 
(CARD).  Group  or  partnership. 
Available  July  1994. 

Christine  Futh  Giacobbe,  DO,  260 
First  St.,  Apt.  9A,  Mineola,  NY 
11501.  NY  College  of  Osteopathic 
Medicine  1990.  Board  eligible  (IM). 
Group,  HMO,  hospital.  July  1994. 
Robert  C.  Giacobbe,  DO,  260  First 
St.,  Apt.  A9,  Mineola,  NY  11501.  NJ 
College  of  Osteopathic  Medicine 
1990.  Board  eligible  (IM).  Solo, 
group,  partnership.  Available  July 
1994. 

Inez  Teresa  Hubbard,  MD,  P.O. 
Box  489,  Orange,  NJ  07051.  UMDNJ 
1981.  Board  eligible.  Solo  or 
partnership.  Available. 

Nuclear  Medicine 

Ghanshyam  Kalni,  MD,  80  N.  Coun- 
try Rd.,  Apt.  2 East,  Port  Jefferson, 
NY  11777.  T.N.  Medical  College 


for  the  organization.  Further  in- 
formation on  membership  in  the 
NJPGA  is  available  by  contacting 
Lisa  Fleischer  at  the  executive  of- 
fices. □ John  L.  Krause,  Jr,  MD, 
president 


(India)  1983.  Board  certified  (NUC 
MED).  Group,  partnership,  solo. 
Available. 

Pathology 

Maria  S.  Braganca,  MD,  43  S. 

Cadillac  Dr.,  Somerville  NJ  08876. 
GOA  (India)  1968.  Board  certified. 
Group.  Available. 

Pediatrics 

Balathripura  S.  Jonnalagadda,  MD, 

6 Langley  Rd.,  Kendall  Park,  NJ 
08824.  Osmania  1975.  Board  eligible. 
Group  or  solo.  Available. 

Surgery 

W.  Dean  Adams,  MD,  3617  38  St., 
NW,  Apt.  310,  Washington,  DC 
20016.  College  of  Physicians  & 
Surgeons  1989.  Board  eligible 
(SURG).  Group,  associate,  partner. 
Available  July  1994. 

Andrew  Dobradin,  MD,  17  Slater 
Ave.,  Providence,  RI  02906.  Medical 
Academy  (Poland),  1979.  Group  or 
partnership.  Available. 

Marc  S.  Saunders,  DO,  6815 
Lockwood  Blvd.,  Apt.  155, 
Boardman,  OH  44512.  NY  College  of 
Osteopathic  Medicine  1987.  Board 
eligible.  Available. 


CORRECTION 


In  the  review  of  Lois  Magner’s 
A History  of  Medicine,  published 
in  the  February  issue  of  NEW 


Jersey  Medicine,  an  editorial 
error  was  noted.  The  author  of 
this  well-received  book  is  a 


woman.  NEW  JERSEY  MEDICINE 
apologizes  for  the  inadvertent 
mistake. 
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Hahnemann 

University 


Department  of  Medicine  Grand  Rounds 

Wednesdays  8:30  to  9:30  a.nt. 

Classroom  C (Alumni  Hall),  2nd  Floor,  New  College  Building,  Hahnemann  University,  1 5th  & Vine  Streets  (15th  Street  Entrance).  Philadelphia 

For  more  information,  contact  the  Office  of  Continuing  Education  at  215-762-8263. 


APRIL  1994 

APRIL  6th 

Intensive  Treatment  of  Insulin  Dependent 
Diabetes  Mellitus 

Robert  J.  Tanenberg,  M.D. 

Clinical  Associate  Professor  of  Medicine 
Georgetown  University  School  of  Medicine 
Medical  Director,  Diabetic  Treatment 
Center,  Washington  Hospital  Center 
Washington,  DC 

Implications  for  the  Elderly  Diabetic 

Jesse  Roth  M.D. 

Lublin  Professor  of  Medicine 
Director,  Division  of  Geriatric  Medicine  and 
Gerontology,  Johns  Hopkins  School  of 
Medicine,  Baltimore,  Maryland 


APRIL  13th 

Coronary  Artery  Disease 

Bernard  J.  Gersh,  M.D. 

Professor  of  Medicine 
Chief,  Division  of  Cardiology,  Georgetown 
University  School  of  Medicine 
Washington,  DC 


APRIL  20th 

Rheumatoid  Arthritis:  Common  vs.  Rare 
Manifestations 

Steven  Bemey,  M.D. 

Professor  of  Medicine 

Section  of  Rheumatology,  Temple  University 
School  of  Medicine,  Philadelphia,  PA 


APRIL  27th 

Glomerular  Diseases:  Present  Concepts  and 
Future  Directions 

William  Couser,  M.D. 

Professor  of  Medicine 

Head,  Division  of  Nephrology,  University  of 
Washington  School  of  Medicine,  Seattle,  WA 


MAY  1994 

MAY  4th 

Collagenous  and  Lymphocytic  Colitis 

Francis  M.  Giardiello,  M.D. 

Associate  Professor  of  Medicine 
Division  of  Gastroenterology 
The  Johns  Hopkins  School  of  Medicine, 
Baltimore,  MD 

MAY  11th 

Similarities  Between  Atherosciarotic  Plaque 
Growth,  Rentenosis  and  Neomicrocirculation 

Valentin  Fuster,  M.D.,  Ph.D. 

Arthur  M.  & Hilda  A.  Master  Professor  of 
Medicine 

Director,  Cardiovascular  Institute 
Vice  Chairman,  Department  of  Medicine 
Mt.  Sinai  Medical  Center,  New  York,  NY 


MAY  18th 

Analgesic  Nephropathy 

Nathan  W.  Levin,  M.D. 

Professor  of  Medicine 
Mt.  Sinai  School  of  Medicine 
Chief,  Division  of  Nephrology  & 
Hypertension 

Beth  Israel  Medical  Center,  New  York,  NY 
MAY  25th 

Atherosclerosis  in  Diabetes:  Effective 
Prevention 

AlanJ.  Garber,  M.D.,  Ph  D. 

Professor  of  Medicine  Biochemistry  and  Cell 
Biology 

Baylor  College  of  Medicine,  Houston,  TX 


SUNDAY  MORNING  - APRIL  24,  1994 

Y CARDIOVASCULAR 
DISEASE  UPDATE  - 1994 
Art  Interactive 
Case  Management  Program 

presented  by 

Hahnemann 

University 

Department  of  Medicine 
Division  of  Cardiovascular  Diseases 
and 

The  Office  of  Continuing  Education 
at 

ADAM'S  MARK  HOTEL 

City  Avenue  and  Monument  Road 
Philadelphia,  PA 

AMA,  AOA,  & AAFP  credit 

For  information  or  a brochure  call 
215-762-8263 


Wednesday  Medical  Seminar  Series 
8:30  a.m.  to  3:30  p.m. 


APRIL  6,  1994 

Advances  in  the  Treatment  of 
Diabetes  Mellitus 

Course  Director:  MAY,  1994 

Jeffrey  Miller,  M.D.  No  Seminar 

Guest  Lecturers: 

Robert  Tanenberg,  M.D. 

Jesse  Roth,  M.D. 


Seminar  Director  Allan  B.  Schwartz,  M.D.,  Professor  and  Vice  Chair  of  Medicine,  Director,  Continuing  Medical  Education  for  the  Department  of  Medicine 

Full  Disclosure  Statement:  All  faculty  participating  in  continuing  medical  education  programs  sponsored  by  Hahnemann  University  are  expected  to  disclose  to  the  audience  any  real 

or  apparent  conflict(s)  of  interest  related  to  the  content  of  their  presentation. 

Statement  of  Accreditation:  As  an  organization  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  (ACCME),  Hahnemann  University  designates  this  continuing 
medical  education  activity  as  Category  I of  the  Physician’s  Recognition  Award  of  the  American  Medical  Association.  One  credit  hour  may  be  claimed  for  each  hour  of  participation 
by  the  individual  physician. 
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CONTINUING  EDUCATION 


INFECTIOUS  DISEASE 


Ma> 

11 

11 

Integrating  TB  Management 
into  Care  of  the  HIV-Infected 
Patient 

8-9  A.M.  — Somerset  Medical 
Center,  Somerville  (AMNJ) 
Lyme  Disease 

12 

10-11  A.M.  — St.  Mary’s 
Hospital,  Passaic  (AMNJ) 

Integrating  TB  Management 
into  Care  of  the  HIV-Infected 
Patient 

9-10  A.M. — Warren  Hospital, 
Phillipsburg  (AMNJ) 

18 

Integrating  TB  Management 
into  Care  of  the  HIV-Infected 
Patient 

1:30-2:30  P.M.  — Runnells 
Specialized  Hospital, 

Berkeley  Heights  (AMNJ) 

MEDICINE 

1 

May 

13 

Diabetic  Ketoacidosis 

8 

Ventricular  Arrhythmias  in 

1- 

MSNJ  Annual  Meeting 

9 A. M.  — Helene  Fuld  Medical 

the  Post-Cath  Era 

4 

Trump  Taj  Mahal  Casino/ 

Center,  Trenton  (Helene  Fuld 

10-11  A.M.  — St.  Mary’s 

Resort,  Atlantic  City  (MSNJ) 

Medical  Center) 

Hospital  Passaic  (AMNJ) 

4 

Esophageal  and  Swallowing 

16 

Nutritional  Support 

15 

Management  of 

Syndromes 

1-2  P.M. — New  Lisbon 

Gastrointestinal  Bleeding 

10-11  A.M.  — St.  Mary’s 

Developmental  Center, 

10-11  A.M.  — St.  Mary’s 

Hospital,  Passaic  (AMNJ) 

New  Lisbon  (AMNJ) 

Hospital,  Passaic  (AMNJ) 

4 

Endocrinology  Grand  Rounds 

18 

Calcium  Absorption, 

16- 

Family  Physicians 

11 

11:30  A.M. -12:30  P.M.— VA 

Abnormalities  of  Calcium  and 

19 

Annual  Meeting 

18 

Medical  Center,  East  Orange 

Vitamin  Metabolism 

Bally’s  Park  Place  Hotel, 

25 

(AMNJ) 

10-11  A.M.  — St.  Mary’s 

Atlantic  City 

4 

Interhospital  Endocrine 

Hospital,  Passaic  (AMNJ) 

(NJ  Academy  of  Family 

11 

Rounds 

18 

Dermatology  Case 

Physicians) 

18 

3:30-5  P.M.  — University 

Presentations 

17 

Nutritional  Support 

25 

Hospital,  Newark 

6 P.M  — RCHP,  Route  1, 

9-10  A.M.  — St.  Francis  Medical 

(AMNJ) 

New  Brunswick  (UMDNJ) 

Center,  Trenton  (AMNJ) 

4 

Visiting  Professor  Lecture 

25 

Scientific  Meeting 

18- 

Clinical  Legal  Aspects  of  Mild 

11:30  A.M.-12:3Q  P.M.-VA 

6:30-9:30  P.M. — The  Manor, 

19 

Traumatic  Brain  Injury 

Medical  Center,  East  Orange 

West  Orange  (Head  and  Neck 

8 A.M. -5  P.M.  — Kessler 

(AMNJ) 

Oncology  Section,  AMNJ) 

Institute  for  Rehabilitation 

4 

Endocrinology  Dinner 

26 

Thyroid  Diseases 

(Kessler  Institute) 

Meeting 

10-11  A.  M.— Hunterdon 

22- 

PALS  Recertification  and 

6 P.M.  — Holiday  Inn,  Newark 

Developmental  Center,  Clinton 

24 

Scientific  Assembly 

Airport  (AMNJ) 

(AMNJ) 

Trump  Plaza  Casino  Hotel, 

6 

Nutrition  in  AIDS 

31 

Urinary  Incontinence  of  the 

Atlantic  City 

8:30-9:30  A.M.  — United 

Elderly 

(American  College  of 

Hospitals  Medical  Center, 

12  Noon-1  P.M. — The  Hospital 

Emergency  Physicians  and 

Newark  (AMNJ) 

Center  at  Orange,  Orange 

AMNJ) 

12- 

Eastern  Vascular  Society 

(AMNJ) 

28 

Proper  Use  of  Endoscopy 

15 

Annual  Meeting 

June 

12  Noon-1  P.M. —The  Hospital 

Montreal  Bonaventure  Hilton, 

1 

Sleep  Apnea  Syndrome 

Center  at  Orange,  Orange 

Montreal  (AMNJ) 

10-11  A.M.  — St.  Mary’s 

(AMNJ) 

13 

Endoscopic  Treatment  of 

Hospital,  Passaic  (AMNJ) 

28 

Making  Decisions  in 

Upper  Gastrointestinal 

3 

Annua!  Meeting 

Transfusion  Medicine 

Bleeding 

Sheraton  Tara,  Parsippany 

12  Noon-1  P.M. — West  Jersey 

8:30-9:30  A.M.  — United 

(NJ  Gastroenterological  Society / 

Hospital  System,  Vouchees 

Hospitals  Medical  Center, 

NJ  Society  for  Gastrointestinal 

(AMNJ) 

Newark  (AMNJ) 

Endoscopy) 

1 OBSTETRICS/GYNECOLOGY 

1 

May 

9-10  A.M. — St.  Francis  Medical 

7:30-8:30  P.M. -St.  Peter’s 

6 

Access  and  Quality  of  Care 

Center,  Trenton  (AMNJ) 

Medical  Center,  New 

Barriers  Encountered  by 

11 

Monthly  Ultrasound  Review  of 

Brunswick  (St.  Peter’s  Medical 

Women 

Fetal  Anomalies 

Center) 
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Women  in  Medicine 

Monday,  May  2,  1994 
12:15  P.M. 

Topaz  Room 

Trump  Taj  Mahal  Casino/Resort 
Atlantic  City,  New  Jersey 

Invited  Guest  Speaker: 

HAZEL  FRANK  GLUCK 
Former  NJ  State  Commissioner  and 
President  of  her  own 
Government  Affairs  Firm 

Sponsored  by 

MSNJ  Committee  on  Women  in  Medicine 

Luncheon  charge:  $40.00 

Reservation  Deadline:  April  19,  1994 

Send  form  and  check  made  out  to 

Medical  Society  of  New  Jersey 
Attention:  Karen  Monsees 
2 Princess  Road 
Lawrenceville,  NJ  08648 


WOMEN  IN  MEDICINE 

Name: 

Address: 

Phone: No.  reservations 


June  11,  1994 
14th  ANNUAL 

ADVANCES  IN 
GASTROENTEROLOGY 

Bally’s  Park  Place  Hotel  and  Casino 
Atlantic  City,  New  Jersey 

Sponsored  by  the 
Presbyterian  Medical  Center 
Gastrointestinal  Section 

Accreditation:  Continuing  Medical  Education  Credits 
will  be  provided  by  the  Presbyterian  Medical  Center  of 
Philadelphia,  an  affiliate  of  the  University  of  Pennsylvania. 
The  Presbyterian  Medical  Center  of  Philadelphia  is  accredit- 
ed by  the  Pennsylvania  Medical  Society  to  sponsor  continu- 
ing medical  education  for  physicians. 

Information: 

Registration  Manager 
SLACK  Incorporated 
6900  Grove  Road 
Thorofare,  NJ  08086-9447 
(609)  848-1000 


The  Department  of  Otolaryngology 
Columbia  University  College  of  Physicians  & Surgeons 

and 

The  John  Conley  Foundation  for  Ethics  and  Philosophy  in  Medicine 

present 

ETHICAL  ISSUES  IN  MANAGED  CARE 

Wednesday,  May  25,  1994 

at  the  Columbia- Presbyterian  Medical  Center,  New  York,  New  York 

Tuition:  $25;  includes  the  academic  sessions,  continental  breakfast  and  refreshments. 

Approved  for  Category  1 Credit  Hours  of  the  A.M.A.’s  Physician’s  Recognition  Award. 

Program  Chairman:  ANDREW  BLITZER,  M.D.,  D.D.S. 

The  Faculty  of  the  College  of  Physicians  & Surgeons  will  be  joined  by  the  following  special  guest  speaker: 

EDMUND  PELLEGRINO,  M.D. 

The  John  Carroll  Professor  of  Medicine  and  Director  of  the  Center  for  Bioethics, 

Georgetown  University  Medical  Center,  Washington,  D.C. 

This  conference  will  explore  the  ethical  dilemmas  that  the  health  care  provider  faces  on  a daily  basis  in  the  new  arena  of 
managed  care,  as  well  as  social  and  policy  issues  associated  with  the  planned  changes  in  health  care.  The  conference  will 
address  audience  questions  and  allow  for  a debate  among  the  panelists.  The  conference  is  designed  for  all  health  care 
providers,  administrators,  public  health  workers,  students,  and  persons  involved  in  insurance,  public,  and  corporate  policy. 

Contact:  Center  for  Continuing  Education,  630  West  168th  Street,  Unit  39,  NY,  NY  10032;  Telephone:  (212)  781-5990 
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June 

8 Monthly  Ultrasound  Review  of 
Fetal  Anomalies 

7:30-8:30  P.M— St.  Peter’s 
Medical  Center  New 


RADIOLOGY 


May 

8 Monthly  Ultrasound  Review  of 
Fetal  Anomalies 

7:30-8:30  P.M. -St.  Peter’s 
Medical  Cer  er, 

New  Brunswick  (St.  Peter  s 
Medical  Center ) 

11  Monthly  Ultrasound  Review  of 
Fetal  Anomalies 


Brunswick  (St.  Peter’s  Medical 
Center) 

9-  Annual  Meeting 

10  Trump  Plaza  Hotel  and  Casino, 


7:30-8:30  P.M.—  St.  Peter’s 
Medical  Center, 

New  Brunswick  (St.  Peter’s 
Medical  Center) 

12  Grand  Rounds 

4-5  P.M.  — New  Jersey  Medical 
School,  Newark  (UMDNJ) 

19  Joint  Scientific  Meeting 
7:30-10  P.M.  — St.  Barnabas 


Atlantic  City  (New  Jersey 
Obstetrical  and  Gynecological 
Society) 


Medical  Center,  Livingston 
(Radiological  Society  ofNJ  and 
Diagnostic  Radiology  Section, 
AMNJ) 

26  Visiting  Professor  Lecture 

1:30-5  P.M.  — St.  Barnabas 
Medical  Center,  Livingston 
(St.  Barnabas  Medical  Center) 


MEDICAL  SOCIETY  OF  NEW  JERSEY 

1994  Annual  Meeting 

April  30  to  May  4, 

1994 

Trump  Taj  Mahal  Casino/Resort 

Atlantic  City 

SCHEDULE 

OF  EVENTS 

Saturday,  April  30, 1994 

1 2:00  noon  Golden  Merit  Award  Ceremony  and 

3:30  P.M. 

Board  of  Trustees  Meeting 

Reception 

7:00  p.m 

Officers  Reception/Dinner  (by  invitation  only) 

12:15p.m. 

Luncheon/Meeeting— Women  in  Medicine 

2:00  p.m. 

House  of  Delegates  (Election) 

5:00  pm. 

JEMPAC  Political  Forum 

Sunday,  May  1, 1994 

6:00  p.m. 

JEMPAC  Wine  and  Cheese  Reception 

8:00  a.m. 

Registration  Opens 

7:00  p.m. 

Hudson  County  Medical  Society  Reception 

8:30a.m 

Message  Center  Opens 

Honoring  Joseph  N.  Micale,  MD 

8:30  a.m. 

Meeting— AMA  Delegation 

10:00  am. 

Educational  Program,  “Plays  for  Living” 

Tuesday,  May  3, 1994 

(“You  Didn’t  Know  My  Father,”  which 

8:00  a.m. 

Registration  and  Message  Center  Open 

deals  with  living  wills/quality  of  life  issues) 

8:30  a.m. 

Exhibits  Open 

1 1 :30  a.m. 

New  Jersey  Society  of  Internal  Medicine 

9:00  a.m. 

House  of  Delegates 

Annual  Meeting/Luncheon 

1 :00  p.m. 

Luncheon  Meeting,  members  of  the  Hospital 

12:15  p.m. 

Academy  of  Medicine  of  New  Jersey  Lecture 

Medical  Staff  Section 

12:30  p.m. 

Exhibits  and  AMA-ERF  Boutique  Open 

2:00  p.m. 

Exhibits  Close 

2:00  p.m. 

House  of  Delegates 

6:30  p.m. 

Inaugural  Ceremony 

3:30  p.m. 

Reference  Committees 

7:30  p.m. 

Inaugural  Reception/Dinner  Dance 

Honoring  Fred  M.  Palace,  MD 

Monday,  May  2, 1994 

7:30  a.m. 

Breakfast  Meeting,  The  Society  for  the 

Wednesday,  May  4, 1994 

Assistance  of  New  Jersey  Physicians  and 

8:00  am. 

Registration  and  Message  Center  Open 

Their  Families 

8:30  a.m. 

Educational  Program— “HIV  Management 

8:00  a.m. 

Registration  and  Message  Center  Open 

Strategies:  Population  Specific 

8:30  am. 

Exhibits  Open 

Considerations” 

8:30  am 

Reference  Committees 

1 :00  p.m. 

Board  of  Trustees  Meeting 
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THE  NEW  JERSEY  HOSPITAL 
ASSOCIATION  and  HEALTH 
RESEARCH  AND  EDUCATIONAL 
TRUST  OF  NEW  JERSEY 

present 

Rx  FOR  THRIVING  IN  AN  AGE 
OF  HEALTHCARE  REFORM 

A 4 session  pragmatic  healthcare  management 
education  series  designed  for  Physician  Leaders  and 
Administrators 

Topics  presented  by  well-credentialed  faculty  include: 
Healthcare  Economics,  Managed  Care,  Organizational 
Theory  and  Behavior-Group  Dynamics,  and  Strategic 
Planning. 

Receive  40  CATEGORY  1 CME  CREDITS 

For  brochure  and  information 
call  (609)  275-4149 


Acupuncture  & Electro-Therapeutics 
in  Clinical  Practice 

New  York  State  Boards  of  Medicine  & Dentistry  25-hour 
accredited  seminar  & workshop  on  latest  theories  & 
techniques  of  manual  & electro-acupuncture,  TENS  & simple 
non-invasive  diagnostic  methods  (including  cardio-vascular, 
neuromuscular,  central  nervous  systems  & “Bi-Digital  O-Ring 
Test”),  applicable  towards  300-hour  requirement  for 
certification  to  practice  acupuncture,  will  be  given  periodically 
for  licensed  clinicians  (with  or  without  prior  training)  on  3- 
day  weekends  (Fri-Sun)  of  Apr.  15-17,  May  27-29,  Sep. 
16-18,  Nov.  17-19,  and  Dec.  9-11,  1994,  at  Milford  Plaza 
Hotel,  45th  St.  & 8th  Ave.,  New  York  City. 

The  10th  Annual  International  Symposium  on 
Acupunture  & Electro-Therapeutics  will  be  held  at 
Columbia  University,  School  of  International  Affairs,  420  W. 
118th  St.,  N.Y.  City,  during  October  20-23,  1994. 

These  meetings  are  co-sponsored  by  the  International 
College  of  Acupuncture  & Electro-Therapeutics  & its  official 
journal,  Acupuncture  & Electro-Therapeutics  Research,  The 
International  Journal  (published  by  Pergamon  Press  & 
indexed  in  15  major  indexing  periodicals,  including  Index 
Medicus),  Heart  Disease  Research  Foundation;  NY  Pain 
Center;  Electrical  Engineering  Dept.,  Manhattan  College; 
Nordic  Medical  Acupuncture  Society  (Scandinavia);  Schmerz 
Therapeutische  Kolloquium  (West  Germany);  Japan  Bi-Digital 
O-Ring  Test  Assn.;  Accredited  toward  Acupuncture 
Certification  to  practice  acupuncture.  Eligible  for  AMA  CME 
Cat.  I credit  (about  40  credit-hours  for  the  Symposium). 
Among  many  distinguished  speakers  is  former  Chairman  of 
Nobel  Committee  Prof.  Norden  Stron. 

For  information  on  meetings  or  submission  or 
presentations  of  papers,  contact  Symposium  Chairman,  Prof. 
Y.  Omura,  M.D.,  Sc.D.,  800  Riverside  Drive  (8-1)  New  York, 
NY  10032  Tel:  (212)  781-6262  (10  am  to  10  pm  7 days  a week) 
or  (212)  928-0658,  Co-chairman,  Prof.  A.W.  Cook,  MD  (516) 
877-1821,  or  Claire  Ulrich  (212)  781-3082. 


BIMONTHLY 
MEDICAL  NEWSLETTER 
ON  HOW  TO  PASS  BOARD 
OF  INTERNAL  MEDICINE 

For  a FREE  First  Copy 
Mail  Your  Address  Label  (self-stick  g) 

With  Four  (29  cents)  Stamps  to: 

MED  SAL  NEWSLETTER 

389  cast  Mt.  Pleasant  Ave. 

Livingston,  New  Jersey  07039 

Also  available-similar  newsletter  on  "How  to  Pass  Board  of  Geriatrics.” 
Weekly  personal  tutoring  (in  New  Jersey  only) 

For  Information  Call:  Dr.  Arora— 201-673-4410 


Ju  > 13=17th,  1994 

Update  Your  Med  ;e  twentieth  Annual  practical  CME 

Course  with  Hands  m Workshops.  Sponsored  by  Cor- 
nell University  Medical  College  in  New  York  City  and  the 
Association  of  Practicing  Physicians  of  The  New  York 
Hospital.  33V2  Categc  I AMA-PRA  credit.  This  program 
has  also  been  reviev  and  is  acceptable  for  33V2  elec- 
tive credit  hours  by  - American  Academy  of  Family 

Physicians. 

Info:  Lila  A.  Wallis,  MJ,  Director  and  Debora  A.  Laan, 
Coordinator/445  East  69th  Street,  Olin-Room  328,  New 
York,  NY  10021.  Telephone:  212-746-4752. 


BELLEVUE  HOSPITAL 
EMERGENCY  SERVICES 
14th  ANNUAL  EMERGENCY 
MEDICINE  SEMINAR 

MONDAY  - FRIDAY  JUNE  6-10, 1994 


This  seminar  provides  registrants  with  a rational  and 
systematic  approach  to  clinical  decision  making  in  the 
Emergency  Department.  It  is  designed  for  Emergency 
Medicine  Practitioners  & for  those  sub-specializing  ii 
Emergency  Medicine.  A comprehensive  syllabus 
complements  the  course. 

FEE:  $650 

ACCREDITATION:  30  Category  I Credit  hours  AMA/ACEP 


For  Information  write  or  phone: 

NYU  Post-Graduate  Medical  School 
550  First  Avenue 
New  York,  N.Y.  10016 
(212)  263-5295 

NJM  4/94 
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PHILADELPHIA  HEART  INSTITUTE 

at  Presbyterian  Medical  Center 

I Cardiology 
Update  ^ 

designed  for  the  physician  and  provides  an  intensive 
survey  of  the  current  status  of  clinical  cardiology  . . . 


Wednesday,  May  4,  1994 

Conventional  and  New  Drugs  in  the  Management  of . . . 

Moderator:  J.  David  Ogilby,  M.D. 

3:00-3:30  Classical  Angina  Pectoris:  Essential  vascular  hypertension— 

Gary  J.  Vigilante,  M.D. 

3:30-4:00  Coronary  Artery  Regression:  Fact  or  Fiction-—  Steven  A.  Silber,  M.D. 

4:00-5:00  Case  Presentation — Christopher  Maliavarapu,  M.D. 

Panel  Discussion  —Jack  L.  Garden,  M.D., 

Bradford  J.  Lin,  M.D.,  Elliott  Rosenberg,  M.D., 

Gary  J.  Vigilante,  M.D. 


■ Case  Presentations  and  Panel  Discussions 

■ CMP,  Credits * 

■ No  Registration  Fee 

■ Call  for  Reservations  215-662-8627 

Scheie  Auditorium 

Presbyterian  Medical  Center 
39th  & Market  Streets 
Philadelphia,  Pennsylvania  19104 


The  Philadelphia  Heart  Institute  at  Presbyterian  Medical  Center  is  an  affiliate  of  the  University  of  Pennsylvania. 

*Presbyterian  Medical  Center  designates  this  continued  medical  education  activity  for  2 credit  hours  in  Category  I of 
the  Physicians'  Recognition  Award  of  the  American  Medical  Association  and  the  Pennsylvania  Medical  Society  Membership 
requirement,  bine  sessions,  18  credits. 
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IN  MEMORIAM 


MAX  SHAPIRO 


SAMUEL  STEVENS 


ALEXANDER  STRELINGER 


Eighty-two-year-old  Max 
Shapiro,  MD,  of  Elizabeth,  died 
on  November  17,  1993.  He  was 
born  on  February  12,  1911,  in 
New  York  City.  Dr.  Shapiro  was 
a general  practitioner.  He  earned 
a medical  degree  from  the  Uni- 
versity of  Turin,  Italy,  in  1939, 
and  received  a New  Jersey 
medical  license  in  1941.  Dr. 
Shapiro  maintained  an  office  in 
Elizabeth  from  1945  to  1976  and 
resided  in  Elizabeth  for  many 


Born  in  Asbury  Park,  on  August 
30,  1923,  Samuel  Stevens,  MD, 
passed  away  on  August  17,  1993. 
Dr.  Stevens  was  a general 
surgeon.  He  was  a 1947  graduate 
of  New  York  Medical  College, 
New  York.  Dr.  Stevens  received 
a medical  license  to  practice  in 
New  Jersey  in  1949.  He  com- 
pleted an  internship  and  residen- 
cy at  Church  Home  and  Hospital, 
Baltimore,  Maryland;  Monmouth 
Medical  Center,  Long  Branch; 
New  York  University  Bellevue 
Hospital,  New  York;  and  Newark 
City  Hospital.  Dr.  Stevens  prac- 
ticed in  Asbury  Park  for  many 


Born  on  January  17,  1900,  in 
Budapest,  Hungary,  Alexander 
Strelinger,  MD,  passed  away  on 
January  27,  1994,  at  the  grand  age 
of  94.  Dr.  Strelinger  was  awarded 
a medical  degree  from  Elizabeth 
University,  Hungary,  in  1923.  Dr. 
Strelinger  was  a general  surgeon. 
During  his  medical  career,  Dr. 
Strelinger  was  affiliated  with  St. 
Elizabeth  Hospital  and  Alexian 
Brothers  Hospital,  both  in 


years.  He  also  was  affiliated  with 
Elizabeth  General  Hospital,  St. 
Elizabeth  Hospital,  and  Alexian 
Brothers  Hospital,  all  in  Eliza- 
beth. In  addition,  he  was  the  first 
medical  director  of  the  Work- 
man’s Circle  Home,  Elizabeth. 
Dr.  Shapiro  was  a member  of  our 
Union  County  component  and  of 
the  American  Medical  Associa- 
tion. Dr.  Shapiro  was  a World 
War  II  veteran. 


years  and  was  on  staff  at  Mon- 
mouth Medical  Center  and  Kim- 
ball Medical  Center,  Lakewood; 
he  served  as  assistant  director  of 
the  department  of  surgery  at 
Jersey  Shore  Medical  Center, 
Neptune.  Dr.  Stevens  was  a 
member  of  our  Monmouth  Coun- 
ty component  and  of  the  Ameri- 
can Medical  Association;  a fellow 
of  the  American  College  of 
Surgeons  and  of  the  International 
College  of  Surgeons;  and  a 
diplomate  of  the  American  Board 
of  Surgery.  Dr.  Stevens  served  in 
the  United  States  Army  during 
the  Korean  conflict. 


Elizabeth.  He  maintained  a prac- 
tice in  Elizabeth  and  New  York 
City.  Dr.  Strelinger  was  a fellow 
of  the  American  College  of 
Surgeons,  and  a member  of  our 
Union  County  component,  the 
American  Medical  Association, 
and  the  Academy  of  Medicine  of 
New  Jersey.  Dr.  Strelinger  served 
in  the  United  States  Army  during 
World  War  II. 


OR: 
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CLASSIFIED 


SPACE  USE  IS 
FOR  MSNJ  MEMBERS  ONLY 

Copy  deadline:  5th  of  preceding 
month;  Payment  in  advance;  $5.00 
first  25  words,  100  each  additional. 
Count  as  one  word  all  single  words, 
two  initials  of  name,  each  abbrevia- 
tion, isolated  numbers,  groups  of 
numbers,  hyphenated  words.  Count 
name  and  address  as  five  words, 
telephone  number  as  one  word, 
Box  No.  000,  NEW  JERSEY 
MEDICINE  as  five  words. 

AVAILABLE  — Board  Certified  In- 
ternist, experienced  IM  and  urgent  care, 
well  trained,  seeks  locums,  full  or  part 
time  near  Princeton/New  Brunswick. 
Contact  Dr.  Sussman  or  Dr.  Levin,  5030 
Champion  Blvd.  #6-210,  Boca  Raton,  FL 
33496.  Digital  beeper  407-754-8222. 

PHYSICIAN  SEEKS  — Full  time  posi- 
tion. Board  Certified  Family  Practitioner, 
D.O.  Walk-in  preferred  but  flexible.  No 
buy  in.  Northern  or  Central  NJ.  Call 
201-372-0719. 

PART  TIME  PHYSICIAN  WAN  I ED  - 
For  Family  Practice/Industrial  Medical 
Center  located  in  South  Jersey.  Board 
Certified  preferred.  This  established 
urgent  care  center  has  p/t  hours  available 
for  a personable  physician  who  enjoys 
working  with  a dedicated  staff.  This  is  an 
opportunity  to  meet  and  grow  with  the 
best.  Send  CV  to  P.O.  Box  2072,  Medford 
Lakes,  NJ  08055. 

PHYSICIAN  — Start-up  in  busy  private 
practice,  Central  NJ.  General  Internal 
Medicine.  Board  Eligible/Board 
Certified.  Competitive  salary.  Hours 
negotiable.  Keogh  Plan,  eventual 
partnership.  Teaching  hospital/share  call. 
Box  No.  049,  NEW  JERSEY 
MEDICINE. 

GENERAL  INTERNIST/FAMILY 
PRACTICE  — Immediate  opening  for  a 
physician  to  join  well  established  (45 
years),  solo  practice  in  southern  New 
Jersey.  Opportunity  for  buy-in  of  real 
estate  and  practice.  Pleasant  location  near 
the  shore  and  not  far  from  Philadelphia. 
Write  Box  No.  073,  NEW  JERSEY 
MEDICINE. 


ORTHOPAEDIC  SURGEON  JERSEY 
SHORE  — Seeking  a BC/BE  orthopaedic 
surgeon  for  general  orthopaedics  with  in- 
terest and/or  subspecialty  in  total  joint 
replacement,  sports  medicine  and  trau- 
ma. Excellent  opportunity  to  join  a suc- 
cessful, established,  well  managed, 
private  solo  practice.  Large  patient  refer- 
ral base  with  two  modern  office  facilities 
and  privileges  in  four  excellent  hospitals. 
The  Jersey  Shore  is  an  expanding  com- 
munity with  close  proximity  to 
Philadelphia  and  NYC.  Competitive 
salary  and  benefits  with  partnership  op- 
portunity. Send  inquiries  and  CV  to: 
Practice  Manager,  1173  Beacon  Avenue, 
Manahawkin,  NJ  08050. 

PEDIATRICIAN -New  Jersey,  Board 
Certified,  Board  Eligible  for  full/part 
time  position  in  growing  central  Jersey 
practice.  Great  location  one  hour  from 
NYC  near  Jersey  shore.  Excellent  op- 
portunity. Please  send  CV  to  Box  No. 
069,  NEW  JERSEY  MEDICINE. 

PEDIATRICIAN— Wanted  to  join 
established  and  growing  solo  practice, 
central  Jersey  near  two  teaching 
hospitals.  Immediate  partnership  with 
take-over  in  6 to  12  months.  Write  Box 
No.  072,  NEW  JERSEY  MEDICINE. 

PEDIATRICIANS -New  Jersey,  full 
and  part-time  pediatricians  wanted  to 
join  group  practice,  salary  with  eventual 
partnership,  excellent  potential.  Level  II 
nursery,  PICU.  Approx.  1 hour  from 
NYC,  Phila.  & Atlantic  City.  Growing 
area,  excellent  schools,  summer  resort. 
Call  908-363-4892,  908-914-0457  or 
908-506-9698  evenings. 

PHYSIATRIST- Part-time.  Central 
New  Jersey  area.  Out-patient  setting. 
Consultations/EMG.  Please  send  CV  to: 
Physiatrist,  16  Willis  Drive,  Trenton,  NJ 
08628. 

RETIRING — Magnificent  historical  100- 
year-old,  sixteen-room  vietorian-eolonial 
mansion  plus  equipped  five-room  office. 
Central  New  Jersey  near  four  hospitals. 
All  amenities.  Prestigious  neighborhood. 
Separate  two-car  garage,  fire/security 
system  throughout.  Central  A/C.  Must  be 
seen!  Write  to  Box  No.  074,  NEW 
JERSEY  MEDICINE. 


PRACTICE  FOR  SALE-Well 
established  Family  Practice  and  Internal 
Medicine  in  Southern  New  Jersey.  Very 
good  gross.  Terms  negotiable.  Reply  to 
Box  No.  059,  NEW  JERSEY 
MEDICINE. 

PRACTICE  FOR  SALE-Internal 

Medicine  fee  for  service  practice  in  Mid- 
dlesex County.  Great  potential.  Terms 
negotiable.  Will  stay  to  introduce.  Write 
to  Box  No.  066  NEW  JERSEY 
MEDICINE. 

MEDICAL  PRACTICE  FOR  SALE- 

22  years  of  patients.  Terms  negotiable. 
Five  minutes  to  Hackettstown  Communi- 
ty Hospital.  Equipment  and  supplies  in- 
cluded. Call  908-852-0066. 

RADIOLOGY  PRACTICE-Two  years 
radiology  practice  is  available  soon,  for 
sale,  rent  or  partnership  in  Middlesex 
County.  Owner  relocating.  Call 
908-651-1110. 

EQUIPMENT  FOR  SALE -Exam  ta- 
bles (3),  lamps,  stools,  cabinets,  utility 
carts,  physical  therapy  table,  IBM  wheel- 
writer  typewriters  (2),  Mita  copier,  tran- 
scribing equipment.  All  in  excellent  con- 
dition. Call  908-925-3100. 

EQUIPMENT  FOR  SALE-A  Bennett 
MF-150  mammogram  machine. 
908-494-6300. 

EQUIPMENT  FOR  SALE— Continen- 
tal Pioneer  100  MA  x-ray  machine.  Ex- 
cellent condition.  Bargain.  Must  sell.  Call 
908-826-7676. 

BUILDING  FOR  SALE-Linden.  Two 

office  suites;  one  is  already  leased. 
Downstairs  suite  available  to  lease  or  use. 
Call  908-925-3100. 

OFFICE  FOR  SALE  — Prime  location, 
professionally  furnished,  2000  square  feet 
of  excellent  building.  In  front  of 
Riverview  Medical  Center,  Red  Bank, 
NJ.  Call  908-775-2400  or  747-4127. 

OFFICE  SPACE-Edison  Medi-Plex 
Building  opposite  J.F.K.  Hospital,  fully 
equipped,  turn  key.  Rent:  day,  half  day, 
night.  908-494-6300. 
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AMA  TOPS  CREDIBILITY  POLL 


Among  five  different  types  of 
groups,  only  the  American 
Medical  Association  (AMA)  re- 
ceived higher  ratings  than  Presi- 
dent Clinton  for  confidence  felt 
by  the  public  in  evaluating  health 
care  proposals.  In  the  NBC 
News -Wall  Street  Journal  tele- 
phone poll  conducted  in  early 
March,  41  percent  of  the  respon- 
dents expressed  greater  con- 
fidence in  the  AMA’s  ideas  and 
proposals  than  in  those  of  the 
President,  while  39  percent  of  the 
respondents  gave  the  nod  to  Mr. 
Clinton. 


Compared  with  the  AMA’s  41 
percent,  hospital  groups  received 
a 36  percent  response,  labor 
unions  received  a 30  percent 
response,  the  U.S.  Chamber  of 
Commerce  received  a 29  percent 
response,  health  insurance  com- 
panies received  a 27  percent 
response,  and  the  National  As- 
sociation of  Manufacturers  re- 
ceived a 26  percent  response.  All 
these  other  ratings  were  lower 
than  comparable  figures  for  the 
President. 


INDEPENDENT  CONTRACTING  PHYSICIANS  SOUGHT 


Hospitals,  clinics,  military  in- 
stallations, and  other  providers 
are  signing  contracts  with  in- 
dependent physicians  in  diverse 
specialties.  Spectrum  Emergency 
Care  is  among  the  organizations 


linking  independent  contracting 
physicians  with  buyers;  Spec- 
trum’s marketing  supervisor, 
David  Acup,  can  be  contacted  at 
1/800/325-3982,  extension  5334. 


AIDS  UPDATE 


Governor  Christie  Whitman 
and  Acting  State  Health  Com- 
missioner Len  Fishman  listen  as 
Lawrence  D.  Frenkel,  MD,  chair- 
man of  the  MSNJ  Committee  on 
AIDS,  expresses  MSNJ’s  support 
for  HIV  testing  and  treatment  of 


pregnant  women  at  a Newark 
press  conference  on  April  5,  1994. 
A recent  study  revealed  a two- 
thirds  decline  in  vertical  trans- 
mission rates  as  a result  of  treat- 
ment with  zidovudine. 
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The  Eli  Lilly  and  Company  Hispanic  Health  Initiative 

Our  Commitment; 

To  Enhance  the  Delivery  of  Optimal 
Health  Care  to  the  Hispanic  Community 


Thro  ugh  our  Hispanic  Health  Initiative,  Eli  Lilly  and 
Company  joins  with  you  in  committing  the  time,  the  tal- 
ent, and  the  resources  necessary  to  help  enhance  the  quality 
of  health  care  in  the  Hispanic  community.  As  part  of  that 
commitment,  Lilly  makes  available  an  array  of  programs 
and  materials  designed  to  benefit  Hispanic  health  care. 

• Student  Programs 

Support  programs  for  Hispanic  high  school  and 
medical  school  students  to  increase  the  number  of 
Hispanics  entering  the  health  care  professions 

• Patient  Education  Materials  and  Programs 

Culturally  sensitive  materials  in  Spanish  to  enhance 
quality  of  care 

• Physician  Information  Programs 

Continuing  medical  education  and  clinical  practice 
materials  in  a variety  of  formats,  including  symposia 


1994  Symposia  Program: 

Focus  on  Hispanic  Health 

Join  Hispanic  opinion  leaders  taking  a critical  look  at  the 
diagnosis  and  treatment  of  three  diseases  of  special  signifi- 
cance in  Hispanic  communities:  diabetes,  depression  and 
gastrointestinal  disorders 


EliLilly 
and  Company 

Hispanic 

Health 

Initiative 


Ask  your  Eli  Lilly  and  Company  sales  representative  or 
call  1-800-233-2049  regarding  symposia  registration  or 
additional  information  on  the  Hispanic  Health  Initiative. 
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PROFESSIONAL  LIABILITY 


MALPRACTICE  POLICY  DEVELOPMENTS 


Cutting  contingent  fees  in  U.S. 
Reform  in  the  contingent  fee 
system  is  being  advocated  by  a 
large  group  of  legal  scholars,  re- 
ports Medical  Liability  Monitor. 
Under  a novel  proposal  de- 
veloped and  supported  by  many 
professors  of  law  and  other  ex- 
perts, defendants  early  offers  of 
settlement  would  serve  as  the 
basis  for  reduced  fees  for  plain- 
tiffs’ lawyers,  thus  encouraging 
early  settlements  and  reducing 
plaintiffs  lawyers  incentives  to 
bring  cases. 

Linder  the  proposal,  if  the 
plaintiff  accepted  the  offer,  the 
plaintiff  s lawyer  would  receive  a 
reasonable  hourly  rate  plus  a 
modest  share  of  the  award,  such 
as  10  percent.  If  the  plaintiff  re- 
jected the  offer  and  later  won  a 
larger  award,  a larger  contingent 
fee  would  be  paid  only  on  the 
difference  between  the  ultimate 
award  and  the  original  settlement 
offer. 

Here  is  an  example  of  how  the 
proposal  might  work:  the  defen- 
dant makes  an  early  offer  to  settle 
for  $100,000.  Up  to  this  point,  the 
plaintiff’s  lawyer  has  worked  100 
billable  hours  on  the  case,  at  an 
hourly  rate  of  $100.  If  the  plaintiff 
accepts,  the  plaintiff’s  lawyer 
makes  $20,000.  If  the  plaintiff  re- 
jects the  offer  and  later  wins  an 
award  of  $120,000,  with  a 25  per- 
cent contingent  fee,  the  plaintiff  s 
lawyer  makes  $25,000.  Under  the 
system  now  in  effect,  the  plain- 
tiff s lawyer  would  make  $40,000. 

Raising  contingent  fees  in 
New  Jersey.  New  Jersey  ad- 


HEALTH CARE  FINANCING 


Ratcheting  Medicare.  The 

prestigious  Physician  Payment 
Review  Commission  has  decided 
to  caution  Congress  about  the 
dangers  of  reducing  Medicare  re- 


vocates of  tort  reform  have  reason 
to  be  concerned  about  a series  of 
rule  changes  recently  proposed 
by  a committee  under  the  state 
Supreme  Court.  According  to 
New  Jersey  Law  Journal  the 
changes  would  be  a “boon”  to 
plaintiffs’  lawyers.  This,  in  turn, 
could  generate  more  malpractice 
litigation. 

Changes  proposed  by  the  Civil 
Practice  Committee  would: 
abolish  the  current  sliding  fee 
schedule  for  contingent  fees  on 
awards  under  $1  million,  raising 
from  $245,000  to  $333,000  the 
amount  that  plaintiffs  counsel 
would  receive  for  $1  million 
awards;  eliminate  the  need  to 
apply  to  the  court  for  fees  on 
awards  above  $1  million  by  set- 
ting up  a 20  percent  rate  for 
amounts  above  $1  million;  grant 
pre-judgment  interest  to  plain- 
tiffs lawyers,  thus  eliminating  any 
structural  financial  incentive  to 
settle  cases  early;  and  virtually  re- 
peal the  “entire  controversy’  doc- 
trine, so  that  plaintiffs  could  keep 
bringing  claims  against  additional 
defendants  involved  in  the  same 
event. 

Chairing  the  committee  is 
Judge  Sylvia  Pressler.  Plaintiffs 
counsel  Harold  Sherman  chairs 
the  contingent  fee  subcommittee. 
Final  action  by  the  court  is  ex- 
pected in  June. 

New  Jersey  reforms.  New 
Jersey  Citizens  Against  Lawsuit 
Abuse  (NJ-CALA),  a broad-based 
coalition  of  business  and  pro- 
fessional interests,  is  advancing  a 
series  of  tort  reform  bills.  Backed 


imbursement  rates.  In  1994, 
Medicare  payment  rates  averaged 
only  60  percent  of  private  fees, 
down  from  68  percent  five  years 
earlier,  and  adopting  the  Clinton 


by  the  Medical  Society  of  New 
Jersey  (MSNJ)  and  the  Coalition 
for  Healthcare  Reform,  the  NJ- 
CALA  bills  include:  A-263, 

proposed  by  Assemblywoman 
Charlotte  Vandervalk  (R-Bergen 
County),  to  require  a “certificate 
of  merit  showing  that  there  is 
medical  validity  to  a malpractice 
claim  before  the  case  can  go 
forward;  A-716,  proposed  by  As- 
semblyman Paul  R.  Kramer  (R- 
Mereer  and  Middlesex  Counties), 
to  protect  physicians  from 
malpractice  claims  for  properly 
using  approved  medical  devices 
that  subsequently  are  found  to 
cause  harm;  A-998,  proposed  by 
Assemblyman  Richard  H.  Bagger 
(R-Middlesex,  Morris,  Somerset, 
and  Union  Counties),  to  eliminate 
joint  and  several  liability;  and 
S-291/S-292,  proposed  by  Senator 
Gerald  Cardinale,  DDS  (R- 
Bergen  County),  to  hold  down 
awards  of  punitive  damages. 

All  these  bills,  if  passed,  could 
reduce  the  practice  of  defensive 
medicine  and,  thus,  contain  the 
costs  of  health  care.  Strong  op- 
position has  emerged  from  trial 
lawyer  groups,  involving  selected 
consumer  organizations. 

No  cap.  “You  are  not  going  to 
see  a cap  on  noneconomic 
damages,  so  accept  that  now," 
Senator  Jay  Rockefeller  told  an 
audience  of  physicians.  The  West 
Virginia  Democrat,  a flag-bearer 
for  President  Clinton’s  health  re- 
form package,  noted  that  two- 
thirds  of  the  members  of  the 
Senate  are  attorneys. 


health  plan  could  widen  the  gulf 
an  additional  10  percent,  the 
Physician  Payment  Review  Com- 
mission found. 

The  large  gap  between  Medi- 
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care  and  private  pay  rates 
jeopardizes  access  to  health  care 
for  the  elderly.  An  early  account 
of  the  Commission’s  report  ap- 
peared in  Medicine  ir  Health,  a 
respected  weekly  newsletter. 

PBS  misbehavior.  A 50th  an- 
niversary party,  limousine  ser- 
vices for  the  company  president, 
a retirement  dinner  for  the  board 
chairman,  concert  tickets,  and  a 
board  of  directors  golf  outing 
were  among  $2.4  million  in  ex- 
penses excessively  charged  to 
Medicare  by  Pennsylvania  Blue 
Shield  (PBS)  during  a recent  five- 
year  period,  according  to  a report 
of  the  inspector  general  of  the 
U.S.  Department  of  Health  and 
Human  Services.  The  excess 
claims  involved  pension  costs  and 
administrative  costs,  states  the 
Bureau  of  National  Affairs’ 
Medicare  Report.  PBS,  the 
Medicare  carrier  for  New  Jersey, 


currently  is  claiming  large  repay- 
ments from  physicians  for  labora- 
tory studies  charged  under  im- 
proper PBS  instructions. 

Advance  directives  and  sav- 
ings. A recent  article  in  The  New 
England  Journal  of  Medicine  de- 
bunks the  notion  that  greater  use 
of  advance  directives  will  sharply 
reduce  health  care  costs.  Authors 
Ezekiel  J.  Emanuel,  MD,  PhD, 
and  Linda  L.  Emanuel,  MD, 
PhD,  calculate  that  advance 
directives  have  the  potential  to 
reduce  health  expenditures  by  3.3 
percent. 

Among  reasons  cited  by  the 
authors  for  the  relatively  unim- 
pressive magnitude  of  savings  are 
a stable  trend  in  the  portion  of 
Medicare  dollars  spent  on  pa- 
tients during  the  last  year  of  life 
(27  to  30  percent,  two-fifths  of 
which  is  spent  during  the  last 
month  of  life),  the  high  costs  of 


palliative  care,  difficulties  in  early 
identification  of  patients  for 
whom  aggressive  therapeutic  in- 
terventions would  be  futile,  and 
the  fact  that  do-not-resuscitate  or- 
ders already  are  widely  used  in 
terminal  cancer  cases. 

“We  must  stop  deluding 
ourselves,”  declare  the  authors, 
“that  advance  directives  and  less 
aggressive  care  at  the  end  of  life 
will  solve  the  financial  problems 
of  our  health  care  system.”  Direc- 
tives, however,  can  enhance 
quality  of  life,  protect  patient 
rights,  improve  clinical  decision 
making — and  marginally  contain 
health  care  costs.  Advance  direc- 
tives are  supported  by  federal  and 
state  legislation  and  by  pioneer 
case  law  in  New  Jersey.  D James 
E.  George,  MD,  JD;  Neil  E. 
Weisfeld,  JD,  MSHyg 
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BOOK  REVIEWS 


ESSENTIALS  OF  FAMILY 


MEDICINE 


Philip  Sloane,  MD , MPH;  Lisa 
Slatt;  Peter  Curtis , MD.  Baltimore, 
MD,  Williams  C Wilkins,  1993. 
The  first  edition  of  this  book 
evolved  from  a syllabus  for  a fami- 
ly medicine  clerkship.  The  prac- 
tical nature  of  this  second  edition 
of  Essentials  of  Family  Medicine 
has  been  preserved.  This  book 
will  appeal  to  residents  and 
private  practitioners;  it  also  can 
be  used  to  complement  any  stan- 
dard reference  text. 

Section  1,  "Principles  of  Patient 
Care  in  Family  Practice,  covers 
12  chapters  including  principles 
of  family  medicine;  human  life 
cycle;  environmental  and  occupa- 
tional health;  caring  for  the 
adolescent  patient;  the  geriatric 
patient;  primary  care  of  the  ath- 
lete; and  ambulatory  drug  thera- 


Seetion  2 deals  with  preventive 
care  and  gives  an  overview  and 
discussion  on  prenatal  care,  well 
child  care,  well  adult  care,  patient 
education,  and  health  promotion. 

Section  3 lists  common  prob- 
lems including  fever  in  infants 
and  preschool  children,  primary 
care  of  HIV  patients,  and  ankle 
injuries.  There  are  many  useful 
tables  throughout  this  section. 

The  older  physician  will  relive 
his  training  and  career  by  brows- 
ing through  this  textbook,  but  the 
student  and  office-based  physi- 
cian will  want  to  absorb  it  all.  The 
only  shadow  I can  cast  is  that  the 
text  is  too  large  to  fit  into  a 
pocket,  a compliment  in  disguise. 
□ Morris  Soled,  MD 


py- 


HANDBOOK  OF  ANTIBIOTICS 


Richard  Reese,  MD , Robert 
Betts,  MD.  New  York,  NY,  Little, 
Brown  and  Company,  1993.  The 
second  edition  of  Handbook  of 
Antibiotics  by  Drs.  Reese  and 
Betts  features  a cover  depicting 
beautifully  colored  oral  pills.  This 
650-page  handbook  reviews  the 
principles  of  antibiotic  usage,  and 
includes  a chapter  on  anti- 
microbial drugs.  The  book  is  de- 
signed as  a reference  guide  for 
medical  students,  house  officers, 
and  busy  practitioners. 

The  book  is  in  outline  form, 
allowing  for  quick  study.  This  edi- 
tion also  covers  all  of  the  new 


agents  such  as  cefprozil,  azithro- 
mycin, and  second-generation 
quinolines.  Drs.  Reese  and  Betts 
have  crammed  much  information 
into  the  small  dosage  charts.  The 
book  also  contains  information  for 
formulary  formations,  as  costs  are 
given — a big  plus  in  today’s  en- 
vironment. 

This  is  one  of  my  favorite  types 
of  handbook.  Unfortunately,  it  is 
too  heavy  to  carry  easily  in  one’s 
pocket.  Therefore,  jay  Sanford’s 
pocket  handbook  is  used  by  more 
of  the  house  staff.  □ Leon  G. 
Smith,  MD 
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ROCEPHIN®  (sterile  ceftriaxone  sodium) 

Before  prescribing,  please  consult  complete  product  information,  a summary  ©f  which  follows: 
INDICATIONS  AND  USAGE:  Rocephin  is  indicated  for  the  treatment  of  the  following  infections  when 
caused  by  susceptible  organisms: 

LOWER  RESPIRATORY  TRACT  INFECTIONS  caused  by  Streptococcus  pneumoniae, 
Staphylococcus  aureus,  Haemophilus  influenzae,  Haemophilus  parainfluenzae,  Klebsiella  pneu- 
moniae, Escherichia  coli,  Enterobacter  aerogenes,  Proteus  mirabilis  or  Serratia  marcescens. 

SKIN  AND  SKIN  STRUCTURE  INFECTIONS  caused  by  Staphylococcus  aureus,  Staphylococcus 
epidermidis,  Streptococcus  pyogenes.  Viridans  group  streptococci,  Escherichia  coli,  Enterobacter 
cloacae,  Klebsiella  oxytoca,  Klebsiella  pneumoniae,  Proteus  mirabilis,  Morganella  morganii *, 
Pseudomonas  aeruginosa,  Serratia  marcescens,  Acinetobacter  calcoaceticus,  Bacteroides  fragilis * 
or  Peptostreptococcus  species. 

URINARY  TRACT  INFECTIONS  (complicated  and  uncomplicated)  caused  by  Escherichia  coli, 
Proteus  mirabilis,  Proteus  vulgaris,  Morganella  morganii  or  Klebsiella  pneumoniae. 
UNCOMPLICATED  GONORRHEA  (cervical/urethral  and  rectal)  caused  by  Neisseria  gonorrhoeae, 
including  both  penicillinase-  and  nonpenicillinase-producing  strains,  and  pharyngeal  gonorrhea 
caused  by  nonpenicillinase-producing  strains  of  Neisseria  gonorrhoeae. 

PELVIC  INFLAMMATORY  DISEASE  caused  by  Neisseria  gonorrhoeae. 

BACTERIAL  SEPTICEMIA  caused  by  Staphylococcus  aureus,  Streptococcus  pneumoniae, 
Escherichia  coli,  Haemophilus  influenzae  or  Klebsiella  pneumoniae. 

BONE  AND  JOINT  INFECTIONS  caused  by  Staphylococcus  aureus.  Streptococcus  pneumoniae, 
Escherichia  coli,  Proteus  mirabilis,  Klebsiella  pneumoniae  or  Enterobacter  species. 
INTRA-ABDOMINAL  INFECTIONS  caused  by  Escherichia  coli,  Klebsiella  pneumoniae,  Bacteroides 
fragilis,  Clostridium  species  (Note:  most  strains  of  C.  difficile  are  resistant)  or  Peptostreptococcus 
species. 

MENINGITIS  caused  by  Haemophilus  influenzae,  Neisseria  meningitidis  or  Streptococcus  pneumo- 
niae. Rocephin  has  also  been  used  successfully  in  a limited  number  of  cases  of  meningitis  and 
shunt  infection  caused  by  Staphylococcus  epidermidis * and 
Escherichia  coli  * 

‘Efficacy  for  this  organism  in  this  organ  system  was  studied  in 
fewer  than  ten  infections. 

SURGICAL  PROPHYLAXIS:  The  preoperative  administration  of  a 
single  1 gm  dose  of  Rocephin  rhay  reduce  the  incidence  of  post- 
operative infections  in  patients  undergoing  surgical  procedures 
classified  as  contaminated  or  potentially  contaminated  (eg,  vaginal 
or  abdominal  hysterectomy  or  cholecystectomy  for  chronic  calcu- 
lous cholecystitis  in  high-risk  patients,  such  as  those  over  70 
years  of  age,  with  acute  cholecystitis  not  requiring  therapeutic 
antimicrobials,  obstructive  jaundice  or  common  duct  bile  stones) 
and  in  surgical  patients  for  whom  infection  at  the  operative  site 
would  present  serious  risk  (eg,  during  coronary  artery  bypass 
surgery).  Although  Rocephin  has  been  shown  to  have  been  as 
effective  as  cefazolin  in  the  prevention  of  infection  following  coro- 
nary artery  bypass  surgery,  no  placebo-controlled  trials  have  been 
conducted  to  evaluate  any  cephalosporin  antibiotic  in  the  preven- 
tion of  infection  following  coronary  artery  bypass  surgery. 

When  administered  prior  to  surgical  procedures  for  which  it  is  indi- 
cated, a single  1 gm  dose  of  Rocephin  provides  protection  from 
most  infections  due  to  susceptible  organisms  throughout  the 
course  of  the  procedure. 

Before  instituting  treatment  with  Rocephin,  appropriate  specimens 
should  be  obtained  for  isolation  of  the  causative  organism  and  for 
determination  of  its  susceptibility  to  the  drug.  Therapy  may  be 
instituted  prior  to  obtaining  results  of  susceptibility  testing. 


ROCEPHIN®  (sterile  ceftriaxone  sodium) 

Mutagenesis:  Genetic  toxicology  tests  included  the  Ames  test,  a micronucleus  test  and  a test  for 
chromosomal  aberrations  in  human  lymphocytes  cultured  in  vitro  with  ceftriaxone.  Ceftriaxone 
showed  no  potential  for  mutagenic  activity  in  these  studies. 

Impairment  of  Fertility:  Ceftriaxone  produced  no  impairment  of  fertility  when  given  intravenously  to 
rats  at  daily  doses  up  to  586  mg/kg/day,  approximately  20  times  the  recommended  clinical  dose  of 
2 gm/day. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  B.  Reproductive  studies  have  been  per- 
formed in  mice  and  rats  at  doses  up  to  20  times  the  usual  human  dose  and  have  no  evidence  of 
embryotoxicity,  fetotoxicity  or  teratogenicity.  In  primates,  no  embryotoxicity  or  teratogenicity  was 
demonstrated  at  a dose  approximately  three  times  the  human  dose. 

There  are,  however,  no  adequate  and  well-controlled  studies  in  pregnant  women.  Because  animal 
reproductive  studies  are  not  always  predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed. 

Nonteratogenic  Effects:  In  rats,  in  the  Segment  I (fertility  and  general  reproduction)  and  Segment 
III  (perinatal  and  postnatal)  studies  with  intravenously  administered  ceftriaxone,  no  adverse  effects 
were  noted  on  various  reproductive  parameters  during  gestation  and  lactation,  including  postnatal 
growth,  functional  behavior  and  reproductive  ability  of  the  offspring,  at  doses  of  586  mg/kg/day  or  less. 
Nursing  Mothers:  Low  concentrations  of  ceftriaxone  are  excreted  in  human  milk.  Caution  should 
be  exercised  when  Rocephin  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  of  Rocephin  in  neonates,  infants  and  children  have  been 
established  for  the  dosages  described  in  the  DOSAGE  AND  ADMINISTRATION  section.  In  vitro 
studies  have  shown  that  ceftriaxone,  like  some  other  cephalosporins,  can  displace  bilirubin  from 
serum  albumin.  Rocephin  should  not  be  administered  to  hyperbilirubinemic  neonates,  especially 
prematures. 

ADVERSE  REACTIONS:  Rocephin  is  generally  well  tolerated.  In  clinical  trials,  the  following  adverse 
reactions,  which  were  considered  to  be  related  to  Rocephin  therapy  or  of  uncertain  etiology,  were 
observed: 

LOCAL  REACTIONS — pain,  induration  or  tenderness  at  the  site  of 
injection  (1%).  Less  frequently  reported  (less  than  1%)  was 
phlebitis  after  I.V.  administration. 

HYPERSENSITIVITY— r ash  (1.7%).  Less  frequently  reported  (less 
than  1%)  were  pruritus,  fever  or  chills. 

HEMATOLOGIC — eosinophilia  (6%),  thrombocytosis  (5.1%)  and 
leukopenia  (2.1%).  Less  frequently  reported  (less  than  1%)  were 
anemia,  hemolytic  anemia,  neutropenia,  lymphopenia,  thrombocy- 
topenia and  prolongation  of  the  prothrombin  time. 
GASTROINTESTINAL — diarrhea  (2.7%).  Less  frequently  reported 
(less  than  1%)  were  nausea  or  vomiting,  and  dysgeusia.  Onset  of 
pseudomembranous  colitis  symptoms  may  occur  during  or  after 
antibiotic  treatment  (see  WARNINGS). 

HEPATIC — elevations  of  SGOT  (3.1%)  or  SGPT  (3.3%).  Less  fre- 
quently reported  (less  than  1%)  were  elevations  of  alkaline  phos- 
phatase and  bilirubin. 

RENAL — elevations  of  the  BUN  (1.2%).  Less  frequently  reported 
(less  than  1%)  were  elevations  of  creatinine  and  the  presence  of 
casts  in  the  urine. 

CENTRAL  NERVOUS  SYSTEM—  headache  or  dizziness  were 
reported  occasionally  (less  than  1%). 

GENITOURINARY — moniliasis  or  vaginitis  were  reported  occa- 
sionally (less  than  1%). 

MISCELLANEOUS — diaphoresis  and  flushing  were  reported  occa- 
sionally (less  than  1%). 


CONTRAINDICATIONS:  Rocephin  is  contraindicated  in  patients  with  known  allergy  to  the  cephalo- 
sporin class  of  antibiotics. 

WARNINGS:  BEFORE  THERAPY  WITH  ROCEPHIN  IS  INSTITUTED,  CAREFUL  INQUIRY  SHOULD 
BE  MADE  TO  DETERMINE  WHETHER  THE  PATIENT  HAS  HAD  PREVIOUS  HYPERSENSITIVITY 
REACTIONS  TO  CEPHALOSPORINS,  PENICILLINS  OR  OTHER  DRUGS.  THIS  PRODUCT 
SHOULD  BE  GIVEN  CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PATIENTS.  ANTIBIOTICS  SHOULD 
BE  ADMINISTERED  WITH  CAUTION  TO  ANY  PATIENT  WHO  HAS  DEMONSTRATED  SOME 
FORM  OF  ALLERGY,  PARTICULARLY  TO  DRUGS.  SERIOUS  ACUTE  HYPERSENSITIVITY  REAC- 
TIONS MAY  REQUIRE  THE  USE  OF  SUBCUTANEOUS  EPINEPHRINE  AND  OTHER  EMER- 
GENCY MEASURES. 

Pseudomembranous  colitis,  reported  with  nearly  all  antibacterial  agents,  including  ceftriaxone,  may  range  in 
severity  from  mild  to  life-threatening.  Therefore,  consider  this  diagnosis  in  patients  who  present  with  diar- 
rhea subsequent  to  the  administration  oi  antibacterial  agents. 

Treatment  with  antibacterial  agents  alters  the  normal  flora  of  the  colon  and  may  permit  overgrowth 
of  Clostridia.  Studies  indicate  a toxin  produced  by  Clostridium  difficile  is  one  primary  cause  of 
"antibiotic-associated  colitis." 

After  establishing  diagnosis  of  pseudomembranous  colitis,  initiate  therapeutic  measures.  Mild 
cases  of  pseudomembranous  colitis  usually  respond  to  drug  discontinuance  alone.  In  moderate  to 
severe  cases,  consider  management  with  fluids  and  electrolytes,  protein  supplementation  and 
treatment  with  an  oral  antibacterial  drug  effective  against  C.  difficile. 

PRECAUTIONS:  General:  Although  transient  elevations  of  BUN  and  serum  creatinine  have  been 
observed,  at  the  recommended  dosages,  the  nephrotoxic  potential  of  Rocephin  is  similar  to  that  of 
other  cephalosporins. 

Ceftriaxone  is  excreted  via  both  biliary  and  renal  excretion  (see  CLINICAL  PHARMACOLOGY  in 
complete  product  information).  Therefore,  patients  with  renal  failure  normally  require  no  adjustment 
in  dosage  when  usual  doses  of  Rocephin  are  administered,  but  concentrations  of  drug  in  the 
serum  should  be  monitored  periodically.  If  evidence  of  accumulation  exists,  dosage  should  be 
decreased  accordingly. 

Dosage  adjustments  should  not  be  necessary  in  patients  with  hepatic  dysfunction;  however,  in 
patients  with  both  hepatic  dysfunction  and  significant  renal  disease,  Rocephin  dosage  should  not 
exceed  2 gm  daily  without  close  monitoring  of  serum  concentrations. 

Alterations  in  prothrombin  times  have  occurred  rarely  in  patients  treated  with  Rocephin.  Patients 
with  impaired  vitamin  K synthesis  or  low  vitamin  K stores  (eg,  chronic  hepatic  disease  and  malnu- 
trition) may  require  monitoring  of  prothrombin  time  during  Rocephin  treatment.  Vitamin  K adminis- 
tration (10  mg  weekly)  may  be  necessary  if  the  prothrombin  time  is  prolonged  before  or  during 
therapy. 


Other  rarely  observed  adverse  reactions  (less  than  0.1%)  include  leukocytosis,  lymphocytosis, 
monocytosis,  basophilia,  a decrease  in  the  prothrombin  time,  jaundice,  gallbladder  sludge,  glyco- 
suria, hematuria,  anaphylaxis,  bronchospasm,  serum  sickness,  abdominal  pain,  colitis,  flatulence, 
dyspepsia,  palpitations  and  epistaxis. 

DOSAGE  AND  ADF^NISTRAIIQN:  Rocephin  may  be  administered  intravenously  or  intramuscularly. 
ADULTS:  The  usual  adult  daily  dose  is  1 to  2 grams  given  once  a day  (or  in  equally  divided  doses 
twice  a day)  depending  on  the  type  and  severity  of  infection.  The  total  daily  dose  should  no 
exceed  4 grams. 

For  the  treatment  of  uncomplicated  gonococcal  infections,  a single  intramuscular  dose  of  250  me 
is  recommended. 

For  preoperative  use  (surgical  prophylaxis),  a single  dose  of  1 gram  administered  intravenously  1 Tc 
to  2 hours  before  surgery  is  recommended. 

CHILDREN:  For  the  treatment  of  skin  and  skin  structure  infections,  the  recommended  total  dail} 
dose  is  50  to  75  mg/kg  given  once  a day  (or  in  equally  divided  doses  twice  a day).  The  total  dail} 
dose  should  not  exceed  2 grams. 

For  the  treatment  of  serious  miscellaneous  infections  other  than  meningitis,  the  recommended  tota 
daily  dose  is  50  to  75  mg/kg,  given  in  divided  doses  every  12  hours.  The  total  daily  dose  should 
not  exceed  2 grams. 

In  the  treatment  of  meningitis,  it  is  recommended  that  the  initial  therapeutic  dose  be  100  mg/kg 
(not  to  exceed  4 grams).  Thereafter,  a total  daily  dose  of  100  mg/kg/day  (not  to  exceed  4 grams 
daily)  is  recommended.  The  daily  dose  may  be  administered  once  a day  (or  in  equally  divided 
doses  every  12  hours).  The  usual  duration  of  therapy  is  7 to  14  days. 

Generally,  Rocephin  therapy  should  be  continued  for  at  least  two  days  after  the  signs  and  symp- 
toms of  infection  have  disappeared.  The  usual  duration  of  therapy  is  4 to  14  days:  in  complicated 
infections,  longer  therapy  may  be  required. 

When  treating  infections  caused  by  Streptococcus  pyogenes,  therapy  should  be  continued  for  at 
least  ten  days. 

No  dosage  adjustment  is  necessary  for  patients  with  impairment  of  renal  or  hepatic  function;  how- 
ever, blood  levels  should  be  monitored  in  patients  with  severe  renal  impairment  (eg,  dialysis 
patients)  and  in  patients  with  both  renal  and  hepatic  dysfunctions. 

Revised:  June  1993 

Roche  Laboratories 

* A Member  of  the  Roche  Group 


Prolonged  use  of  Rocephin  may  result  in  overgrowth  of  nonsusceptible  organisms.  Careful  obser- 
vation of  the  patient  is  essential.  If  superinfection  occurs  during  therapy,  appropriate  measures 
should  be  taken. 

Rocephin  should  be  prescribed  with  caution  in  individuals  with  a history  of  gastrointestinal  dis- 
ease, especially  colitis. 

Rare  cases  reported  of  sonographic  abnormalities  seen  in  the  gallbladder;  patients  may  also  have 
symptoms  of  gallbladder  disease.  These  abnormalities,  variously  described  as  sludge,  precipita- 
tions, echoes  with  shadows,  may  be  misinterpreted  as  concretions.  Chemical  nature  of  the  sono- 
graphically-detected  material  not  determined.  Condition  appears  to  be  transient  and  reversible 
upon  discontinuation  of  Rocephin  and  conservative  management.  Therefore,  discontinue  Rocephin 
if  signs  and  symptoms  suggestive  of  gallbladder  disease  and/or  the  sonographic  findings 
described  above. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Carcinogenesis:  Considering  the  maxi- 
mum duration  of  treatment  and  the  class  of  the  compound,  carcinogenicity  studies  with  ceftriaxone 
in  animals  have  not  been  performed.  The  maximum  duration  of  animal  toxicity  studies  was 
six  months. 


Hoffmann-La  Roche  Inc. 

340  Kingsland  Street 
Nutley,  New  Jersey  07110-1199 
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LETTERS  AND  VIEWPOINTS 


AMERICAN  BOARD  OF  INTERNAL  MEDICINE 


This  letter  is  a followup  to  my 
earlier  communication  (NJ  MED 
91:146,  1994).  The  American 

Board  of  Internal  Medicine’s  ap- 
peal was  heard  in  January  1994, 
and  succeeded  in  overturning  the 
earlier  decision  that  recertifica- 
tion is  unfair.  Our  appeal  current- 
ly is  in  progress.  This  appeal  will 
take  place  in  the  United  States 
Court  of  Appeals  and  the  next 
ruling  will  be  the  final  ruling  hav- 
ing been  heard  by  a panel  of  three 
judges. 

I am  disappointed  to  report 
that  there  has  been  a discouraging 
lack  of  support.  As  the  final  mo- 
ment of  truth  is  at  hand,  I strong- 
ly urge  anyone  who  believes  in 


this  cause  to  support  it.  I believe 
that  in  addition  to  whatever  finan- 
cial support  can  be  given,  a 
personal  letter  on  the  part  of  the 
individual  physician  to  the  Ameri- 
can Board  of  Internal  Medicine 
verifying  the  validity  of  what  is 
set  forth  in  the  lawsuit  would  be 
of  great  help. 

Once  again,  the  address  to 
which  any  contributions  may  be 
sent  is  Hayden,  Perle  and  Silber, 
1500  Harbor  Boulevard,  Wee- 
hawkin,  NJ  07087,  to  the  atten- 
tion of  Michael  Perle. 

If  you  have  any  questions, 
call  me  at  1/201/743-1121.  □ Bart 
De  Gregorio,  MD 


DR.  SCARECROW,  MD— A 


STORY 


When  I was  in  grade  school,  I 
read  a story.  I do  not  recall  its 
exact  title  but  my  memory  named 
it,  “The  Story  with  Two  End- 
ings.’’ The  story  is  about  a young 
boy.  He  never  knew  his  father. 
His  mother,  who  raised  geese, 
was  the  family’s  sole  support.  One 
bright,  sunny  day  on  his  way 
home  from  school  on  his  bicycle, 
this  lad  approached  the  top  of  a 
steep  hill.  As  he  did  everyday,  he 
started  his  flight  down  the  slope. 
He  began  to  build  up  incredible 
speed,  his  heart  racing,  and  the 
wind  blowing  his  hair  back.  Then 
he  realized  his  mother  and  her 
flock  of  geese  were  at  the  foot  of 
the  hill  in  the  middle  of  the  road. 
He  was  going  too  fast  to  stop. 

Ending,  one.  A desperate  cry 
was  made,  but  it  was  too  late  and 
the  bicycle  and  the  rider  crashed 
into  the  flock,  killing  or  injuring 
most  of  the  geese.  When  he  final- 
ly came  to  rest,  the  lad  got  up  and 
shook  off  the  dirt  and  admired  his 
cuts  and  bruises.  He  was  happy 
to  be  alive.  At  that  moment,  his 
mother  charged  at  him  shouting, 


“Why  couldn’t  you  have  tried  to 
avoid  hitting  the  birds.  Don’t  you 
know  that  they  are  our  only 
source  of  income  and  now  we  will 
have  to  subsist  on  only  half  of  our 
earnings?  ’ She  hit  him  again  and 
again.  Not  a single  day  would  pass 
when  his  mother  would  not 
castigate  him  for  their  loss  and  his 
selfishness  for  not  attempting  to 
avoid  those  harmless  creatures  he 
so  brutally  murdered.  Home  soon 
became  unbearable  and  he  ran 
away.  He  never  saw  his  mother 
again.  It  is  said  he  went  to  join 
a ship’s  crew  as  a galley  helper. 

Ending  two.  Though  he  could 
not  stop  the  bike,  he  was  able  to 
turn  it  off  the  road.  The  bicycle 
became  uncontrollable  on  this 
rough  terrain  and  he  crashed.  He 
tumbled  a distance  when  his  head 
hit  a rock.  His  mother  came  run- 
ning up  to  him.  When  she  saw 
him  lying  there,  she  knew  he  was 
dead.  As  she  knelt  by  his  side 
weeping  she  said,  “Why  did  he 
turn  off  the  road?  Didn’t  he  know 
it  was  dangerous?  The  worst  thing 
that  would  have  happened  if  he 
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stayed  on  the  road  would  have 
been  the  death  of  a few  geese. 
Who  cares.  Let  them  take  all  my 
geese  if  only  to  have  my  son 
back.” 

The  meaning.  I do  not  know 
why  I remember  this  story  so  well 
but  I do.  It  came  back  to  me 
recently  when  I observed  a plain- 
tiff s attorney  in  action.  God 
forbid,  if  I got  up  on  the  stand 
and  I did  not  have  my  surgical 
board  certification.  The  attorney 
would  have  said,  “What  kind  of 
doctor  are  you?  You  must  be  an 
idiot  if  you  did  not  pass  your 
board  examination.  I wouldn’t  let 
you  treat  my  dog.”  But  when  it 
was  revealed  that  the  expert  wit- 
ness who  testified  against  me  did 
not  have  his  boards,  the  attorney 
asked  the  jury  in  his  summation 
if  they  remembered  The  Wizard 
of  Oz.  And,  of  course,  they  re- 
membered the  scarecrow,  that 


highly  intelligent  hero  of  the 
story.  But  despite  all  his  in-  i 
telligence  he  still  lacked 
something.  It  was  the  wizard, 
who  was  only  a human,  who  gave 
the  scarecrow  what  he  needed.  A 
diploma,  something  to  hang  on 
the  wall.  And  that  is  all  the  boards 
are — a piece  of  paper. 

With  that  statement,  the  whole 
legal  proceeding  that  had  been 
unfathomable  to  me,  now  made 
sense.  For  physicians,  the  tort 
system  is  a story  with  two  end- 
ings. Attorneys  will  use  whatever 
ending  suits  them  and  physicians 
will  lose  regardless  of  the  out- 
come. If  the  plaintiff  wins,  we 
lose  more,  we  lose  a portion  of 
our  self-esteem  and  a portion  of 
our  souls  and  if  we  win  we  still 
lose  the  same  things,  except  for 
the  money,  for  having  gone 
through  the  process.  □ Bichard 
Wein,  MD 


HOSPITALS  WITHOUT  WALLS 


Hospitals,  as  organizations,  put 
together  certain  services.  Certain 
services  are  basic,  such  as  lodg- 
ing, boarding,  laundry,  dietary, 
telephone,  television,  and  tender 
loving  care.  Other  services  pro- 
vided are  medical  care,  such  as 
nursing,  pharmaceutical,  emer- 
gency room  care,  critical  care, 
operating  room,  radiology,  and 
pathology.  Providing  these  ser- 
vices for  a per  diem,  daily  rate, 
plus  add-on  costs,  make  the  hos- 
pital’s daily  rate  one  of  the  most 
single  costly  items  in  the  health 
care  delivery  system;  this  makes 
hospitals  the  most  expensive  cost 
center,  gobbling  up  43  to  45  per- 
cent of  health  care  dollars.  If  you 
break  these  services  down  and 
contract  them  out,  the  cost  can  be 
reduced  dramatically  and  the 
quality  of  service  can  increase 
exponentially. 

The  Hyatt  Hotel  Corporation 
can  provide  a five-star  room  in- 
clusive of  all  services  for  less  than 
$100  per  day  in  the  Princeton 
area  with  a private  bath  and  in- 
dividual bed,  without  a room- 
mate. They  can  do  the  same  for 


hospitals  under  contract.  The 
Marriott  Corporation  can  supply 
a healthy  gourmet  meal,  39,000 
feet  above  the  Atlantic  Ocean,  to 
400  passengers  of  a 747  airliner 
and  they  can  accommodate  re- 
quests for  kosher  food  or  Hindu 
vegetarian  meals,  booked  two 
months  in  advance.  Why  can’t 
they  do  the  same  for  hospital  pa- 
tients? 

Local  pharmacies  and  chain 
pharmacies  can  deliver  cost-effec- 
tive medicines  to  the  doorsteps  of 
our  homes.  Can  they  do  this  for 
the  patients  in  hospital  rooms  and 
not  charge  $3  for  one  pill? 

Home  care  companies  can 
provide  all  hospital  room  equip- 
ment and  individual,  24-hour 
nursing  care  in  a patient  s home, 
why  not  in  the  hospital?  In  the 
future,  managed  care  insurance 
companies  may  dictate  it. 

Then  there  are  MetPath, 
SmithKline,  and  other  laboratory 
and  pathology  services  with  bet- 
ter, quicker  turn-around  time  and 
good  quality  with  a smile,  not  a 
grump. 

Chains  of  anesthesia,  emergen- 
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cy  care,  neonatal  care,  and  am- 
bulatory surgery  center  com- 
panies are  emerging  and  provid- 
ing cost-effective  and  better  or 
equal  quality  care  for  the  same 
services  that  cost  more  in  the 
hospital  setting. 

The  question  is  raised  as  to 
why  we  need  hospitals  or  what 
the  future  hospital  will  look  like. 

My  concept  of  a 21st  century 
hospital  is  very  ambitious.  Future 
hospitals  only  should  provide 
catastrophic  and  tertiary  care 
such  as  heart  surgery  and  organ 
transplants.  Other  services  can  be 
provided  by  hospitals  on  a 23- 
hour,  59-minute  admission  basis 
in  an  emergency  room  setting.  If 
the  emergency  department  can 
have  a large  holding  area,  the  ma- 
jority of  the  most  common  ail- 
ments such  as  pneumonia  and 
gastroenteritis,  can  be  managed 
and  the  patient  can  be  tuned  up 
in  less  than  24  hours  and  dis- 
charged. Most  of  the  patients  with 
chest  pains  who  are  admitted  with 
the  “rule  out  myocardial  infarc- 
tion diagnosis  can  be  handled  in 
the  emergency  room.  Three 
EKGs  and  CPKs  can  be  done  8 
hours  apart,  one  upon  admission, 
8 hours  later,  and  16  hours  later. 
Cardiologists  can  see  the  patient 
in  the  emergency  room  and  the 


HEALTH-FULL-LIFE  PROGRAM 


Dr.  Louria’s  program  for  the 
promotion  of  a health-full-life 
(NJ  MED  91:20-22,  1994)  is  ex- 
cellent. It  falls  short,  nevertheless 
in  some  significant  aspects.  Atten- 
tion is  given  to  the  structure  and 
physiology  of  the  human  ma- 
chine. Let  us  consider  adding  a 
periodic  self-examination  in  terms 
of  mental  state,  life  habits,  quality 
and  degree  of  satisfaction  with  re- 
lationships and  occupation.  Self- 


echocardiogram for  wall  motion 
can  be  done  in  the  emergency 
room. 

This  sounds  very  optimistic  and 
ambitious  but  if  we  have  to  talk 
about  cost  control,  we  must  put 
everything  on  the  table. 

The  two  most  unreasonable 
cost  centers  are  hospital  care  with 
a 43  percent  share  of  the  health 
care  dollar  and  bureaucratic  in- 
surance administration  with  a 20 
to  25  percent  share  of  shrinking 
health  care  resources. 

Physicians  are  blamed  for  all  of 
the  ills  of  the  system.  Our 
services  are  18.5  percent  of  the 
total  health  care  dollar.  One-half 
of  this  goes  to  cover  the  overhead 
of  the  physicians  and  45  percent 
of  the  remaining  one-half  goes  to 
various  taxes,  leaving  5 percent  as 
spendable  income  for  a physi- 
cian's personal  and  family  ex- 
penses. 

Putting  physicians  on  a salary 
and  rigid  central  controls  will  not 
solve  the  problem.  Physicians 
make  wise  financial  decisions  on 
a daily  basis.  If  given  the  chance, 
we  can  demonstrate,  as  a group, 
that  we  can  run  hospitals  and  ad- 
minister insurance  programs  bet- 
ter than  in  the  last  30  years.  □ 
Rajendra  Prasad  Gupta,  MD 


examination  in  terms  of  emotions, 
goal  achievements  in  different 
areas,  and  adaptation  to  life 
phases  certainly  are  other  impor- 
tant components  of  a periodic  re- 
view that  might  prevent  more 
serious  health  problems  of  the 
whole  human  being.  “Mens  sana 
in  corpore  sana”  still  is  the  ideal 
for  which  to  strive.  □ Eva  Muller, 
MD 
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Are  You  Ready 
for  CLIA  & OSHA? 

Don't  make  costly  mistakes— have 

a qualified  laboratory  professional 

provide  the  help  you  need. 

© Complete  Office  Laboratory  Evaluations  for 
CLIA 

• Laboratory  Procedure  Manual  with  Quality 
Assurance  and  Quality  Control  Plans 

© Technical  Consultant  Maintenance  Plan 

• Complete  Office  Evaluation  for  OSHA  and 
DEP 

• Comprehensive  Safety  Manual 

• Customized  OSHA  Safety  Training  Programs 

• NEW!  Infection  Control  Plan  for  TB 
v*  Authorized  distributor  of  NIOSH 

approved  HEPA  respirators 
v*  Training  and  fit  testing  available 


ograms 

£ 


P.Q.L.  CONSULTANTS 

1 1 50  Concord  Drive,  Haddonfield,  NJ  08033 
For  Information  call:  609-428-POLC 
Programs  Serving  Over  500  POL's 
Throughout  New  Jersey 
Kathleen  L.  Voldish,  CLA  (ASCP),  President 
Over  20  Years  of  P O L.  Experience 
Don't  wait  until  inspection  day  to  find  out  you  are  not  in 
compliance— our  Clients  Pass  Inspections! 


VuTA 

CPA 


YDORI 
1EAM1 


Accounting  is  the  business 
language.  A CPA  is  the  team 
member  who  interprets  that 
language. 


DENNIS  M.  NAJJAR,  CFP 

Certified  Public  Accountant 

50  Mt.  Prospect  Ave. 
Clifton,  NJ  07013 
(201)  779-5005 


Giblin&Combs 

COUNSELLORS  AT  LAW 

Serving  The  Health  Care  Profession 


• Contracts  with  Managed  Care  Organizations  (HMOs,  PPOs, 

IPAs  and  others); 

• “Safe  Harbors”  under  Federal  and  State  laws  and  regulations; 

• Board  of  Medical  Examiner  investigations  and  hearings,  hospital 
privilege  disputes; 

• Medical  Malpractice  defense  and  risk  prevention; 

• Establishing,  buying  or  selling  a practice. 

C lTDT  /TTDC  I Offices:  Morristown  (201)  829-1500 

VjiDLliN  Princeton  (609)  921-0300 

COUNSELLORS  AT  LAW  I Rockaway  Twsp.  (201 ) 625-2277 
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EDITOR  S DESK 


THE  SUN  ALSO  SETS 


We  have  withstood  bitter  cold, 
blizzard  conditions,  explosions 
with  ash  fallout,  and  periodic 
flooding.  Now  we  approach  the 
suntan  season  and  give  thanks  to 
the  orb  in  the  sky  for  its  promise 
of  better  days  to  come.  We  should 
remember  that  the  sun  giveth  and 
taketh  away;  it  is  responsible  for 
good  weather  and  bad,  and  for  the 
ability  of  this  planet  to  maintain 
life  as  we  know  it. 

Just  to  remind  you  — the  sun  is 
a yellow  dwarf,  a glowing  ball  of 
flaming  gases  at  the  center  of  the 
solar  system.  It  is  865,000  miles 
in  diameter,  which  is  109  times 
that  of  earth  and  10  times  wider 
than  Jupiter,  the  largest  planet. 
Its  volume  is  1.3  million  times 
that  of  earth.  Its  mass  comprises 
99.8  percent  of  the  solar  system 
and  is  333,000  times  that  of  the 
earth.  If  the  sun  were  to  be 
represented  by  a skyscraper,  the 
earth  would  be  a pedestrian  and 
the  moon  would  be  a small  dog 
alongside.  The  sun  has  a gravita- 
tional pull  28  times  as  strong  as 
earth.  Its  orbit  places  it  91.4 
million  to  94.5  million  miles  from 
us  and  it  takes  8 minutes  and  20 
seconds  for  sunlight  to  reach  us, 
traveling  over  186,000  miles  per 
second. 

The  sun  is  composed  of  75  per- 
cent hydrogen  and  about  25  per- 
cent helium,  with  the  remainder 
consisting  of  over  70  elements.  Its 
power  comes  from  nuclear  fusion, 
producing  a surface  temperature 
of  10,000°F  and  a core  tempera- 
ture of  27,000,000°F.  The  earth 
receives  slightly  more  than  two 
billionth  of  the  energy  produced 
by  the  sun.  This  amounts  to  two 
calories  per  cm2/minute,  a figure 
known  as  the  “solar  constant”; 
over  many  decades,  calculations 
have  shown  a variation  of  no  more 
than  a few  tenths  of  1 percent 
from  that  number. 


Howard  D.  Slobodien,  MD 


The  sun  has  been  worshiped 
primarily  by  agricultural  people 
including  Egyptians,  Babylonians, 
Persians,  northern  Indians, 
Sumerians,  Greeks,  Aztecs, 
Mayans,  Incas,  and  others  who 
knew  that  the  sun's  rays  were  es- 
sential to  their  crops.  The  Egyp- 
tians worshiped  Ra,  who  sailed 
across  the  sky,  and  Heliopolis  was 
their  “city  of  the  sun.  The 
Greeks  knew  that  Phoebus  Apollo 
raced  a sun  chariot  across  the 
heavens.  Vedic  Hinduism  s sun 
deity  was  named  Surya  or  Mitra. 
Mithraism  in  Persia  had  the  “in- 
visible sun.  The  Eskimos  felt  the 
sun  traveled  in  a boat  at  night 
beyond  the  horizon  and  produced 
the  aurora  borealis,  the  northern 
lights.  Maoris  heroes  had  fought 
the  sun,  which  then  limped  across 
the  firmament. 

Kings  and  princes  considered 
themselves  siblings  or  children  of 
the  sun.  The  Japanese  emperor 
has  been  considered  a descendant 
of  the  sun  goddess,  Amaterasu-O- 
Mi-Kami.  Peruvian  Incas  deemed 
themselves  children  of  old  Sol, 


who  was  the  most  important  of 
their  sky  gods,  all  of  them  subser- 
vient to  the  god  of  creation, 
Viracocha. 

Sunday,  meaning  “day  of  the 
sun,”  originated  with  ancient 
pagan  (Teutonic)  tribes,  and  the 
remaining  days  of  the  week  were 
named  after  the  moon  (Monday) 
and  the  five  known  planets  visible 
to  the  naked  eye  from  earth:  Mars 
(Tuesday),  Mercury  (Wednesday), 
Jupiter  (Thursday),  Venus  (Fri- 
day), and  Saturn  (Saturday). 

North  and  South  American  In- 
dians (Native  Americans)  also  be- 
lieved in  sun  gods.  To  the  North 
American  Great  Plains  Native 
Americans,  the  Sun  Dance  was  a 
necessary,  central  ritual,  whereby 
the  sun  was  begged  for  blessings; 
extreme  self-torture  was  common- 
ly associated.  The  dance  was 
named  by  the  Dakota  Sioux,  who 
stared  at  the  sun  as  they  danced. 
The  dance  was  ordinarily  held  an- 
nually and  was  continued  through 
the  years,  primarily  by  the 
northern  Arapaho,  the  Crow,  and 
the  Shoshones. 

Sundials  were  used  for  millenia 
to  tell  time,  having  been 
employed  in  Babylon  as  early  as 
2000  BC.  The  first  sundials 
probably  were  sticks  in  the 
ground,  but  the  sundial  described 
by  Berossus,  a Babylonian  priest 
of  about  200  BC,  was  more 
elaborate  and  had  a bead  whose 
shadow  moved  circularly  and  was 
divided  into  12  equal  “temporary 
hours,  so-called  because  they 
changed  with  the  seasons.  The 
device  also  was  refined  and  de- 
veloped by  the  Egyptians  and 
especially  by  the  Greeks,  who, 
about  150  AD,  used  trigonometry 
to  place  more  accurate  hour  lines. 
The  golden  European  age  of  sun- 
dials lasted  from  the  16th  to  the 
19th  centuries,  when  most  were 
supplanted  by  more  accurate 
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timepieces.  Today  they  enhance 
many  gardens. 

Sunrise  and  sunset  occur  be- 
cause of  the  rotation  of  the  earth 
and  we  are  blessed  with  four  extra 
minutes  of  daylight  because  the 
earth’s  atmosphere  refracts  the 
rays  of  the  sun.  We  also  are 
blessed  by  the  presence  of 
sunshine  and  sunset  laws.  Sunset 
laws  began  in  a few  states  in  1976, 
and  were  adopted  by  most  states 
by  the  mid-1980s;  they  allow 
legislatures  to  review  state  gov- 
ernmental agencies  and  their  reg- 
ulations in  an  effort  to  force  effi- 
ciency and  to  control  spending.  (I 
wonder  whether  Governor  Whit- 
man will  take  full  advantage  of 
this  type  of  law.)  Sunshine  laws, 
on  the  other  hand,  are  designed 
to  force  openness  at  meetings  of 
federal,  state,  and  local  gov- 
ernmental agencies.  Local  meet- 
ings were  opened  in  Florida  in 
1905.  California  and  New  Mexico 
passed  the  first  statewide  ones  in 
1953.  Watergate  provided  im- 
petus and  the  federal  government 
opened  many  meetings  to  the 
public  in  the  “Government  and 
the  Sunshine  Act’’  in  1976;  all 
states  had  them  by  1977.  It  is 
unfortunate  that  some  exclusions, 
designed  to  protect  the  privacy  of 
individuals  and  of  commercial 
transactions  under  certain  cir- 
cumstances, allowed  the  many 
developmental  meetings  devoted 
in  1993  to  health  care  and  health 
insurance  reform  to  proceed 
clandestinely,  away  from  public 
scrutiny. 

The  Sun  Also  Rises,  by  Ernest 
Hemingway,  often  is  considered  a 
handbook  for  the  “lost  genera- 
tion" that  survived  a war,  lived 
hand  to  mouth,  and  had  no  per- 
manent roots.  (It  would  seem  ap- 
plicable to  veterans  of  World  War 
I and  the  Vietnam  conflict.)  Hem- 
ingway himself,  who  took  the  title 
from  Ecclesiastes,  felt  the  true 
hero  was  “the  abiding  earth  and 
the  characters  came  and  departed 
between  sun  and  sun.  The  sun 
rises;  it  also  sets. 

The  earth’s  atmosphere  acts 
like  a greenhouse;  it  traps  the 


heat  of  the  sun  as  does  the  glass 
of  the  greenhouse,  thus  conserv- 
ing the  radiated  energy.  It  makes 
possible  the  food  chain,  whereby 
energy  from  the  sun,  combined 
with  water  from  the  soil  and 
carbon  dioxide  from  the  air, 
produces  plant  life,  yielding  food 
and  oxygen  to  other  life  forms.  (Of 
interest  is  the  normal  21  percent 
oxygen  level  in  the  air.  Much  less 
would  be  inimicable  to  life,  and 
much  more  would  lead  to  in- 
cineration of  everything  on  the 
surface  of  the  earth.)  The  sun  also 
is  responsible  for  all  our  energy 
sources,  both  directly  and  in- 
directly— the  fossil  fuels,  the 
creation  of  winds,  the  evaporation 
of  water  with  resultant  rain,  water 
power,  and  the  like. 

From  earliest  times,  people  be- 
lieved sunlight  had  magic  healing 
powers.  Scientific  studies  began 
at  the  turn  of  the  century.  Ultra- 
violet rays  from  the  sun  were 
shown  to  produce  vitamin  D in 
the  skin.  Niels  Finsen,  a Danish 
physician,  received  the  Nobel 
prize  in  physiology  or  medicine  in 
1903  for  showing  that  tubercu- 
losis could  be  treated  by  exposure 
to  sunlight.  Rest  and  sunlight 
were  considered  optimal  therapy 
for  pulmonary  tuberculosis  for 
generations,  often  in  the  many 
sanitoria  developed  for  the 
purpose.  All  the  studies  were 
deemed  to  corroborate  the  ability 
of  the  sun  to  cure,  to  stimulate, 
and  to  sterilize.  The  (mis)  concep- 
tion continues.  Heliotherapy  is 
big  business.  Resort  areas  tout 
their  beaches  and  pools.  Home 
sunlamps  and  tanning  salons 
proliferate.  Lotions,  ointments, 
and  creams  are  guaranteed  to 
promote  a more  youthful  and  vi- 
brant appearance.  Deleterious  ef- 
fects are  ignored. 

This  much  is  clear.  Ultraviolet 
rays  applied  to  the  skin  do  not 
improve  the  tone  of  body  tissues, 
do  not  improve  metabolism,  do 
not  aid  mental  acuity,  and  do  not 
act  as  bracers  or  tonics.  They  do 
not  even  prevent  colds.  However, 
they  do  age  the  skin,  in  some 
instances  as  though  radiation 


therapy  had  been  applied  in  a 
haphazard  manner.  They  increase 
the  skin’s  production  of  keratoses. 
They  have  a direct  relationship  to 
the  increased  incidences  of  basal 
cell  and  squamous  cell  carcino- 
mas and  of  melanomas.  In  some 
unfortunate  people,  acute  sen- 
sitivity reactions  may  develop. 

However,  youth  and  immortali- 
ty tend  to  represent  synonymous 
terms.  Why  should  a sun-wor- 
shiping teenager  or  an  island  hop- 
per worry  about  things  that  hap- 
pen only  to  old  people?  There 
will  be  plenty  of  time,  they  im- 
agine, to  worry  later,  when  dis- 
eases have  become  things  of  the 
past  and  the  fountain  of  youth  has 
been  bubbling  for  years.  Are  they 
re-enacting  an  ultra-modern  ver- 
sion of  the  Sun  Dance,  without 
realizing  the  extreme  self-torture 
they  are  inflicting  on  their  hides? 
Is  a deep  suntan  a sign  of  health 
or  of  foolishness?  □ Howard  D. 
Slobodien,  MD 

The  sun,  the  hearth  of  affec- 
tion and  life,  pours  burning  love 
on  the  delighted  earth. 

Arthur  Rimbaud  (1854-1891) 
Collected  Poems 

These  are  the  soul’s  changes. 
1 don’t  believe  in  aging.  I be- 
lieve in  forever  altering  one’s 
aspect  to  the  sun.  Hence  my 
optimism. 

Virginia  Woolf  (1882-1941) 
The  Diary  of  Virginia  Woolf 
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Prints  directly  to  location 

ot  MD's  

choice 


MD  dictates  into 
any  phone 


ScribeLink  Digital  System 


Referring  MD’s,  Insurance  Co.’s,  Attorneys,  etc. 
can  access  information  immediately  by  telephone 
using  an  authorized  code 


Medical  Transcription  Service 


! Since  1980,  ScribeLink  has  been 
I building  a reputation  in  the  medical 
transcription  field  based  on  quality, 

; honesty  and  unsurpassed  reliability. 
Our  highly  trained  professionals 
' and  Quality  Assurance  Program 
guarantee  accurate  results  as  well 
as  on-time  delivery— time 
after  time,  And  our 
unconditional  guaran- 
tee  assures  you  every. 
report  is  exactly  right.  If, 
for  any  reason,  your  : . 
report  is  unsatisfactory,  we'll 
reprocess  it  in  one  hour— at  no 
charge,  (Plus,  there  will  be  no 
charge  for  the  initial  report  as  well). 
From  small  practices  to  group 
mergers,  count  on  the  expertise  of 
ScribeLink  to  tailor  a program  that 
fits  your  specific  needs, 


• Digital  dictation  system  with 
added  value  features 

• 24-hour  personal  assistance 


• The  ScribeLink  Guarantee 

For  more  informction, 
call  1-800-242-7137.  A g%3 


Dental  Rates  Now  Reduced  By  10  Percent 

A 10%  rate  reduction  on  MSN}  dental  coverage  follows  two  consecutive  annual  renewals 
with  no  rate  increases.  The  reason?  Good  claims  utilization  of  this  experience-rated  program 

means  favorable  rates  to  you. 

Health  Care  Rates  Now  Renewed  At  No  Change 

And  remember,  that’s  no  change  from  a 10%  rate  reduction  implemented  in  July,  1993. 

Prior  to  that,  renewal  rates  had  remained  unchanged  since  1991.  Again,  good  claims  utilization 
allows  the  MSNJ  Health  Care  Plan  to  consistently  renew  its  commitment  to  lower  premiums. 

Comprehensive  Coverage.  Competitive  Costs.  Provider  Choice. 

You  am  judge  the  MSNJ  Health  Care  and  Dental  Plans  by  their  comprehensive  coverage 
and  competitive  rates.  And  by  their  following.  Our  health  care  and  dental  programs  are  the 
plans  of  choice  for  thousands  of  MSNJ  members.  You  have  total  freedom  in  choosing  hospital 
and  physician  providers,  without  reducing  benefits  for  choosing  one  provider  over  another. 

For  more  information,  please  call 
William  Bloor,  Assistant  Vice  President, 

Donald  F.  Smith  & Associates 

3120  Princeton  Pike,  P.O.  Box  6509,  Lawrenceville,  NJ  08648-0509 
Telephone  (609)  895-1616  (800)  227-6484 

Plans  are  underwritten  by  Blue  Cross  and  Blue  Shield  of  New  Jersey  and  are  not  available  to  residents  of  New  York  State. 

[DONALD  E SMITH^V ASSOCIATES) 
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GUEST  EDITORIAL 


UGLY  AS  SUN 


Ultraviolet  (UV)  radiation 
causes  needless  decay  and 
destruction  to  the  skin.  The 
article  by  Mr.  Nguyen,  and  Drs. 
Topilow  and  Frank  in  this  issue 
(page  321)  reminds  us  of  these 
ravages  and  points  out  that  there 
is  much  to  be  done  to  prevent  sun 
damage. 

Our  current  concerns  about  the 
vanishing  ozone  layer  are  the  be- 
ginning of  a global  awareness  that 
steps  must  be  taken  to  reverse  the 
trend  toward  the  ever-increasing 
incidence  of  melanoma  and  non- 
melanoma skin  cancers.  While  we 
wait  for  the  decisions  of  nations 
to  bring  about  environmental 
changes,  much  can  be  done  at  the 
personal  level,  especially  for  the 
citizens  of  New  Jersey. 

Knowledge  is  the  key  to 
promoting  effective  preventive 
measures.  Learning  cannot  begin 
too  early,  since  the  majority  of 
radiation  damage  occurs  well 
before  the  start  of  the  third 
decade  of  life.  Parents  must  be 
taught  to  protect  the  skin  of  in- 
fants and  children  using  ap- 
propriate clothing  and  sunscreen 
preparations.  They  should  foster 
good  play  habits,  avoiding  ex- 
posure during  the  hours  of  10  A M. 
and  3 P.M. 
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Additional  help  exists  for  teach- 
ing kindergarten  through  fourth 
grade  students  about  sun  safety. 
A program  developed  by  the 
American  Academy  of  Derma- 
tology, which  is  available  through 
the  American  Cancer  Society,  uti- 
lizes coloring  books  and  other  im- 
aginative means  of  promoting  the 
message  to  youngsters.  Newer 
programs  are  designed  specifical- 
ly for  teenagers,  capitalizing  on 
their  interest  in  acne  and  leading 
to  consideration  of  total  good  skin 
care,  including  UV  radiation 
protection. 

The  populations  of  fledglings 
and  young  adults  are  the  hardest 
to  sell  on  sun  protection.  They 
equate  tan  skin  with  “health  and 
looking  good  rather  than  signs  of 
damage.  To  them,  the  use  of 
protective  clothing  or  sunscreens 
is  uncool.  The  skin  cancer  threat 
falls  on  deaf  ears;  they  are  im- 
mortal, and  melanoma  is  going  to 
kill  the  next  guy,  not  them. 

They  do  listen,  however,  when 
told  that  the  sun  makes  them 
ugly.  What  generally  is  con- 
sidered aging  skin  actually 
represents  signs  of  UV  damage. 
Talk  about  radiation  rather  than 
sun.  UV  rays  are  rays  you  cannot 
see  or  feel  but,  like  x-rays,  have 


profound  biological  effects.  Ask 
young  adults  if  they  think  it  is 
cool  to  expose  themselves  to 
x-rays.  Would  they  like  a face  full 
of  wrinkles,  liver  spots,  or  mottled 
pigmentation?  How  about  the 
persistent  black  hemorrhages 
under  the  transparent,  glossy  skin 
of  exposed  forearms?  Anyone 
eager  for  the  bulbous,  red,  mis- 
shapen nose  and  glowing  facial 
vessels  of  rosacea?  Show  clinical 
photographs  of  these  conditions 
and  watch  the  reaction. 

Try  to  provide  free  sunscreen 
samples  from  different  manufac- 
turers, so  patients  may  determine 
which  sunscreen  is  compatible 
with  their  skin.  Free  samples 
minimize  the  concerns  about 
price,  since  there  is  nothing  as 
expensive  as  a purchased 
sunscreen  that  cannot  be  used. 
Warn  young  persons  about  tan- 
ning parlors,  as  there  is  no  such 
thing  as  a healthy  tan. 

Every  physician  looks  into  the 
face  of  every  patient  and  that 
ought  to  be  reminder  enough  to 
provide  the  assistance  to  help 
keep  that  patient  and  his  loved 
ones  looking  their  youngest  and 
healthiest,  so  that  they  can  lead 
a happier  and  healthier  life.  □ 
Christopher  M.  Papa,  MD 
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Joseph  A.  Britton  Agency  — 

As  specialists  in  medical  malpractice 
for  over  20  years,  we  understand  the 
unique  insurance  needs  of  New 
Jersey  physicians.  Our  advantages: 

• Currently  serve  thousands  of  the 
state's  physicians 

• Prompt  premium  quotes 

• Discounts  for  new  practitioners 

• Directly  issue  policies  and 
endorsements 

: • Easy  payment  options 

• Prompt  guidance  in  claim  matters 

• Princeton  Insurance  Company’s 
Largest  Agent 

Our  fully  licensed,  knowledgeable  staff 
responds  to  questions  and  special 
requests  promptly  and  professionally. 

Joseph  A.  Britton  Agency,  Inc, 

855  Mountain  Avenue 
Mountainside,  NJ  07092 
— 908/654-6464  — — ■ - 


Now  is  the  time  for  you  to  solidify  contracts  with 
managed  care  organizations  that  can  direct  patients 
to  your  office  - HMDs,  PPOs,  TPAs,  self-insured 
companies  and  others. 

MedHealth  Management  Corporation  maintains  a 
complete  database  of  managed  healthcare 
companies  licensed  to  operate  in  New  Jersey.  Our 
experienced  team  can  handle  all  of  your  contracting 
needs  including  identifying  appropriate 
opportunities  and  negotiating  reimbursement. 

This  service  is  available  to  individual  and  group 
practices  as  well  as  specialty  centers. 

MedHealth  Management  Corporation 


21 1 Essex  Street,  Suite  304 
Hackensack,  NJ  07601 


(201)342-9155 


cfkeo dctiiti  rjd.  COUNSELORS  AT  LAW 

^MAcna/i^ed 

► Evaluation  and  negotiation  of  managed  care  agreements  with 
Individual  Practice  Associations,  Preferred  Provider  Networks, 
Health  Maintenance  Organizations  and  Commercial  Insurers; 

► Advice  regarding  federal  and  state  laws  affecting  physicians’ 
practices,  laboratories,  and  joint  ventures; 

► Representation  before  the  Newjersey  Board  ofMedical  Examiners, 
other  state  and  federal  agencies,  and  in  the  sale  of  physician 
practices  or  investment  interests. 

I 044  Route  22  West 
Mountainside,  Newjersey  07092 
(908)  789-7977  (908)  789-9699  Fax 


^DO/ie  SPemiceti 
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PRESIDENT’S  PAGE 


MSNJ  PRESIDENT  ADDRESSES  CONGRESSIONAL  DELEGATION 


Upon  request  by  Joseph  N. 
Micale,  MD,  president  of  the 
Medical  Society  of  New  Jersey 
(MSNJ),  a contact  was  made  with 
Congressman  William  Hughes, 
dean  of  the  New  Jersey  con- 
gressional delegation,  for  a meet- 
ing with  the  delegation  and  the 
MSNJ  executive  committee.  Con- 
gressman Hughes  enthusiastically 
agreed  to  opening  dialogue  with 
physicians  for  input  and  dis- 
cussion on  health  care  reform. 

The  meeting  was  scheduled  for 
February  9,  1994,  and  an  invita- 
tion was  issued  to  all  New  Jersey 
legislators  to  attend  a breakfast 
meeting  at  the  Rayburn  Building 
in  Washington,  DC.  The  effort 
was  coordinated  by  Dr.  Micale, 
Barbara  Mihalik,  Clark  Martin, 
MSNJ  lobbyist,  and  the  American 
Medical  Association  (AMA)  Wash- 
ington, DC-based  staff.  The  ex- 
ecutive committee  planned  to  dis- 
cuss various  issues  on  the  train  en 
route  to  Washington,  DC. 

On  February  8,  1994,  however, 
a major  snowstorm  in  the 
northeast  brought  all  plans  to  a 
halt.  After  weighing  the  im- 
portance of  the  opportunity  to 
meet  with  the  delegation  as  a 
group,  the  physicians  agreed  to 
attempt  to  reach  Washington, 
DC.  Dr.  Micale  left  from  New 
York  City.  As  the  train  proceeded 
to  Washington,  DC,  other  mem- 
bers were  to  board;  however, 
many  were  unable  to  come  due 
to  weather  conditions. 

Dr.  Micale  was  the  only  physi- 
cian to  reach  Washington,  DC. 
He  was  joined  by  Clark  Martin 
and  a meeting  was  held  with  the 
AMA  staff.  There  was  a briefing 
on  AMA  policies  such  as  anti- 
trust legislation  and  malpractice 
reform. 

Due  to  weather  conditions, 
there  would  be  low  participation 


Joseph  N.  Micale,  MD 


at  the  meeting.  AMA  staff  noted 
that  if  a “liberal  leave  policy’  was 
in  effect,  the  group  would  be 
lucky  to  have  the  arranged  break- 
fast meeting. 

On  February  9,  1994,  a “liberal 
leave  policy’  did  go  into  effect, 
meaning  that  many  federal 
employees  would  not  be  at  work. 
Our  AMA  representatives  tele- 
phoned and  advised  us  that  there 
probably  would  be  no  one  in  at- 
tendance at  the  meeting,  and  that 
perhaps  we  should  head  home  to 
New  Jersey.  After  conferring  with 
Clark  Martin,  we  decided  to 
proceed  to  the  Rayburn  Building 
and  meet  with  whomever  braved 
the  elements  to  hear  what  MSNJ 
had  to  say.  When  we  arrived  at 
7:30  A.M.,  the  front  gates  were 
closed,  and  we  thought,  “Well, 
that’s  it.  One  more  try,  the  side 
door,  and  we  were  inside. 

Surprisingly  enough,  our  meet- 
ing room  was  in  the  process  of 
being  set  up.  Now  the  concern 
was,  “Would  the  legislators  at- 
tend?" When  Congressman  Wil- 
liam Hughes  arrived,  all  of  our 
anxieties  were  alleviated,  and  we 
were  ready  to  proceed. 

The  meeting  was  a great  suc- 
cess. In  attendance  were:  Con- 


gressman William  Hughes  and 
aide  Sara  Cintron;  Congressman 
Robert  Franks;  Congressman 
Dean  A.  Gallo  and  aide  Julia  Um- 
lauf;  Congressman  Herbert  Klein 
and  aide  Christopher  LaBianco; 
Congressman  Robert  Menedez; 
Congressman  Frank  Pallone,  Jr; 
Congressman  Donald  M.  Payne; 
Congressman  Richard  Zimmer; 
and  legislative  assistants  Michelle 
Colitsas,  James  A.  Paretti,  Jr,  and 
Kathy  Kenyon. 

The  format  was  a roundtable 
discussion.  After  introductions  by 
Congressman  Hughes,  which  in- 
cluded a special  mention  of  Edith 
Tortora  Micale,  RP,  the  president 
of  the  New  Jersey  State  Board  of 
Pharmacy,  the  meeting  began 
with  a 15-minute  presentation  by 
Dr.  Micale. 

It  was  a rare  opportunity  to 
have  the  congressmen  sitting 
around  one  breakfast  table,  to  ask 
questions  and  have  a discussion 
with  Mrs.  Micale,  Clark  Martin, 
and  Dr.  Micale.  We  look  forward 
to  other  discussions  in  different 
forums  in  the  near  future. 

Remarks  to  the  delegation.  The 
9,500  physician-members  of 
MSNJ  have  a strong  interest  in 
assuring  an  affordable,  high-quali- 
ty universally  accessible  health 
care  system. 

Let  me  begin  by  thanking  the 
members  of  the  congressional 
delegation  for  their  support  and 
assistance  involving  Pennsylvania 
Blue  Shield’s  (PBSs)  request  for 
refunds  and  punitive  interest  pay- 
ments from  physicians  for  previ- 
ous overpayments.  These  over- 
payments resulted  from  PBS’s  er- 
roneous instructions  to  physicians 
on  Medicare  claims.  This  matter 
remains  unresolved  and  may  re- 
quire support  in  the  future. 

Health  system  reform:  The 

basics.  First  and  foremost,  a 
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Table.  Data  on  the  population  in  New  Jersey. 

® 840,000  people  in  New  Jersey  lack  health  insurance 

• Over  600,000  of  the  uninsured  live  on  incomes  of  less  than  300 
percent  of  the  federal  poverty  level 

• Low  income  level  can  be  assumed  to  be  a major  factor  in  their  lack 
of  insurance 

Groups  lacking  health  insurance 

• 9 percent  of  children 

• 12  percent  of  adults  aged  18  to  65  years 

• 14  percent  of  single  parent  families 

• 27  percent  of  single  adults  without  children 

Full-time  workers 

• Of  persons  living  in  families  in  which  at  least  one  member  is  a full- 
time employee,  9 percent  (500,000)  have  no  insurance 

• Of  all  full-time  workers,  10  percent  are  uninsured 

Part-time  workers 

• 14  percent  of  part-time  workers  have  no  insurance 


health  system  reform  act  must  as- 
sure universal  coverage  for  a 
minimum  set  of  health  benefits 
for  every  American.  Legislation 
should  enhance  competitive 
market  forces  in  order  to  con- 
strain rising  health  care  costs  and 
maintain  high-quality  care. 

Under  health  system  reform, 
states  should  remain  free  to  craft 
their  own  approaches  that 
respond  to  local  needs.  State  flex- 
ibility would  permit  states  to  limit 
the  regulatory  role  of  health  al- 
liances, permit  employers  to  opt 
out  of  health  alliance  plans,  set  up 
alternative  mechanisms  for  cover- 
ing the  uninsured,  and  expand 
the  composition  of  the  boards  that 
govern  health  alliances. 

Universal  coverage.  We  rec- 
ognize a variety  of  approaches  to 
universal  coverage,  including  an 
employer  mandate,  an  individual 
mandate,  and  health  IRAs.  We 
are  not  wedded  to  any  single  ap- 
proach. 

New  Jersey  has  made  great 
strides  toward  assuring  universal 
coverage.  A series  of  bipartisan 
reform  acts  (P.L.  1992,  chapters 
160-162)  has  established  five  stan- 


standard  plans  for  small 
employers,  individuals,  and  peo- 
ple who  now  are  uninsured  and 
need  subsidies  to  obtain  coverage. 
This  legislation  — and  other  pro- 
grams—should  be  preserved. 

Consider  the  subsidized  in- 
surance program.  This  new  and 
carefully  conceived  effort  (or- 
iginally New  Jersey  SHIELD, 
and  later  ACCESS)  is  aimed  at 
approximately  630,000  people 
who  lack  insurance,  are  ineligible 
for  Medicaid,  and  earn  less  than 
three  times  the  level  of  poverty. 
The  program  will  cost  $50  million 
this  year,  rising  gradually  to  $200 
million  in  1997. 

There  appears  to  be  a fallacy 
concerning  Medicaid.  It  generally 
is  felt  that  those  below  the  pover- 
ty level  are  covered  by  Medicaid; 
however,  160,000  New  Jerseyans 
who  live  below  the  poverty  level 
are  neither  covered  nor  eligible 
for  Medicaid. 

There  are  233,000  people  in 
New  Jersey  who  earn  between 
100  and  199  percent  of  the 
federal  poverty  level  income. 
There  are  245,000  people  who 
earn  200  to  300  percent  of  the 


federal  poverty  income  level. 
These  total  approximately 
630,000  people  who  would  be 
eligible  for  the  subsidized  in- 
surance program. 

Figures  indicate  that  too  many 
people  are  vulnerable  to  the  im- 
pact of  becoming  ill  without  the 
ability  to  pay  for  quality  care. 
Moreover,  when  the  uninsured 
must  resort  to  emergency  room 
care,  where  the  average  fee  per 
visit  ranges  from  $130  to  $160, 
everyone  pays  in  the  form  of 
higher  hospital  bills  and  higher 
insurance  premiums.  The  subsi- 
dized insurance  program  seeks  to 
reduce  the  cost  of  charity  care  by 
increasing  the  number  of  covered 
patients,  and  stressing  preventive 
and  primary  care. 

Currently,  MSNJ  is  developing 
a panel  of  physicians  to 
participate  in  the  subsidized  in- 
surance program  at  reduced  reim- 
bursement rates.  More  than  2,700 
physicians  have  registered  an  in- 
terest in  participating.  We  also 
have  established  a Committee  on 
Quality  to  assess  and  ensure  high 
quality  care. 

Statistics  regarding  the  popula- 
tion of  New  Jersey,  including  a 
breakdown  of  groups  lacking 
health  insurance  is  shown  in  the 
Table. 

Insurance  market  reform.  Gov- 
ernor Whitman  and  state  legisla- 
tive leaders  are  wrestling  with  is- 
sues involving  the  implementa- 
tion of  the  1992  New  Jersey  re- 
forms. These  issues  include: 

• Community  rating,  under 
which  insurance  premiums  are 
set  geographically  rather  than  on 
the  basis  of  demographic  factors. 
In  general,  we  support  communi- 
ty rating  so  that  insurance  is  af- 
fordable to  high-risk  groups. 

• Mandatory  conversion, 
which  would  require  all 
employers  of  fewer  than  50  work- 
ers to  shed  their  existing  in- 
surance plans  and  replace  them 
with  the  new  standard  five  plans. 
In  general,  we  believe  that 
employers  should  be  free  to  ar- 
range their  own  insurance  con- 
tracts and  determine  their  own 
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benefits,  so  we  are  skeptical  of  the 
need  for  mandatory  conversion. 

• Pre-existing  conditions,  an 
issue  involving  an  insurer’s  ability 
to  deny  payments  for  treating 
medical  conditions  that  were 
diagnosed  before  the  patient  ob- 
tained insurance  coverage  from 
the  insurer.  This  ability  should  be 
severely  limited. 

• Portability  of  coverage, 
protecting  people  from  losing  in- 
surance when  they  change  jobs. 
Portability  obviously  is  an  essen- 
tial component  of  universal  cov- 
erage. 

Antitrust  reform.  Physicians 
who  engage  in  negotiations  may 
be  threatened  with  prosecution  or 
civil  litigation.  We  feel  that 
legislation  should  permit  any  ac- 
tivity of  a medical  self-regulatory 
entity  with  respect  to  standard 
setting  and  enforcement  activity 
designed  to  promote  quality  of 
health  care  provided  to  patients. 
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Professional  liability.  In  1974, 
California’s  liability  reform  laws 
were  passed  when  premiums 
were  roughly  equivalent  in  Cali- 
fornia and  New  York.  Today, 
premiums  are  40  percent  higher 
in  New  York  than  in  California, 
largely  as  a result  of  the  reform 
laws  passed  in  1974.  We  recom- 
mend, among  other  things:  a 

certificate  of  merit,  a $250,000 
cap  on  noneconomic  damages, 
mandatory  periodic  payment,  and 
a sliding  scale  of  attorney  fees. 

It  should  be  noted  that  the  cost 
of  “defensive  medicine”  has  been 
estimated  at  $4  million  to  $25 
billion  per  year,  nationwide. 

Freedom  of  choice.  MSNJ  feels 
that  patients  should  have  the  right 
to  select  the  physician(s)  they 
choose,  and  that  physicians 
should  have  the  right  to  select  the 
type  of  health  care  program  or 
insurance  program  under  which 
they  wish  to  render  their  services. 


Autonomy.  MSNJ  asks  that  you 
allow  us  to  preserve  autonomy  for 
the  physicians  and  for  the  patient 
advocate. 

Reduction  of  administrative 
costs.  We  favor  reducing  adminis- 
trative costs  via  mechanisms  such 
as  standardizing  claim  forms  and 
decreasing  the  volume  of  paper- 
work and  government  regulations. 

Emphasis  on  primary  care.  We 
feel  that  incentives  should  be 
created  to  encourage  medical  stu- 
dents to  enter  primary  care  (fami- 
ly practice,  pediatrics,  general  in- 
ternal medicine,  and  obstetrics) 
but  that  quotas  and  penalties 
should  not  be  used  to  limit 
subspecialization. 

Conclusion.  These  are  a 
number  of  issues  that  concern 
MSNJ  with  regard  to  forthcoming 
health  system  reform.  We  would 
like  to  encourage  ongoing 
dialogue  on  these  issues.  □ 
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The  activity  under  way  in  Hamilton  Township  on  Route  33  at  the 
junction  of  Nottingham  Way  in  Mercer  County  heralds  the  Grand 
Opening  of  the  largest  office  condominium  complex  in  New 
Jersey:  GOLDEN  CREST  CORPORATE  CENTER.  Indeed,  GCCC 
may  be  the  largest  project  of  its  kind  in  the  Eastern  U S. 

As  designed,  Golden  Crest  Corporate  Center’s  12  buildings  will 
provide  240,000  square  feet  of  general  office  and  medical  space 
on  43  acres  in  one  of  the  state's  fastest-growing  communities. 
It  is  four  to  six  times  the  size  of  the  average  professional  con- 
dominium project,  which,  according  to  Richardson  Realtors 
Commercial  Division’s  Nancy  Mattei,  the  exclusive  broker/sales 
manager  of  the  property,  is  typically  40,000  to  60,000  square  feet. 

Although  perceived  by  some  to  be  unusually  grand  in  scale, 
Golden  Crest  Corporate  Center  has  a distinctive  professional 
appearance  that  offers  individuality  and  a personal  identity  to  its 
occupants.  Designed  by  Barton  Associates  Architects  of 
Philadelphia  and  developed  by  Strassberg  Associates,  L.P., 
Golden  Crest  Corporate  Center's  exterior  design  is  rustic,  featur- 
ing an  interplay  of  stone  and  solid  cedar  facades  on  single-story 
buildings.  Private  exterior  front  and  rear  entrances,  flexible  custom- 
ized floor  plans,  full  handicap  accessibility  and  broad  zoning 
requirements  allow  for  a wide  range  of  uses  in  the  professional 
and  medical  fields.  As  testimonial  to  its  quality  construction  and 
attractive  design,  Golden  Crest  Corporate  Center  has  just  received 
the  1994  SAM  Award  for  the  Best  Commercial  Building/Project 
presented  by  the  New  Jersey  Builders  Association. 

“This  is  the  right  project  in  the  right  place  at  the  right  time,”  said 
Mattei,  who  noted  that  demand  for  this  type  of  project  is  bound 
to  be  high,  as  there  have  been  no  comparable  projects  in  such 
a prime  location  available  in  recent  years.  “The  same  conditions 
that  make  owning  a home  so  attractive— reasonable  prices  and 
low  interest  rates— apply  to  professional  condominium  ownership 
as  well.  Golden  Crest  Corporate  Center  provides  a unique  op- 
portunity for  professionals  who  want  to  take  advantage  of 
ownership-related  tax  benefits  while  building  equity  simultaneous- 
ly—something  crucial  which  leasing  does  not  provide,”  Mattei 
said. 

Office  condominiums  at  Golden  Crest  are  available  from  1,150 
to  27,000  square  feet.  Pre-construction  pricing  starts  at  $120  per 
square  foot,  with  one  of  the  most  generous  work-letters  in  the 
industry. 

Up  to  100%  financing  is  available  to  qualified  purchasers.  In 

addition  to  the  real  estate  purchase,  loans  are  available  for  the 
acquisition  of  equipment  and  inventory,  as  well  as  working  capital, 
with  financing  structured  to  include  all  elements  in  one  loan. 

The  first  building  has  been  completely  sold;  the  second  building 
is  now  70%  sold  A new  building,  now  under  construction  (19,300 
sq.  ft.),  will  be  available  for  occupancy  in  May  of  1994.  GCCC 
is  now  accepting  binders  on  the  space  in  this  building.  These 
first  three  buildings  will  complete  Phase  1 of  the  development. 
Phase  II,  which  will  be  available  for  occupancy  on  Sept.  1,  1994, 
will  offer  an  additional  75,000  sq.  ft.  of  medical  and  professional 
space. 

Each  unit  is  exclusively  fit-up  to  the  buyer's  specifications.  Com- 
petitive pricing,  quality  construction,  a generous  work  letter,  and 
a Route  33  location  are  only  a few  of  the  highlights  at  Golden 
Crest.  For  more  information,  please  call  the  SALES  OFFICE  AT 
(609)  586-1888  and  ask  for  NANCY  MATTEI. 

You  owe  it  to  yourself  and  your  business  to  give  GCCC  a look. 
At  Golden  Crest  it  is  LESS  EXPENSIVE  TO  OWN  THAN  TO 
LEASE  COMPARABLE  SPACE  ANYWHERE  ELSE!  Come  in  and 
see  for  yourself! 


GOLDEN 

CREST 


Hamilton  Township's  Most 
Prestigious  Office  Location 

Prominently  Located  On  State 
Highway  #33 

Mercer  County  ■ 


Distinctive  office  condominiums  from  1,200  square 
feet  to  27,000  square  feet,  fully  handicap  accessible 

Highly  visible  and  convenient  location  with 
immediate  access  to  State  Highway  33  & 130:  within 
minutes  to  1-95-295,  New  Jersey  Turnpike  (Exit  7A) 
and  the  Route  1 corridor:  Equal  distant  from 
Philadelphia  and  New  York  City 

Single  story  design  with  cedar  and  stone  finish; 
private  exterior  entrances 

Interior  design  flexibility  to  suit  your  needs 

Large  area  work  force,  convenient  to  major  retail, 
banking  and  child  care  facilities 

All  public  utilities;  fiber  optic  communication  lines 
available 

Convenient  to  Hamilton  Hospital,  (affiliated  with 
Robert  Wood  Johnson  University  Hospital),  St. 
Francis,  Helene  Fuld  and  Princeton  Medical  Centers 


Why  Lease  When  You  Can 
Own  For  Less? 

100%  Financing  Available  to  Qualified  Buyers 


Rkhtvtkon 


BiEMttsna 


REALTORS 


(609)  586-1888 
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SPECIAL  REPORT 


WHAT  MSNJ  HAS  DONE  AND  WILL  DO 


I want  to  give  you  an  update 
on  my  stewardship  as  the  presi- 
dent of  the  Medical  Society  of 
New  Jersey  (MSNJ).  I have  trav- 
eled to  most  of  the  county 
medical  societies  in  our  state,  and 
have  heard  the  concerns  of  our 
membership  from  our  county 
societies  and  from  our  councils 
and  committees.  This  essay  will 
present  to  you  the  following  sec- 
tions: where  we  have  been  (or 
what  we  have  done);  where  we 
are  now;  and  where  we  are  going. 

Where  we  have  been.  Let  me 
outline  for  you  the  victories  and 
accomplishments  achieved  on 
your  behalf  that  protect  your  bot- 
tom line.  With  unprecedented 
unanimous  votes  in  both  houses 
to  override  a gubernatorial  veto, 
we  won  a repeal  of  the  2.5  per- 
cent JUA  surcharge  on  all  medical 
malpractice  premiums.  This  rep- 
resented an  average  savings  to 
physicians  of  $280  per  year.  On 
a similar  issue,  we  have  been  able 
to  reduce  the  surcharge  for  the 
malpractice  recovery  fund  from  5 
to  2.5  percent — again  an  average 
savings  of  $280  per  year. 

The  medical  waste  registration 
fee  for  physicians  remains  at 
$100.  The  original  proposed  fee 
was  $528,  but  was  reduced 
through  the  efforts  of  MSNJ.  This 
represents  a savings  of  $428  every 
year. 

In  May  1992,  the  state’s  un- 
compensated care  system  was  ov- 
erthrown in  the  “Wolin  decision, 
and  consideration  was  given  to  a 
2 to  3 percent  tax  on  gross  income 
of  physicians  as  a mechanism  of 
reimbursing  hospitals  for  uncom- 
pensated care.  Through  persistent 
negotiation,  we  have  been  able  to 
remove  and  keep  this  issue  off  the 
negotiating  table.  Estimates  sug- 
gest an  average  savings  of  $5,000 
each  year. 


Legislators  from  both  sides  of 
the  aisle  in  New  Jersey  have  at- 
tempted to  ban  Medicare  balance 
billing.  Through  our  lobbying  ef- 
forts, MSNJ  has  been  able  to  pre- 
vent mandatory  Medicare  assign- 
ment from  being  enacted.  Federal 
estimates  suggest  that  this 
amounts  to  $129  million  per  year 
or  an  average  of  $6,400  each  year 
per  physician. 

Add  up  the  figures,  and  you 
will  come  up  with  an  average  an- 
nual return  of  $12,388,  compared 
with  a dues  investment  of  $375 
per  year.  Of  course,  legislative 
and  regulatory  representation  are 
only  part  of  what  MSNJ  does  for 
you.  Consider  your  subscription 

to  New  Jersey  Medicine,  the 

award-winning  journal,  consider 
the  benefits  of  public  relations 
provided  by  the  state’s  best 
health-related  media  relations 
team,  and  consider  the  programs 
offered  for  legal,  insurance,  and 
financial  services  tailored  to  the 
specifications  of  MSNJ.  This  is 
“what  we  have  done  for  you  late- 
ly” 

Where  we  are  now,  or  what 
we  are  doing  more  recently.  In 
March  and  April  1993,  we  met 
with  members  of  the  New  Jersey 
congressional  delegation  in  their 
Washington,  DC,  offices  to  dis- 
cuss the  forthcoming  health 
system  reform  proposals.  We 
were  able  to  obtain  assurances 
that  we  would  be  afforded  the 
opportunity  to  meet  with  our 
New  Jersey  congressional  delega- 
tion before  legislation  is  enacted; 
such  a meeting  was  planned  for 
early  February. 

In  early  July,  I attended  a 
meeting  in  Bridgewater  with 
Senator  Bradley  to  discuss  our 
thoughts  and  concerns  about  the 
pending  reforms.  In  August,  we 
met  with  Senator  Lautenberg  in 


Lawrenceville  to  discuss  such  is- 
sues as  antitrust  relief,  medical 
liability  reform,  freedom  of 
choice,  and  physician  reimburse- 
ment. 

Also,  during  the  summer,  we 
met  with  Dr.  John  Petillo,  who 
was  the  president  of  New  Jersey 
Blue  Cross,  about  the  decisions 
that  had  been  made  in  limiting 
those  hospitals  included  in  the 
HMO  Blue  Network.  We  ob- 
tained assurances  that  MSNJ 
would  be  included  in  the  forma- 
tion of  policy  decisions  at  the 
MAC  level. 

On  August  31,  1993,  Penn- 
sylvania Blue  Shield  (PBS)  issued 
about  800  letters  to  physicians  in 
New  Jersey  demanding  repay- 
ment of  overpayments  made  to 
the  physicians  due  to  errors  on 
the  part  of  the  carrier.  Within  one 
week,  we  met  with  represen- 
tatives of  PBS  through  the  Carrier 
Advisory  Committee  and  were 
able  to  have  the  matter  placed  on 
hold.  We  are  continuing  to 
negotiate  this  issue  on  behalf  of 
our  membership,  and  we  have 
taken  the  position  that  PBS 
should  rescind  its  request,  and 
that  no  repayment  should  be 
made  by  the  physicians  involved. 

In  September,  I testified  at  a 
hearing  in  Newark  before  the 
Division  of  Consumer  Affairs  on 
the  self-referral  issue,  and  I have 
commented  on  this  in  a previous 
issue  of  New  Jersey  Medicine. 

On  September  21,  1993,  we  re- 
leased our  plan  for  health  system 
reform  for  the  state  of  New 
Jersey.  Our  plan  calls  for  freedom 
of  choice  for  both  patients  and 
physicians,  the  provision  of  high- 
quality  care  at  reasonable  cost, 
universal  access  and  coverage, 
limited  government  interference, 
and  medical  liability  reform  as 
some  of  its  major  points. 
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In  early  December  1993,  at  the 
American  Medical  Association’s 
interim  meeting,  we  were  able  to 
reaffirm  our  positions  in  favor  of 
antitrust  reform,  freedom  of 
choice,  medical  liability  reform, 
and  high-quality  care. 

In  early  February  1994,  we 
traveled  to  Washington,  DC,  for 
a breakfast  meeting  with  the  New 
Jersey  congressional  delegation. 

Where  we  are  going.  No  one 
has  a crystal  ball  that  would 
enable  us  to  predict  exactly  what 
type  of  health  system  reform  will 
be  adopted  by  Congress.  There 
are  many  areas  of  agreement, 
however,  there  are  many  con- 
cerns. We  must  preserve  freedom 


of  choice,  for  physicians  and  pa- 
tients of  the  types  of  health  care 
plans  that  are  offered.  We  must 
assure  continuity  of  care  and, 
thus,  preserve  quality.  We  must 
oppose  global  budgets  that  surely 
would  lead  to  limitation  of 
services,  and  would  establish 
another  level  of  bureaucracy  such 
as  the  National  Health  Care 
Board.  We  must  continue  to  have 
physician  autonomy,  so  that  we 
remain  as  patients’  advocates,  and 
not  the  rationing  agents  for 
managed  care  organizations  or  the 
federal  government.  For  years, 
physicians  have  performed  “char- 
ity care’’ — to  the  tune  of  $500  to 
$700  million  per  year  by  estimate 


of  the  New  Jersey  Department  of 
Health  (1987)  and  we  will  con- 
tinue to  render  such  care. 

We  must  use  every  opportunity 
to  enlist  the  support  of  our  pa- 
tients and  along  with  them  we 
must  petition  Congress  and 
especially  our  New  Jersey  con- 
gressional delegation  to  preserve 
those  elements  of  a health  care 
plan  that  are  reasonable,  and  to 
correct  those  elements  that  are 
not.  This  must  be  a “grassroots” 
effort.  We  will  stand  unified, 
speaking  not  as  generalists  or 
specialists,  but  speaking  as  physi- 
cians, and  speaking  with  one 
voice.  □ Joseph  N.  Micale,  MD 


318 


NEW  JERSEY  MEDICINE 


sXdthout  proper  legal  counsel,  your  practice  could  be  in  jeopardy. 


At  Kern  Augustine,  we  dedicate  our  practice  to 
counseling  health  professionals.  Whether  you  are 
structuring  business  agreements  or  need  expert  advice 
on  today’s  growing  maze  of  regulations,  we  can  help  you 
to  avoid  costly,  time-consuming  problems.  Unlike  most 
other  health  law  firms,  our  principal  interest  is 
representing  the  interests  of  physicians  — not  hospitals. 


And,  our  attorneys  offer  you  years  of  experience  and 
knowledge  in  the  field.  Because  of  this,  we  can  help  you 
capitalize  on  opportunities  unique  to  your  profession  — 
while  taking  careful  steps  to  avoid  risk.  To  profit  from  our 
expertise,  please 
call  our  nearest 
office  today. 


Newjersey  (908)  704-8585  • New  York  City  (516)  326-1880  • Upstate  NY  (315)  682-6261  • Chicago  Affiliate  (312)  648-1  1 1 1 
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FINANCING  NEEDS 


• UP  TO  100%  FINANCING  / REFINANCING  ON  OFFICE  CONDOS  & BUILDINGS  WITH  TERMS  UP  TO  25  YEARS 

(when  owner  occupies  at  least  51  % of  the  premises) 

• EQUIPMENT,  FURNITURE  & FIXTURES  FINANCING  WITH  TERMS  UP  TO  10  YEARS 

• COMMERCIAL  REVOLVING  CREDIT  LINES  WITH  NO  ANNUAL  CLEANUP  REQUIRED 

In  1992,  RockBank  received  the  SBA's  Award  for  Excellence  for  making  more  SBA  loans  to  more  businesses  than  any  hank  in  New  Jersey. 
Bauer  Financial  Reports  of  Florida  rated  RoekBank's  capital  strength  with  four  stars. 

Small  business  expertise  and  capital  strength  make  RockBank  your  only  source  for  financing.  Call  today 
to  arrange  for  one  of  our  small  business  professionals  to  visit  you  and  discuss  your  financing  needs. 
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physicians  refer 
their  patients  to 

the  only  hospital- 
based  sleep 
disorder  program 
in  Morris  County. 

Board-certified 
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with  extensive 
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expertise  in  the 
diagnosis  and 
treatment  of  sleep 
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first-class  medical 
facility. 

Most  advanced 
technology  available 
for  the  diagnosis  of 
sleep  disorders. 

A total 
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high  quality, 
patient  care 
unmatched  by  any 
sleep  disorder 
program  in  the 
community. 
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diagnostic  and 
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sleep  apnea, 
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leg  syndrome  and 
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Patients  returned 
to  referring 
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follow-up. 
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with  most 
managed  care 
and  insurance 
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Modern  facility 
with  home-like 
atmosphere. 

Detailed 
reporting  of 
test  results  with 
direct  phone 
contact  to 
referring 
physician. 

Registered 

polysomnographic 
technicians,  caring 
and  experienced 
staff. 
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Protection  from  the  sun: 

A survey  of 
area  beachgoers 
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There  is  a link  between  skin  cancer  and  sunlight.  A study  of 
area  beachgoers  reveals  gaps  in  public  awareness  about  the 
hazards  of  ultraviolet  light.  Beachgoers,  including  children,  are 
ideal  target  groups  for  educational  programs  on  ultraviolet 
protection. 


Cancer  of  the  skin  is  the 
most  common  malig- 
nancy in  humans.1 
Seventy-four  percent  of 
deaths  due  to  skin  cancer  are  the 
result  of  cutaneous  malignant 
melanoma,  the  most  dangerous 
form  of  the  disease.2  The  in- 
cidence of  melanoma  has  grown 
more  rapidly  than  the  incidence 
of  any  other  cancer  in  the  United 
States.3  Currently,  the  risk  of  de- 
veloping malignant  melanoma  in 
this  country  is  1 in  105;  this  ratio 
will  increase  to  1 in  75  by  the  year 
2000. 4,5  As  we  contemplate  health 
care  reform  in  1994,  we  must 
focus  on  prevention.6  Skin  cancer 
is  one  area  where  physicians  can 
have  a significant  impact. 

There  is  a link  between  skin 
cancer  and  sunlight.  All  forms  of 
carcinoma  of  the  skin  appear  most 
frequently  in  sun-exposed  areas  of 
the  skin,7  and  over  95  percent  of 
skin  cancers  in  the  United  States 
can  be  attributed  to  ultraviolet 
(UV)  light.4  UVB  rays  have  been 
demonstrated  to  cause  erythema 
and  cancer;8  UVA  rays,  con- 
sidered harmless  until  recently, 
are  known  to  cause  wrinkling  and 
premature  skin  aging  and  are  be- 
lieved to  promote  skin  cancer.89 
UVA  radiation  also  penetrates 
deeper  into  the  skin  tissue.10  UV 


light  can  alter  the  DNA  in  human 
skin  cells,1911  damage  the  cornea, 
lens,  and  retina  of  the  eye,12  and 
increase  cataract  formation  in  the 

eye.10 

Infrequent  intense  exposure  to 
sunlight  resulting  in  sunburn  has 
been  shown  to  be  more  hazardous 
than  chronic  exposure."  11  Studies 
have  shown  a significant  link  be- 
tween blistering  sunburns  during 
the  ages  of  15  to  20  years  and  a 
higher  risk  of  developing 
melanoma. 3 14 

Sunscreens  with  a sun  protec- 
tion factor  (SPF)  of  15  or  greater 
can  effectively  filter  93  percent  of 
the  UVB  radiation,8  thereby 
providing  significant  protection 
from  sunburn,  since  most  in- 
dividuals rarely  receive  15  times 
their  minimum  erythema  dosage 
(MED)  during  one  exposure 
day.15  A mathematical  model  by 
Stern,  Weinstein,  and  Baker 
estimated  that  the  regular  use  of 
a sunscreen  with  an  SPF  of  15 
during  the  first  18  years  of  life 
could  reduce  the  risk  of  skin 
tumor  development  by  78  per- 
cent.16 Yet,  despite  these  well- 
established  relationships,  a survey 
of  New  Jersey  pediatricians  in 
1993  documented  that  none  of 
the  96  physicians  could  name  five 
risk  factors  for  melanoma  and  that 


few  of  the  physicians  warned  pa- 
tients about  UV  radiation  ex- 
posure.5 

One  population  at  high  risk  of 
sunburn,  UV  damage,  and  skin 
cancer  is  the  population  that  fre- 
quents beaches.  In  order  to  de- 
termine the  level  of  public 
knowledge  concerning  sunlight’s 
effects  on  the  skin  and  to  examine 
the  patterns  of  sunbathing  and 
protection  within  this  population, 
a study  was  performed  at  three 
New  Jersey  beaches;  Bel  mar, 
Asbury  Park,  and  Bradley  Beach. 
As  a result  of  this  investigation, 
we  surveyed  area  schools  in  Mon- 
mouth and  Ocean  Counties  to  de- 
termine whether  health  education 
curricula  included  information  on 
sun  exposure  and  skin  cancer. 

RESULTS 

During  the  initial  four-day 
study  period,  1,073  question- 
naires were  returned.  Eighty-five 
responses  were  excluded  due  to 
one  or  more  of  the  following 
reasons:  the  questions  asking  for 
age,  sex,  skin  type,  and  areas  ex- 
posed during  sunbathing  were 
unanswered  or  illegible;  none  of 
the  questions  on  the  back  of  the 
double-sided  questionnaire  were 
answered;  the  respondent  was 
under  13  years  of  age;  more  than 
one  number  was  given  for  skin 
type.  Thus,  988  responses  were 
acceptable  for  further  evaluation. 
The  majority  of  these  subjects 
(80.3  percent)  were  New  Jersey 
residents.  Further  data  regarding 
the  population  distributions  are 
summarized  in  Table  1. 
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Table  1. 

Survey  results. 

n (%) 

Percent  of  total  skin 
exposed  during 
sunbathing  (SD) 

Number  feeling  that  sun 
protection  measures  like 
Number  using  sunscreen/hats  are 

sunscreen  (%)  socially  unappealing  (%) 

Mean  knowledge 
score  (SD) 

Gender 

[p  > 0.20] 

[p  < 0.05] 

[p  > 0.10] 

[p  > 0.05] 

Male 

448  (45.3) 

76.5  (20.4) 

316  (70.5) 

65  (14.5) 

7.17  (2.3) 

Female 

540  (54.7) 

74.9  (16.9) 

455  (84.2) 

70  (13.0) 

7.45  (2.3) 

Age  group 

[p  < 0.01] 

[p  > 0.05] 

[p  < 0.005] 

[p  < 0.01] 

13-18  years 

118  (11.9) 

70.6  (23.6) 

72  (61.0) 

32  (27.1) 

6.43  (2.4) 

19-25  years 

194  (19.6) 

80.9  (19.1) 

151  (77.8) 

29  (14.9) 

7.52  (2.2) 

26-40  years 

379  (38.4) 

77.7  (19.1) 

306  (80.7) 

33  (8.7) 

7.73  (2.2) 

41-87  years 

297  (30.1) 

71.6  (20.4) 

242  (81.5) 

41  (13.8) 

7.04  (2.3) 

Skin  type 

[p  < 0.01] 

[p  < 0.025] 

[p  > 0.10] 

[p  < 0.01] 

1 and  II 

284  (28.7) 

72.9  (21.0) 

246  (86.6) 

43  (15.1) 

7.42  (2.2) 

III  and  IV 

570  (57.7) 

77.6  (19.0) 

443  (77.7) 

70  (12.3) 

7.44  (2.3) 

V and  VI 

134  (13.6) 

73.0  (23.6) 

82  (61.2) 

22  (16.4) 

6.66  (2.4) 

Boldface  values  indicate  significance  at  the  0.05  level. 

The  mean  number  of  days  per 
week  spent  sunbathing  during  the 
summer  months  was  2.25  days. 
Individuals  with  skin  types  III 
and  IV  sunbathed  significantly 
longer  than  those  with  other  skin 
types  (P  < 0.01).  The  subjects 
spent  an  average  of  3.67  hours 
outside  during  each  sunbathing 
day.  There  were  significant  dif- 
ferences between  genders,  age 
groups,  and  skin  types.  Male 
respondents,  people  aged  19  to  25 
years,  and  subjects  of  skin  types 
III  and  IV  spent  more  time  in  the 
sun  each  day  than  did  individuals 
in  other  categories. 

One  hundred  seventy-seven 
subjects  (17.9  percent)  had  out- 
door occupations.  One  hundred 
twenty-nine  men  (28.8  percent) 
held  outdoor  working  positions 
compared  to  48  women  (8.9  per- 
cent; P < 0.005).  Close  to  one- 
half  (46.4  percent)  of  the  respon- 
dents used  UV  protection 
sunglasses.  Five  hundred  sixty- 
one  subjects  (56.8  percent)  said 
that  they  had  known  someone 
with  skin  cancer.  One  hundred 
sixty-  th  ree  subjects  (16.5  percent) 
stated  that  there  was  a history  of 
skin  cancer  in  their  families. 

Most  of  the  respondents  (93.1 
percent)  answered  that  they  were 
somewhat  concerned  about 
damaging  their  skin  with  excess 
sun  exposure.  Of  note,  10.9  per- 
cent of  the  males  felt  no  concern 


whatsoever,  as  compared  to  3.3 
percent  of  the  females  (P  < 
0.005). 

When  asked  whether  they  had 
experienced  a severe  blistering 
sunburn  during  the  first  20  years 
of  life,  35.6  percent  said  yes. 
There  was,  as  expected,  a highly 
significant  difference  between  the 
various  skin  types  (P  < 0.005): 
57.0  percent  of  the  subjects  with 
skin  types  I and  II,  30.7  percent 
of  the  subjects  with  skin  types  III 
and  IV,  and  11.2  percent  of  the 
subjects  with  skin  types  V and  VI 
had  experienced  severe  sunburns 
early  in  life  (Table  2). 

The  participants  were  re- 
quested to  specify  the  areas  ex- 
posed when  they  sunbathed.  The 
mean  value  for  the  percent  ex- 
posed was  75.6  percent  of  the 
total  skin  area.  There  was  no 
significant  difference  between 
males  and  females,  but  there  were 
differences  among  the  age  groups 
and  the  skin  types  (Table  1). 

Seventy-eight  percent  of  the 
subjects  used  sunscreen.  Of  those 
who  did  use  sunscreen,  87.3  per- 
cent were  able  to  provide  the  sun 
protection  factor  (SPF)  they  used. 
The  two  SPF  values  most  often 
mentioned  were  #16,  used  by 
34.6  percent  of  those  who  used 
sunscreen,  and  #4,  used  by  16.6 
percent.  Overall,  48.2  percent  of 
the  subjects  used  an  SPF  of  15  or 
higher.  No  significant  differences 


were  seen  among  genders,  age 
groups,  or  skin  types.  However, 
57.7  percent  of  those  who  use 
sunscreen  reported  consistent 
usage,  and  only  69.0  percent  said 
that  they  applied  it  on  all  sun- 
exposed  skin.  Significantly,  more 
females  than  males  used 
sunscreen  consistently  (P  < 
0.005).  No  other  differences  be- 
tween groups  were  noted. 

One  hundred  thirty-five  parti- 
cipants (13.7  percent)  agreed  with 
the  statement,  “Using  sunscreen 
and  other  forms  of  protection  (like 
a hat)  make  you  appear  uncool.” 
Eight  hundred  twenty-four  sub- 
jects (83.4  percent)  disagreed 
with  the  statement.  Twenty-nine 
subjects  (2.9  percent)  did  not 
answer  this  question.  A test 
with  contingency  tables  was  used 
to  test  for  significance  among 
genders,  age  groups,  and  skin 
types  (Table  2).  Most  significant- 
ly, nearly  3 out  of  10  adolescents 
(27.1  percent)  believed  that 
sunscreen  use  was  socially  unap- 
pealing. The  participants  were 
asked  if  they  felt  adequately  in- 
formed about  the  effects  of 
sunlight  on  the  skin.  Three  out  of 
4 subjects  (74.6  percent)  felt  that 
they  were  adequately  informed 
and  24.4  percent  did  not  feel  in- 
formed (1.0  percent  did  not 
answer  the  question). 

Twelve  knowledge-based  ques- 
tions were  asked  (Table  3).  The 
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Table  2.  Working  classification  of  sun-reactive  skin  types.15 

Skin  Type  1 

Always  burn,  generally  never  tan. 

Skin  Type  II 

Usually  burn,  tan  with  difficulty. 

Skin  Type  III 

Sometimes  mild  burn,  tan  about  average. 

Skin  Type  IV 

Rarely  burn,  tan  easily. 

Skin  Type  V 

Rarely  burn,  tan  very  easily. 
Unexposed  skin  is  brown. 

Skin  Type  IV 

Generally  never  burn,  tan  profusely. 
Unexposed  skin  is  black. 

Table  3.  Survey  questions. 

Knowledge-based  questions 

Number  answering 

correctly  (%) 

1. 

What  are  the  three  most  common  types  of  skin 
cancer? 

406  (41.2) 

2. 

Which  ultraviolet  (UV)  light  causes  most  of  the  sun- 
burning we  experience? 

174  (17.6) 

3. 

Can  UV  light  affect  the  DNA  in  your  cells? 

434  (43.9) 

4. 

UVA  light  causes  wrinkles,  true  or  false? 

611  (61.8) 

5. 

Skin  cancer  occurs  most  often  on  areas  of  the  skin 
that  frequently  are  exposed  to  sunlight,  true  or  false? 

733  (74.2) 

6. 

Which  is  more  dangerous,  going  outside  frequently 
but  for  short  periods  of  time,  or  going  outside  only 
every  once  in  a while  and  staying  out  for  a longer 
period  of  time? 

366  (37.0) 

7. 

UV  light  can  age  the  lens  and  damage  the  cornea 
and  retina  of  the  eyes,  true  or  false? 

755  (76.4) 

8. 

What  is  melanin? 

558  (56.5) 

9. 

What  does  SPF  mean? 

772  (78.1) 

10. 

What  is  the  purpose  of  sunscreen? 

936  (94.7) 

11. 

If  you  are  under  an  umbrella  at  the  beach,  you  do 
not  need  to  use  sunscreen,  true  or  false? 

834  (84.4) 

12. 

UV  light  is  reflected  by  water  and  rarely  goes  through 
water,  true  or  false? 

659  (66.7) 

mean  score  was  7.33  (SD  = 2.3) 
3ut  of  12  possible  points.  There 
was  no  significant  difference 
betwen  genders,  but  a higher 
percentage  of  females  than  males 
provided  correct  answers  in  8 out 
of  the  12  questions:  1,  2,  4,  5,  8, 
10,  11,  and  12;  and  an  equal 
percentage  of  males  and  females 
answered  question  9 correctly. 
Significant  differences  were  noted 
between  those  who  felt  adequate- 
ly informed  and  those  who  did 
not,  and  among  the  different  age 
groups  and  skin  types.  Those  who 
believed  themselves  to  be  ade- 
quately informed  achieved  higher 
knowledge  scores  than  did  those 
who  felt  uninformed.  The  youn- 
gest age  group  (13  to  18  years) 
demonstrated  a lower  level  of 
knowledge;  this  group  had  the 
lowest  percentage  answering 
questions  1,  4,  7,  8,  10,  and  12 
correctly;  those  subjects  aged  13 
to  18  years  also  had  the  second 
lowest  percentage  answering  cor- 
rectly in  the  remainder  of  the 
questions. 

Of  the  77  schools  included  in 
the  second  phase  of  this  study,  52 
schools  served  students  in  grade 
6 and  higher,  while  an  additional 
13  schools  had  students  in  at  least 
5th  grade;  all  but  7 schools  had 
student  populations  of  at  least  250 
students  and  32  schools  had 
enrollments  of  over  500  pupils. 

Forty-five  of  the  77  schools 
(58.0  percent)  provided  no  in- 
formation on  the  health  effects  of 
sun  exposure  including  30  of  52 
schools  (58  percent)  with  students 
at  grade  6 or  above.  Twenty-eight 
schools  (36.0  percent)  had  health 
education  curricula  that  included 
key  information  on  the  rela- 
tionship of  UV  exposure  and  skin 
cancer  as  well  as  means  and 
limitations  of  exposure  prevention 
strategies.  Information  was  in- 
complete for  four  schools. 

DISCUSSION 

This  study  demonstrates  con- 
tinuing gaps  in  public  awareness 
about  the  risks  of  UV  radiation. 
Although  the  majority  of  respon- 
dents were  somewhat  concerned 
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about  sun  damage,  less  than  one- 
half  of  the  respondents  used  UV- 
filtering  sunglasses;  45.0  percent 
used  sunscreen  consistently,  37.6 
percent  used  an  SPF  of  15  or 
higher,  and  only  53.8  percent  ap- 
plied sunscreen  on  all  exposed 
areas.  As  further  evidence  that 
education  and  protection  are 
necessary,  35.6  percent  of  respon- 
dents had  experienced  a blister- 
ing burn  early  in  life. 

Females  had  higher  knowledge 
scores  than  males,  but  the  dif- 
ference did  not  reach  signifi- 
cance. Women  performed  as  well 
or  better  than  men  in  9 out  of  the 
12  survey  questions.  A 1987 
postal  survey  performed  by 
Newman  and  Associates  in 
England  revealed  a higher  level 
of  knowledge  among  women;  the 


differences  in  that  study  were 
deemed  significant.18  Skin  types  V 
and  VI  in  the  present  study  also 
had  significantly  lower  knowledge 
scores  than  did  the  other  skin 
types.  The  lower  scores  among 
men  and  among  skin  types  V and 
VI  may  be  related  to  the  fact  that 
individuals  in  these  groups  were 
more  likely  to  feel  no  concern 
about  skin  damage. 

Perhaps  of  most  importance, 
the  youngest  age  group  (13  to  18 
years)  performed  significantly 
worse  in  the  knowledge  section 
than  the  older  groups.  This  group 
had  the  lowest  percentage  correct 
or  second  lowest  percentage  cor- 
rect in  all  12  questions.  The  13- 
to- 18-year-old  group  also  had  a 
significantly  higher  number  (27.1 
percent)  agreeing  with  the  state- 
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ment  that  sun  protection  is  social- 
ly unappealing.  Brodkin  and 
Altman  demonstrated  that  pedia- 
tricians have  not  yet  incorporated 
information  on  skin  cancer 
prevention  into  their  practices.5 
Information  gleaned  from  the 
school  survey  suggests  that  the 
majority  of  schools  have  not  in- 
eoqxirated  these  issues  into 
health  education  curricula. 

Compared  to  the  results  of  a 
1982  survey  from  patients  in  cen- 
tral Pennsylvania,  the  data  ob- 
tained from  this  study  show  an 
improvement  over  the  past  nine 
years.19  The  1982  study  revealed 
that  41  percent  of  the  study 
population  used  sunscreen  and  31 
percent  used  sunscreen  every 
time  they  sunbathed,  whereas  the 
present  study  showed  a 78  per- 
cent level  of  sunscreen  use  and  a 
45  percent  level  of  regular 
sunscreen  use  during  sunbathing. 
The  Pennsylvania  survey  also 
concluded  that  51  percent  of  the 
population  did  not  know  the 
definition  of  SPF,  while  this 
survey  showed  that  only  21.9  per- 
cent did  not  know  the  definition. 

It  should  be  noted,  however, 
that  the  sample  population  for 
this  study  consisted  of  individuals 
interested  in  learning  more  about 
the  sun  or  trying  free  sunscreen; 
therefore,  the  level  of  sunscreen 
use  as  well  as  the  knowledge 
scores  may  be  slightly  higher  than 
those  of  the  real  beachgoing 
population.  As  with  any  study 
using  self-reported  data,  there 
also  exists  the  concern  that  the 
responses  may  have  been  in- 
fluenced to  some  degree  by 
participants’  perceptions  of  the 
study;  consequently,  the  results 
may  have  been  slightly  affected. 
However,  this  was  the  only 
method  appropriate  for  this  study. 

When  compared  to  previous 
reports,  the  results  of  this  study 
offer  encouragement,  but  health 
care  professionals,  especially 
pediatricians  and  family  practi- 
tioners, should  continue  to  inform 
the  public  about  the  deleterious 
effects  of  UV  radiation  on  the  skin 
and  to  encourage  the  use  of 


protective  measures  during  sun- 
bathing. While  such  efforts 
should  be  directed  to  all, 
particular  attention  should  be 
paid  to  men  and  to  young  people, 
as  these  groups  appear  to  be  at 
the  highest  risk.  Our  data  indicate 
that  children  represent  an  ideal 
population  for  educational  pro- 
grams, suggesting  that  incorpora- 
tion of  programs  on  UV  aware- 
ness into  school  health  curricula 
may  be  appropriate.  H 
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Private  Banking  for  Health  Care  Professionals 


If  you’re  managing  a growing  practice,  you  don’t  have  a 
moment  to  waste.  That’s  why  Central  Jersey  Bank  has 
established  a Health  Care  Professionals  Group,  a comprehensive 
team  approach  designed  to  provide  all  the  services  you  need 
through  a single  point  of  contact. 


Your  private  banker  will  call  in  other  specialists  as  you 
need  them  — for  example,  for  real  estate  purchases,  financing 
of  malpractice  insurance  premiums,  management  of  your 
401(k)  plan  or  sophisticated  cash  management  products.  We 
can  also  provide  counsel  for  your  personal  portfolio. 

To  meet  your  cash  flow  needs,  Central  Jersey  Bank 
provides  a substantial  unsecured  line  of  credit  at  an  attractive 
variable  rate  available  only  to  health  care  professionals. 

For  an  appointment  at  your  convenience,  call  John 
Parkhill,  Director  of  Private  Banking  for  Health  Care 
Professionals,  at  1-800-252-2611. 

€p 

Ready  for  today  And  tomorrow 

Equal  Opportunity  Lender 
Member  FDIC 


Central  Jersey 
Bank 
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The  Delaware  Valley  Lung  Center  is 
pleased  to  announce  the  following  services 


SLEEP  DISORDERS  CENTER 

• 3 bed  unit  utilizing  state  of  the  art  computerized 
equipment 

• convenient  out  patient  location  near  the  intersec- 
tions of  Route  70  and  1-295  in  Cherry  Hill 

• testing  for  sleep  apnea,  narcolepsy,  insomnia, 
NPT  studies,  snoring,  etc. 

• MSLT  (nap  studies)  available 

• CPAP  and  BiPAP  testing  also  available 

• Support  groups  for  CPAP  users  and  sleep  apnea 
patients 


PULMONARY  REHABILITATION 
PROGRAM 

• the  only  outpatient  Pulmonary  Rehabilitation  Pro- 
gram in  the  South  Jersey  area 

• complete  4 week  program  involving  education  and 
Physical  Therapy  for  patients  with  COPD 

• extensive  supervision  of  the  patient  during  all 
phases  of  the  exercise  regimen 

• Excellent  Program  for  COPD  patients  where 
medications  alone  no  longer  control  their 
symptoms 


For  further  information  or  to  schedule  a patient,  please  call  (609)  424-1777 

J'DeJa  warecVaJley 

1 1 55  Marlkress  Road  Cherry  Hill,  NJ  08003 
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Reporting  To:  TRW  • Transunion  • CBI/Equifax 


No  Fees  Higher  Than  25%. 

No  Fees  Paid  On  Amounts  Uncollected. 
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Fecal  Chstridium  difficile 
carriage  among 
medical  housestaff 

Rodney  S.  Cohen,  MD 
Anthony  J.  Di Marino,  Jr,  MD 
Melvin  L.  Allen,  PhD 


Housestaff,  physician  assistants,  and  hospitalized  patients  at 
a teaching  hospital  were  tested  for  fecal  carriage  of  Clostridium 
difficile.  The  test  results  showed  that  fecal  carriage  of  C.  difficile 
may  not  be  important  in  the  epidemiology  of  hospital-acquired 
diarrhea. 


Pseudomembranous  colitis 
was  first  described  in 
1893  by  Finney,  when 
pseudomembranes  and 
hemorrhagic  diarrhea  were  found 
in  a young  woman  following 
surgery.1  Since  the  1950s, 
pseudomembranous  colitis  has 
been  linked  with  antibiotic  use 
and  initially  was  thought  to  be 
due  to  Staphylococcus  aureus  be- 
cause of  its  recovery  in  stool  and 
the  therapeutic  response  to  oral 
vancomycin. 

In  the  1970s,  Tedesco  in- 
vestigated clindamycin  colitis, 
animal  models  for  antibiotic-in- 
duced colitis.2  3 A toxin  was 
isolated  from  his  patients  with 
pseudomembranous  colitis.3  It 
was  shown  that  antitoxin  to 
clostridial  gas  gangrene  and 
Clostridium  sordelli  could  block 
the  effects  of  the  toxin,  and  C. 
difficile  soon  was  determined  to 
be  causative.56  Intracecal  injec- 
tion of  its  toxin  resulted  in  the 
characteristic  colonic  lesions. 
However,  oral  challenge  with  the 
organism  did  not  produce  illness 
in  animal  models,  unless  given  in 
combination  with  antibiotics. 

C.  difficile  is  known  to  exist  as 
part  of  the  normal  intestinal  flora 
of  healthy  newborns.'  It  also  is 
found  in  soil  and  stools  of  various 


healthy  animals.8  Healthy  humans 
are  known  to  harbor  the  organism 
at  a prevalence  of  2 to  3 percent 
and  in  hospitalized  patients  at  a 
prevalence  of  10  to  26  per- 
cent.911'13 

C.  difficile  diarrhea  is  an  impor- 
tant entity  among  hospitalized  pa- 
tients. It  is  responsible  for  20  per- 
cent of  the  cases  of  hospital-ac- 
quired diarrhea  and  can  be  relaps- 
ing and  difficult  to  eradicate.15 16 
It  has  been  suggested  that  anti- 
biotic treatment  may  not  eradi- 
cate the  carrier  state  after  acute 
colitis.1'  The  organism  is  said  to 
be  resistant  to  environmental  fac- 
tors because  of  the  formation  of 
spores  and  recent  reports  have 
documented  recovery  of  C.  dif- 
ficile from  various  inanimate  ob- 
jects in  the  patient  environment 
as  well  as  the  hands  of  health  care 
workers.1" 12 13 18  Routine  hand- 
washing is  not  effective  against 
spores  since  hands  are  exposed 
to  glutaraldehyde  or  iodinated 
compounds,  or  chlorinated  for 
eradication. 

Pseudomembranous  colitis  may 
occur  in  outpatients  and  spo- 
radically or  epidemically  in  inpa- 
tients or  residents  of  chronic  care 
facilities.  Risk  factors  include  age, 
severity  of  underlying  disease, 
and  use  of  antibiotics,  oncologic 


chemotherapeutic  agents,  ant- 
acids, and  stool  softeners.  Specific 
factors  associated  with  C.  difficile 
diarrhea  include  penicillin/cepha- 
losporin  use,  enemas,  gastroin- 
testinal stimulants,  and  stool 
softeners.1"  Reservoirs  are  known 
to  exist  in  neonates  and 
household  pets.'2" 

Because  of  the  importance  of 
institutional  spread  on  patient 
morbidity,  many  studies  have 
focused  on  epidemiology  and 
have  utilized  surveillance 
methods  to  document  person-to- 
person  spread,  carrier  states,  and 
environmental  contamination. 
Rectal  swabs  have  been  shown  to 
successfully  detect  the  organism 
as  well  as  stool  culture  tech- 
niques, and  generally  are  easier 
to  collect  and  do  not  depend  on 
the  ability  to  collect  a stool 
specimen.22 

One  area  that  has  not  been  well 
studied  is  whether  the  fecal  car- 
riage of  C.  difficile  among  medical 
housestaff  is  significantly  different 
from  healthy  adults  as  a result  of 
hospital  exposure  and  whether 
this  might  be  important  in  the 
epidemiology  of  institutional 
transmission  of  the  organism. 

This  study  was  designed  to 
survey  the  housestaff  at  a teach- 
ing hospital  and  determine  the 
prevalence  of  fecal  carriage  of  C. 
difficile  and  the  possible  existence 
of  a carrier  state  that  might  play 
a role  in  the  development  of 
hospital-acquired  C.  difficile  dis- 
ease. Inadequate  hygiene  prac- 
tices and  other  risk  factors  also 
were  assessed.  Finally,  because  of 
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Figure.  Number  of  cases  of  C.  difficile  by  various  techniques  among  34  diarrhea  patients. 


difficulty  with  culture  techniques, 
a second  part  of  our  study  was 
undertaken  to  test  two  culture 
methods  and  compare  them  to  the 
C.  difficile  latex  agglutination  test. 

METHODS 

Part  1.  Internal  medicine 
housestaff  and  physician  assis- 
tants were  recruited  to  submit 
self-administered  rectal  swabs  as 
well  as  questionnaires  assessing 
risk  factors  for  exposure  to  C.  dif- 
ficile. The  factors  included  ex- 
posure to  patients  with  C.  difficile 
or  diarrhea,  use  of  gloves  during 
patient  examination,  personal  use 
of  antibiotics,  and  exposure  to  in- 
fants, pets,  or  household  contacts 
with  diarrheal  illness.  Anaerobic 
transport  swabs  were  used  to  col- 
lect specimens  and  were  judged 
to  be  satisfactory  by  having  visible 
fecal  material  present.  The 
housestaff  swabs  were  packaged 
and  transported  to  the  laboratory 
within  one  hour  of  collection, 
where  they  were  plated  on  selec- 
tive media,  containing  cyclo- 
serine, cefoxitin,  and  fructose 
(CCFA).23 

Thirty-two  interns  submitted 
samples  within  the  first  month  of 


arrival  and  26  interns  submitted 
samples  again  three  to  four 
months  later.  Twenty-six  upper 
year  housestaff  and  physician  as- 
sistants who  had  been  at  the  in- 
stitution for  more  than  one  year 
submitted  one  sample.  A group  of 
50  patients  hospitalized  on 
medical-surgical  floors  for  one 
week  or  longer  submitted  swabs 
as  well.  These  specimens  were 
placed  in  anaerobic  transport 
tubes  and  cultured  at  an  outside 
laboratory  using  direct  plating  on 
CCFA  media. 

Part  2.  Thirty-four  randomly 
selected  patients  with  diarrhea 
had  specimens  tested  for  a C.  dif- 
ficile antigen  by  latex  agglutina- 
tion, culture  by  direct  plating 
technique  (used  in  Part  1),  and 
enhanced  culture  method  using 
cefoxitin-supplemented  peptone 
broth  to  incubate  the  specimen 
for  48  hours  prior  to  plating  on 
the  selective  media.2122  Plates 
were  held  up  to  four  days  before 
final  results  were  reported. 

RESULTS 

Part  1.  Of  32  initial  specimens 
from  the  housestaff,  1 specimen 
was  positive  for  C.  difficile  by 


direct  plating  of  the  rectal  swab 
on  CCFA.  None  of  the  26 
followup  samples  was  positive. 
None  of  the  26  upper  year  resi- 
dent or  physician  assistant  swabs 
was  positive  either.  Additionally, 
none  of  the  50  patients  sampled 
had  a positive  rectal  swab  culture 
for  C.  difficile  by  the  direct  plat- 
ing method. 

The  questionnaires  revealed 
three  findings  of  epidemiologic 
interest.  First,  in  61  of  84  times 
(73  percent)  the  caregiver  had  at 
least  one  patient  with  diarrhea 
during  the  previous  week.  This 
confirms  the  high  exposure  rate  of 
medical  housestaff  to  diarrheal 
disease.  Second,  12  of  84 
housestaff  (14  percent)  had  cared 
for  a patient  documented  with  C. 
difficile  during  the  previous  week. 
Finally,  41  of  84  housestaff  (49 
percent)  reported  glove  use  most 
or  all  of  the  time  when  caring  for 
patients  s*uspected  of  having  C. 
difficile  diarrhea. 

Part  2.  Thirty-four  patients 
with  diarrhea  had  stool  specimens 
tested  by  the  three  methods 
outlined  previously.  Three  sam- 
ples were  positive  by  latex  ag- 
glutination but  negative  by  both 
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culture  techniques.  An  additional 
two  patients  were  positive  for  C. 
difficile  by  the  enhanced  culture 
technique  even  though  the  latex 
agglutination  was  negative.  No 
specimens  grew  on  the  organism 
when  the  direct  plating  technique 
was  used.  Therefore,  a total  of  5 
of  34  patients  (14.7  percent)  had 
documented  C.  difficile  associated 
with  their  diarrhea  (Figure). 

Charts  then  were  reviewed  in 
these  34  patients  with  diarrhea, 
looking  for  a history  of  antibiotic 
exposure  within  seven  days  of 
onset  of  diarrhea  and  response  to 
specific  therapy  (cessation  of  diar- 
rhea) for  C.  difficile  within  48 
hours.  Another  3 patients  likely 
had  C.  difficile  diarrhea  based  on 
these  criteria,  raising  the  total  to 
8 of  34  patients  (23.5  percent). 

DISCUSSION 

The  low  carriage  rate  of  fecal 
C.  difficile  among  housestaff  may 
indicate  that  patient-to-housestaff 
spread  is  not  an  important  factor 
in  the  epidemiology  of  hospital- 
acquired  C.  difficile  disease.  The 
low  rate — 1 of  84  fecal  specimens 
(1.2  percent)  being  positive — sug- 
gests two  possibilities.  First,  the 
prevalence  may  be  low  in  the 
hospital.  In  the  absence  of  other 
risk  factors,  housestaff  are  healthy 
and,  perhaps,  have  the  same  car- 
riage rate  as  published  in  other 
studies  (2  to  3 percent). 

The  second  alternative  is  that 
the  direct  plating  technique  used 
in  Part  1 may  be  inadequately 
sensitive  to  reliably  detect  the  or- 
ganism. McFarland  used  an 
enrichment  step  with  cefoxitin- 
supplemented  peptone  broth 
before  plating,  in  a study  of  rectal 
swabs.22  This  step  was  based  on 
the  suggestion  by  Mulligan  that 
the  use  of  a selective  broth 
medium  in  addition  to  the  selec- 
tive agar  increases  the  yield  of  C. 
difficile  from  fecal  specimens.21 
This  step  was  not  routinely  car- 
ried out  in  our  laboratory  at  the 
time  of  the  study  nor  in  two  re- 
ference laboratories  surveyed 
during  the  initial  phase  of  the 
study. 

VOL  91 -NUMBER  5 MAY  1994 


Because  of  the  low  number  of 
positive  results,  a second  phase  of 
the  study  was  undertaken  to  de- 
termine if  the  additional  step  of 
a selective  broth  medium  before 
plating  would  increase  the  yield. 
The  use  of  diarrhea  stool 
specimens  from  hospitalized  pa- 
tients led  to  a preselection  of  sub- 
jects with  a high  potential 
prevalence  of  C.  difficile  in  the 
stool.  Using  the  latex  agglutina- 
tion, direct  plating,  and  plating 
after  the  enrichment  step  allowed 
a comparison  of  the  three  tech- 
niques. Chart  review  then  was 
used  to  obtain  risk  factors,  his- 
tory, and  response  to  treatment  in 
order  to  make  a presumptive 
diagnosis  in  additional  patients. 
The  relative  sensitivities  were 
37.5  percent,  0 percent,  and  25 
percent,  respectively,  for  the 
three  methods.  This  is  surprising- 
ly low,  but  when  the  methods 
were  combined,  8 of  34  patients 
(23.5  percent)  likely  had  C.  dij- 
ficile  diarrhea  in  Part  2 of  the 
study.  This  number  is  consistent 
with  previous  studies  that  have 
shown  C.  difficile  to  be 
responsible  for  approximately  20 
percent  of  hospital-acquired  diar- 
rhea.1516 

The  questionnaires  revealed 
that  while  a large  majority  of 
housestaff  (75  percent)  may  be 
caring  for  patients  with  diarrhea 
at  any  given  time,  routine  use  of 
gloves  when  C.  difficile  is 
suspected  was  reported  in  only  49 
percent  of  respondents.  It  has 
been  shown  that  gloves  can  stop 
nosocomial  outbreaks  of  the  or- 
ganism,24 but  this  finding  has  not 
had  an  impact  on  clinical  practice. 
The  importance  of  glove  use 
when  caring  for  diarrhea  patients 
in  the  hospital  should  be  em- 
phasized as  a means  of  decreasing 
iatrogenic  spread.  Routine  hand- 
washing techniques  are  not  ade- 
quate and  although  glutaralde- 
hyde,  chlorinated,  and  iodinated 
compounds  are  toxic  to  the 
spores,  these  products  often  are 
not  readily  available  in  patient 
care  areas.  Additionally,  formal 
handscrubbing  techniques  are 


time  consuming  and  cumber- 
some. 

A question  raised  by  our  find- 
ings is  how  to  explain  the  concept 
of  environmental  resistance  of 
spores  in  light  of  the  difficulty 
encountered  in  culturing  the  or- 
ganism. It  is  not  certain  how  such 
a fastidious  organism  can  spread 
so  successfully  in  the  hospital  en- 
vironment, yet  elude  laboratory 
techniques.  Future  study  needs  to 
address  this  issue. 

SUMMARY 

Housestaff,  physician  assis- 
tants, and  patients  were  tested  by 
rectal  swab  culture  for  fecal  car- 
riage of  C.  difficile.  One  of  84 
specimens  (1.2  percent)  was 
positive  for  growth  of  C.  difficile 
on  culture.  None  of  50  patients 
studied  had  positive  cultures. 
Three  of  34  patients  with  diarrhea 
(8.8  percent)  were  positive  by  the 
latex  agglutination  test.  Two  ad- 
ditional patients  grew  C.  difficile 
by  the  enhanced  method  for  a 
total  of  5 of  34  positive  cultures 
(14.7  percent).  Chart  review  dis- 
covered another  3 patients  who 
likely  had  C.  difficile  diarrhea,  for 
a total  of  8 of  34  diarrhea  patients 
(23.5  percent)  who  had  this  or- 
ganism responsible  for  their  ill- 
ness. 

Fecal  carriage  of  C.  difficile 
may  not  be  important  in  the 
epidemiology  of  hospital-acquired 
diarrhea.  Medical  housestaff 
physician  awareness  of  potential 
person-to-person  spread  should 
be  increased  since  only  49  per- 
cent of  housestaff  acknowledged 
using  gloves  during  contact  with 
patients  with  diarrhea.  Culture 
methods  utilizing  rectal  swabs 
may  not  be  adequately  sensitive 
to  identify  C.  difficile.  I 
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Stereotactic  radiotherapy 
md  brachytherapy 


Richard  M.  Lehman,  MD 


^he  author  discusses  radiosurgical  treatment  of  benign  and 
nalignant  tumors,  as  well  as  cerebral  arteriovenous 
nalformations  by  closed  stereotactically  focused  radiation 
oeams  or  open  implantation  of  radionuclides.  The  place  of 
< adiosurgery  with  brachytherapy  is  being  defined. 


Stereotaxis  is  derived  from 
the  Greek  word  ‘‘stereos,’ 
meaning  three-dimen- 
sional and  “taxis,”  mean- 
i:  ing  ordered  or  arranged.  Human 
cerebral  stereotactic  surgery  was 
[introduced  by  Spiegel  and  Wycis 
in  1947  using  a guided  insulated 
needle  to  reach  a point  deep  in 
the  brain  to  create  an  electrolytic 
lesion  for  the  relief  of  psychiatric, 
pain,  or  movement  disorders.1 
Stereotactic  surgery  has  evolved 
and  now  uses  computer  technolo- 
gy. The  methodology  of  stereotac- 
tic radiotherapy  and  brachyther- 
apy and  its  range  of  applications 
will  be  described  and  discussed. 

Leksell  added  radiosurgery  to 
stereotactic  technique  in  1951, 
first  with  ortho  voltage  and  later 
with  cobalt  60  (60Co)  sources.23 
By  1962,  others  had  ex- 
perimented with  a charged  parti- 
cle beam  obtained  from  the 
cyclotron.4  In  1984,  Betti  and 
Derechinsky  described  a radio- 
surgical  system  utilizing  a linear 
accelerator.5  The  insertion  of 
radioactive  material  into  a tumor, 
or  brachytherapy,  as  a form  of 
primary  or  secondary  radio- 
therapy of  central  nervous  tumors 
was  begun  in  the  early  stereotac- 
tic days  by  Leksell,  Talairach, 
Mundiger,  and  Spiegel.6’9 


METHODOLOGY 

The  gamma  knife  and  linear  ac- 
celerator utilize  high-energy 
photons  for  their  radiation  effect, 
whereas  heavy  particle  radiosur- 
gery employs  accelerated  charged 
particles  such  as  protons  or 
heavier  atomic  nuclei,  particularly 
helium. 

The  gamma  knife  uses  201  60Co 
gamma  ray  emitting  sources  in  a 
radiation  unit  focused  at  a fixed 
angle  of  55°  to  the  horizontal 
plane.  Final  channeling  is 
achieved  by  one  of  four  helmets 
with  specific  diameter  collimators 
(Figure  1).  The  helmet  attaches  to 
the  stereotactic  frame  that  is  first 
placed  on  the  patient’s  head 
(Figure  2).  The  frame  is  manip- 
ulated in  the  helmet  so  that  the 
brain  target  is  in  the  center  of  the 
focused  beam.10  The  linear  ac- 
celerator utilizes  x-rays  created  by 
the  bombardment  of  a heavy 
metal  target  by  accelerated  elec- 
trons with  emission  of  elec- 
tromagnetic energy.  Multiple 
nonopposing  arcs  of  the  photon 
beam  are  created  by  changing  the 
relationship  of  the  patient  lying 
on  a couch  to  the  moving  gantry, 
while  the  distance  of  the  brain 
target  to  the  source  remains  con- 
stant (Figure  3).  The  converging 
beams  are  focused  stereotactically 


through  the  closed  skull  on  the 
target  in  the  brain.11  Photons  give 
up  their  energy  at  increasing 
depths  from  the  surface  of  the 
body  and  reach  a maximum  with 
rapid  falloff  beyond  the  target, 
thus  protecting  the  surrounding 
brain.  The  dose  delivered  is  de- 
pendent on  the  focal  point  or 
isocenter  depth  and  the  field  size 
for  a specific  photon.  The  heavy- 
charged  particle  beam  is  focused 
and  delivered  by  several  horizon- 
tal ports.  The  portion  of  the 
helium  beam  containing  this  high 
energy  is  known  as  Bragg  peak.12 
The  brain  target  center  is  calcu- 
lated to  coincide  with  the 
isocenter  of  the  beam  (Figure  4). 

By  contrast,  brachytherapy  re- 
quires opening  the  head;  it  uses 
stereotaxy  to  place  the  radiation 
source  within  and  beyond  tumor 
margins.  Both  focused  beam  and 
the  brachytherapy  gamma  emit- 
ting nuclide  have  the  advantage  of 
delivering  a higher  dose  of  radia- 
tion with  a rapid  falloff  beyond 
the  target  to  preserve  the  sur- 
rounding normal  brain.1" 11 13 14  In- 
terstitial brachytherapy  achieves 
this  same  goal  by  shorter  penetra- 
tion of  the  surrounding  brain  and 
a slower  dose  rate.  Radioactive 
material  in  fine  catheters  is  placed 
stereotactically  in  the  tumor  so 
that  the  radiation  effect  as 
demonstrated  by  the  isodose 
curves  will  have  its  maximum  ef- 
fect to  include  a 0.5  cm  margin 
beyond  the  tumor  periphery 
(Figures  5 to  7).  This  allows  a 
larger  tumor  to  be  treated.  The 
two  most  commonlv  used  materi- 
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Figure  2.  Leskeil  frame  with  temporary  plastic  helmet. 


als  are  iridium  192,  with  a half- 
life  of  74  days,  and  iodine  125, 
with  a half-life  of  60  days.15  The 
former  has  a higher  energy  value 
than  the  latter. 

Both  radiosurgery  and  brachy- 
therapy  require  accurate  preop- 
erative localization  by  imaging  the 
patient  in  the  stereotactic  frame 
with  computed  tomography  (CT), 
magnetic  resonance  imaging 
(MR I),  and/or  digital  subtraction 
angiography.1  A computer  work- 
station analyzes  the  image  data 
and  determines  the  target  size 
and  shape.  The  coordinates  are 
displayed  on  the  particular  image 


in  any  two-dimensional  plane. 
Three-dimensional  reconstruction 
can  be  carried  out,  and  an 
algorithm  allows  calculation  and 
isodose  treatment  display  over  the 
target  (Figure  8). 16,17 

APPLICATION  & RESULTS 

The  original  use  of  stereotactic 
radiosurgery  has  been  greatly  ex- 
panded. Br  achy  therapy  is  used 
primarily  to  treat  malignant 
gliomas.  The  greatest  experience 
with  radiosurgery  has  been  in  the 
treatment  of  arteriovenous 
malformations  (AVM).  It  allows 
definitive  treatment  for  lesions  in 


the  deep  or  eloquent  brain  th; 
heretofore  were  considered  ir  * 
operable.  Most  centers  report  6 
to  90  percent  of  treated  AVM 
less  than  3 cm  in  diameter  ar 
totally  obliterated  within  tw 
years  with  dosage  varying  be  ( 
tween  1000  to  2750  cGy  or  RAD 
at  the  80  percent  isodose  leve 
Risk  of  rebleed  is  no  differexi 
than  the  natural  history  until  tote 
obliteration  of  the  lesion  occur.1 
resulting  in  cure.18 

There  has  been  a dramatic  in 
crease  in  the  number  of  intra  j , 
cranial  tumors  treated  by  radio 
surgery.  Intracranial  tumors  hav> 
an  estimated  incidence  of  4.2  t< 
5.4/100,000  population.  Glioma 
account  for  20  to  30  percent  oj 
these  tumors,  of  which  50  to  55 
percent  are  anaplastic  astrocy 
tomas  and  glioblastomas.  I 
untreated,  90  percent  of  these  pa- 
tients die  within  six  months.19  Uti 
Sizing  surgical  debulking  of  tumor 
and  postoperative  external  bean 
irradiation,  a 40  percent  one-year 
survival  is  achieved.19  Alexander 
and  Loeffler  studied  25  patients; 
with  recurrent  high-grade  glioma 
after  biopsy  or  partial  resection 
treated  with  stereotactic  radio- 
surgery only.20  Sixty  percent  oi 
these  patients  are  alive  at  a me- 
dian of  nine  months  postradio- 
surgery. An  additional  18  patients 
with  newly  diagnosed  high-grade 
gliomas  were  treated  after 
craniotomy  with  conventional 
radiation  and  a supplemental 
boost  of  stereotaxic  radiation.  Fif- 
teen patients  (77  percent)  were 
alive  12  months  after  treatment. 
Even  longer  survivals  are  being 
achieved  in  patients  with 
anaplastic  astrocytomas  than  with 
glioblastomas. 

Comparable  results  are  re- 
ported using  brachytherapy  that 
shapes  the  isodose  field  for  large 
lesions  and  exposes  dividing 
tumor  cells  to  radiation  for  a 
longer  time.21  Brachytherapy  or 
radiosurgery  can  be  used  after 
biopsy  for  selected  low-grade  tu- 
mors in  deep  or  eloquent  areas  of 
the  brain.  Larger  tumors  (greater 
than  3.5  cm)  require  initial 
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surgical  debulking  or  preliminary 
conventional  radiotherapy.  Then 
I a larger  combined  dosage  may  be 
used  for  these  malignant  tu- 
mors.15 Hyperthermia  may  be 
added  at  the  beginning  and/or  at 
the  end  of  the  brachytherapy 
course.  Gutin  reported  a series  of 
patients  with  malignant  brain  tu- 
mors utilizing  these  combined 
techniques.22  It  is  estimated  that 
a single  metastasis  occurs  in  40 
percent  of  cases  of  cerebral 
spread  from  systemic  cancer.24 
Untreated  patients  have  a median 
survival  of  one  month.  Excision 
and  conventional  radiotherapy 
offer  a median  survival  of  three  to 
six  months.21  Single  session 
stereotactic  radiotherapy  (nonin- 
vasive)  using  1500  to  2500  cGy 
offers  a greater  than  80  percent 
control  rate  with  a median 
followup  of  7.5  months.25 

Benign  tumors  of  the  skull 
base,  including  meningioma  and 
j acoustic  neurinoma,  may  be  treat- 
ed by  radiosurgery  as  a residual 
postsurgical  lesion,  or  initially  in 
selected  cases  based  on  advanced 
age,  medical  condition,  or  con- 
tralateral tumor  (N.F.-2).26  Con- 
trol of  a tumor  (3  cm  or  less) 
greater  than  90  percent  was 
represented  by  shrinkage,  loss  of 
enhancement,  and/or  lack  of 
growth  on  followup  CT  or  MRI.27 
Post-treatment  cranial  nerve  V or 
VII  neuropathy  may  occur  in  ap- 
proximately 30  percent  of  cases, 
with  delayed  onset  and  recovery 
in  part  or  whole,  depending  on  its 
severity.  Only  one-third  of  those 
patients  with  acoustic  neurinomas 
retained  any  pretreatment  func- 
tional hearing.  Further  manipula- 
tion and  shaping  of  the  arc  beams 
may  help  to  lessen  these  side  ef- 
fects. 

Pediatric  posterior  fossa  tu- 
mors, craniopharyngioma,  pineal 
tumors,  inaccessible  low-grade 
gliomas,  and  pituitary  adenomas 
have  been  treated  by  radiosurgery 
primarily  or  adjunctively  in  re- 
sidual solid  tumor  lesions  after 
conventional  microsurgery.28  29 

Complications  of  radiotherapy 
have  been  described  by  Nedzi 
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Figure  3.  Linac  radiosurgery,  McGill  technique 


Figure  5.  Loading  catheter. 


n,  r 


Figure  6.  Insertion  of  the  catheter. 


Figure  7.  Isodose  display. 


Figure  8.  Computer  display  of  the 
path  of  focused  radiation  beam. 


and  Sheline. 30,31  There  is  a rela- 
tionship found  in  animal  data  be- 
tween dose  and  post-treatment 
symptomatic  radionecrosis  as  a 
function  of  beam  diameter.32  34  To 
avoid  this  3 percent  risk,  contour 
lines  can  be  plotted  by  the 
radiophysicist.  Total  dosage  must 
be  decreased  as  the  total  volume 
treated  increases.  Radiation  toler- 
ance of  the  medial  thalamus, 
hypothalamus,  and  brain  stem 
tegmentum  is  less  than  that  of  the 
basal  ganglia  and  cortex.  The 
optic  pathways  can  tolerate  a 
single  dose  of  no  greater  than  800 
cGy.31  Fractionated  stereotactic 
radiosurgery  may  be  indicated 
when  treating  this  region. 
Preserving  a 3 to  6 mm  margin 
of  tumor  from  optic  pathways  al- 
lows a safer  isodose  plan.  The 
area  postrema  is  very  sensitive  to 
radiation  so  that  nausea  and  vom- 
iting may  be  early  transient  side 
effects.35  Delayed  vasogenic 
edema  or  radionecrosis  has  oc- 
curred from  12  hours  up  to  seven 
months  and  ceases  after  two  years 
post-treatment.2521’  Radionecrosis 
of  the  brain  may  act  as  a mass, 
particularly  with  brachytherapy, 
and  requires  resection.  With 
focused  beam  radiotherapy,  the 
incidence  of  permanent 
neurologic  deficit  should  be 
under  10  percent,  except  for 
possible  cranial  nerve  deficit.  For 


total 


dose  below 

28 


250( 


safety, 

cGy  is  important.28  With 
brachytherapy,  at  higher  dose,  ; 
greater  percentage  of  radionec 
rosis  requiring  debulking  ma) 
occur,  particularly  with  greatei 
than  100  cGy/hr  to  large  diametei 
lesions.15  Permanent  implantation 
at  lower  doses  may  be  an  alterna- 
tive with  conventional  radiother- 
apy after  surgical  debulking. 


DISCUSSION 

The  use  of  focused  beam; 
radiotherapy  has  an  increasing 


role  in  the  definitive  or  combined! 
management  of  small  cerebral 
AVMs,  particularly  for  inac- 
cessible lesions  or  those  located 
in  the  eloquent  cortex.  It  may  be 
combined  with  partial  emboliza- 
tion of  the  AVM,  or  it  may  follow 
incomplete  surgical  removal.  A 
neurosurgeon,  interventional  neu- 
roradiologist, and  radiotherapist 
commonly  individualize  treat- 
ment of  these  difficult  cases.  No 
patient  who  is  a candidate  for 
conventional  treatment  should  be 
accepted  initially  for  radiosurgery 
because  modern  microneuro- 
surgical  excision  of  a benign 
tumor  or  AVM  may  be  complete 
and  afford  immediate  and  perma- 
nent removal  of  the  lesion. 
Radiosurgery  and  brachytherapy 
have  expanded  the  horizons  in 
the  primary  treatment  of  glioma, 
or  in  combination  with  surgery 
and/or  conventional  radiotherapy. 
Location,  histology,  and  volume 
of  the  tumor  dictate  the  selection 
of  treatment.  Histologic  confirma- 
tion of  the  tumor  is  mandatory. 
Treatment  of  single  or  recurrent 
metastatic  tumors  by  radiosurgery 
is  tolerated  well.21  Radiosurgery 
as  an  alternative  or  adjunctive 
treatment  for  skull  base  men- 
ingioma and  acoustic  neurinoma 
warrants  consideration.  Ad- 
junctive radiosurgery  treatment 
for  pituitary  and  pediatric  tumors 
is  an  important  new  modality. 


CONCLUSION 

Stereotactic  radiosurgery  using 
a modified  linear  accelerator  may 
administer  high-dose  radiation  in 
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i single  session.  Use  of  a gamma 
cnife  or  heavy-charged  particles 
Dears  increased  expense  and  use 
bf  a cyclotron,  respectively.  Con- 
:inued  updating  in  computer  ana- 
ysis  of  stereotactic  anatomic  data 
ind  incorporation  of  isodose  dis- 
play to  the  target  in  two-dimen- 
sional or  three-dimensional  re- 
construction will  facilitate  further 
shaping  of  isodose  curves,  thus 
optimizing  treatment  and  pre- 
venting injury  to  adjacent  normal 
brain.  Frameless  stereotaxy  by 
computer  analysis  of  CT  or  MRI 
images  is  on  the  near  horizon. 
Radiosurgery  can  control  small 
cerebral  AVM  and  certain  benign 
tumors  such  as  meningioma  and 
acoustic  neurinoma  in  the  poor 
surgical  risk  patient;  its  place 
along  with  brachytherapy  as  part 
of  the  armamentarium  in  treating 
glioma  and  metastatic  tumors  is 
being  defined.  H 
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As  Alzheimer's  Disease  progresses,  it  is  not  unusual  for  its  victims  to 
have  clear  memories  of  childhood,  yet  not  recognize  those  dearest  to 
them.  It  is  this  tragic  symptom  and  others  that  make  Alzheimer's  as  dev- 
astating to  a victim's  family  as  it  is  to  the  victim.  ❖ In  conjunction  with 
consultants  from  the  Dementia  Research  Clinic  at  the  Johns  Hopkins 
University  School  of  Medicine,  Meridian  Healthcare  has  supported  a 


series  of  studies  aimed  at  innovating  new  and  better  ways  of  caring  for 
the  memory  impaired.  ❖ Meridian's  leadership  role  in  supporting 
dementia  research  resulted  in  the  first  Alzheimer's  care  unit  modeled  on 
principles  of  modem  psychiatry.  Today  that  research  is  embodied  in  a 
program  called  FOCUS,  now  in  place  at  Meridian  Nursing  Center  - 
Westfield.  ❖ The  goal  of  FOCUS  is  to  prolong  the  independence  of  the 
memory  impaired  by  sharpening  their  remaining  abilities.  FOCUS  offers 
an  individual  program  of  care  for  each  patient,  provided  by  a specially 
trained  staff  in  a secure  and  structured  residential  environment.  For  fam- 
ilies struggling  to  cope  with  the  consequences  of  their  loved  one's  illness, 
FOCUS  offers  education,  counseling  and  sup- 
port. ❖ If  someone  you  love  has  Alzheimer's 
Disease,  call  and  ask  for  our  free  FOCUS 
brochure.  While  there  is  no  cure,  FOCUS  offers 
the  care  you  and  your  loved  one  need. 
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Accuracy  of  SPECT 
thallium  studies  in  a 
community  hospital 


\n  analysis  of  239  patients  undergoing  exercise  SPECT  thallium 
ind  coronary  angiography  without  exclusion  for  cardioactive 
Irugs  or  submaximal  exercise  showed  sensitivities  of  89 
percent  on  a patient  basis  and  70  percent  on  an  individual 
coronary  artery  basis. 


Exercise  testing  with 
thallium-201  has  be- 
come an  important 
noninvasive  tool  in  the 
diagnosis  of  coronary  artery  dis- 
ease (CAD)  with  an  overall 
isensitivity  of  90  percent.12 
'Numerous  studies  have  shown 
that  exercise  thallium  testing  is 
more  sensitive  (90  percent)  than 
treadmill  electrocardiography 
l(ECG)  studies  (58  percent)  for  the 
detection  of  CAD.1  Although 
stress  thallium  testing  has  been  in 
widespread  use  for  over  15  years, 
the  overall  diagnostic  accuracy  in 
the  community  hospital  setting 
remains  unknown.  Almost  all 
published  studies  have  been  from 
large  research  universities  where 
patient  selection  parameters  and 
indications  for  coronary  angiog- 
raphy may  differ  from  standard 
practice.3  Most  investigations 
have  excluded  patients  taking 
cardioactive  drugs  or  achieving  a 
submaximal  heart  rate  elevation 
during  exercise  testing.12  Ad- 
ditional skewing  of  the  results  in 
clinical  practice  commonly  occurs 
due  to  both  a pretest  referral  bias 
(only  “indeterminate  patients  are 
referred  for  thallium  studies 
following  initial  screening  with 
treadmill  ECG  studies)  as  well  as 
post-test  referral  bias  (only  pa- 


tients with  positive  results  are  re- 
ferred for  cardiac  catheteriza- 
tion).4 

The  recent  publication  of 
the  results  of  the  Cedars-Sinai- 
sponsored  Multicenter  Trial  for 
Quantitative  Analysis  of  Tomo- 
graphic Stress  Thallium-201  Myo- 
cardial Scintigraphy,2  prompted 
us  to  review  our  experience  with 
single  photon  emission  computer 
tomography  (SPECT)  thallium 
and  the  same  bulls-eye  computer 
program.  Accordingly,  we  retro- 
spectively analyzed  all  SPECT 
thallium  scans  in  patients  under- 
going coronary  angiography  dur- 
ing a 25-month  period  at  Mor- 
ristown Memorial  Hospital,  a 632- 
bed  community  hospital.  This 
paper  presents  our  results  in  an 
unselected  population  and  com- 
pares the  results  with  those  of  the 
Cedars-Sinai  multicenter  trial. 

MATERIALS  & METHODS 

This  study  was  comprised  of  all 
SPECT  thallium  scans  in  patients 
undergoing  coronary  angiography 
during  a 25-month  period,  begin- 
ning in  early  1989.  Although  it  is 
our  policy  to  withhold  beta 
blockers,  calcium  antagonists,  and 
long-acting  nitrates  prior  to  the 
study,  no  patients  were  excluded 
on  this  basis.  Patients  failing  to 
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achieve  a peak  exercise  level  of 
greater  than  85  percent  maximal 
predicted  heart  rate  also  were  not 
excluded. 

Patients  were  stressed  on  a 
treadmill  according  to  the  Bruce 
protocol.  At  peak  exercise  level, 
approximately  3.2  mCi  of  Tl-201 
were  injected,  exercise  was  con- 
tinued for  an  additional  30  to  60 
seconds,  and  images  were  ac- 
quired at  ten  minutes  and  four 
hours  post-injection.  Tomo- 
graphic studies  were  acquired 
on  a SPECT  gamma  camera 
with  a low-energy,  high-resolu- 
tion, parallel-hole  collimator 
(7500  Orbiter  with  WAM  in- 
terfaced to  a MicroVAX  II 
nuclear  computer),  employing  64 
projections  (20  sec/projection)  in 
a 180°  arc.  Two  energy  windows 
at  SO  keV  (20  percent)  and  167 
keV  (20  percent)  were  employed. 
Patient  motion  was  monitored 
with  a point  source  taped  to  the 
patient’s  chest.  Transaxial,  short 
axis  oblique,  vertical  long  axis, 
and  horizontal  long  axis  views 
were  reconstructed  using  a But- 
terworth  filter  (order  of  5,  fre- 
quency cutoff  of  0.4  Nyquist).4 
Final  image  display  employed  a 
frame  zoom  and  tomographic 
quantitation  using  the  Cedars- 
Sinai  Medical  Center  gender 
specific  bulls-eye  program  for 
thallium-201  stress  myocardial  to- 
mography.4 

Stress  SPECT  thallium  and 
coronary  angiography  studies 
were  read  independently.  Cor- 
onary angiographies  were  routine- 
ly reviewed  in  weekly  cardiac 
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Table  1.  Extent  of  coronary  artery  disease. 

Morristown 

Cedars-Sinai 

Normal 

47  ( 20%) 

46  ( 19%) 

Single  vessel  disease 

79  ( 33%) 

64  ( 26%) 

Double  vessel  disease 

66  ( 28%) 

72  ( 30%) 

Triple  vessel  disease 

47  ( 20%) 

60  ( 25%) 

Total 

239  (100%) 

242  (100%) 

catheterization  conferences  by  a 
reader  blinded  to  the  SPECT 
thallium  results.  All  SPECT 
thallium  studies  also  were  in- 
dependently reviewed  and  subse- 
quently compared  with  the  final 
thallium  and  coronary  angiog- 
raphy reports  on  both  a patient 
and  individual  coronary  artery 
basis.  A total  of  59  patients  were 
excluded  from  the  study  because 
the  precise  status  of  their  cor- 
onary arteries  was  indeterminate 
(incomplete  catheterization 
studies,  prior  coronary  artery 
bypass  graft  surgery,  and  patients 
undergoing  recent  percutaneous 
transluminal  coronary  angioplas- 
ty). Nine  patients  exceeding  the 
weight  limit  of  our  SPECT  pallet 
(greater  than  300  pounds)  had 
planar  studies  and  also  were  ex- 
cluded. Coronary  arteriograms 
were  considered  to  be  abnormal 
if  there  was  greater  than  50  per- 
cent decrease  in  luminal  diameter 
of  a major  coronary  artery. 

The  sensitivity,  specificity, 
positive  predictive  value,  negative 
predictive  value,  and  accuracy 
were  calculated  on  a patient,  in- 
dividual (left  anterior  descending, 
right  and  circumflex)  coronary  ar- 
tery, and  combined  (total  vessels) 
coronary  artery  basis.  The  results 
were  compared  with  similar  data 
from  the  recent  Cedars-Sinai- 
sponsored  multicenter  trial. 
Statistical  analysis  was  performed 
using  a chi-square  test  at  the 
(P<0.05)  significance  level. 

RESULTS 

A total  of  239  patients  (197 
males  and  42  females)  underwent 
stress  SPECT  thallium  studies 
and  coronary  angiography  during 
the  25  months  of  the  study.  Their 


mean  age  was  59  years  (range 
was  33  to  90  years)  and  the  mean 
time  interval  between  the  two 
studies  was  32.7  days.  A total  of 
154  patients  (64  percent)  were 
taking  cardioactive  drugs  at  the 
time  of  the  thallium  study,  includ- 
ing: 71  patients  on  short-  or  long- 
acting  nitrates,  47  patients  on 
beta  blockers,  and  105  patients  on 
calcium  channel  antagonists.  A 
submaximal  heart  rate  (less  than 
85  percent  of  predicted  max- 
imum) was  achieved  during  the 
treadmill  exercise  portion  of  the 
examination  by  112  patients  (46.9 
percent).  There  was  evidence  of 
a left  bundle  branch  block  in  11 
patients  (4.6  percent),  6 patients 
(2.5  percent)  had  aortic  stenosis, 
and  4 patients  (1.7  percent)  had 
mitral  valve  prolapse. 

Table  1 shows  the  distribution 
of  angiographically  diseased  ves- 
sels, while  Table  2 shows  the 
percentage  (36.4  percent)  of  pa- 
tients with  a prior  myocardial  in- 
farction (MI).  Neither  demon- 
strated any  statistically  significant 
differences  in  comparison  to  the 
data  from  the  Cedars-Sinai- 
sponsored  multicenter  trial. 

The  final  results  on  both  a pa- 
tient and  individual  coronary  ar- 
tery basis  are  shown  in  Tables  3 
and  4,  respectively.  No  statistical- 
ly significant  differences  were 
identified  on  a patient  basis  be- 
tween our  data  and  the  Cedars- 
Sinai  multicenter  trial.  There 
were,  however,  significant  dif- 
ferences in  sensitivity  and 
specificity  for  both  the  circumflex 
coronary  artery  and  the  combined 
individual  vascular  territories. 

The  technical  quality  of  the  ex- 
aminations was  excellent  and 
significant  patient  motion  rarely 


was  encountered.  Interpretatix 
differences  were  infrequent  (8 
percent)  and  usually  were  due  I 
minor  disagreements  regardin 
the  precise  extent  of  disease  in  a 
adjacent  normal  vascular  territc 
ry. 

DISCUSSION 

The  role  of  myocardial  perfi 
sion  imaging  with  thallium-20 
has  expanded  from  screening  p£ 
tients  for  CAD  to  include:  1 
assessment  of  extent  and  severit 
of  CAD;  2)  assessment  c 
myocardial  viability;  3)  evaluatio 
of  the  functional  significance  c 
stenosis;  4)  followup  of  re 
vascularization  procedures;  5 
post-MI  risk  stratification;  and  6 
patient  prognosis.14  Similarly,  th< 
technique  of  thallium  scintig  ! 
raphy  has  evolved  from  simph 
planar  imaging  to  quantitativ< 
planar  imaging  and  finally  t( 
SPECT  in  order  to  meet  these 
expanded  indications.2  The 
primary  physical  advantages  o 
SPECT  are  three-dimensional 
localization  and  increased  con 
trast  resolution.5  Although  there 
still  is  some  debate  regarding  the 
merits  of  SPECT  versus  planar 
thallium  imaging,6  most  nuclear 
medicine  practitioners  now 
perform  SPECT  examinations. 
The  initial  reported  sensitivity 
and  specificity  of  this  technique 
in  a combined  series  of  410  pa- 
tients was  94  percent  and  77  per- 
cent, respectively,  '9  as  compared 
with  an  86  percent  sensitivity  and 
85  percent  specificity  for  planar 
imaging.10 

The  accuracy  of  SPECT 
thallium  in  an  unselected  patient 
population,  however,  has  not 
been  well  established.  Most 
studies  have  excluded  patients 
with  either  cardioactive  drugs  or 
a submaximal  exercise  test.12 
Previous  planar  thallium  studies 
in  unselected  patient  populations 
have  shown  decreased  sensi- 
tivities (80  to  83  percent)11 12  due 
to  submaximal  hyperemia  and 
prolonged  washout.13'14  On  the 
other  hand,  Coel  and  Gushiken, 
using  thallium  tomography  re- 
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Table  2. 

Percent  of  myocardial  infarctions  (MI). 

Morristown 

Cedars-Sinai 

No  Ml 

152  ( 64%) 

164  ( 68%) 

Prior  Ml 

87  ( 36%) 

78  ( 32%) 

Total 

239  (100%) 

242  (100%) 

Table  3.  Morristown  Memorial  Hospital  results  versus  Cedars-Sinai 

multicenter  trial. 

Patient  Basis 

Morristown 

Cedars-Sinai 

P 

Total  patients 

239 

242 

Sensitivity 

89%  (171/192) 

94%  (185/196) 

NS 

Specificity 

30%  ( 14/  47) 

43%  ( 20/  46) 

NS 

Positive  predictive  value 

84%  (171/204) 

88%  (185/211) 

NS 

Negative  predictive  value 

40%  ( 14/  35) 

65%  (20/31) 

NS 

Accuracy 

NS— not  significant 

77%  (185/239) 

85%  (205/242) 

NS 

ported  a sensitivity  of  93  percent 
in  an  unselected  group  of  patients 
who  subsequently  were  cathe- 
terized.3  In  the  present  study, 
SPECT  thallium  achieved  a 
sensitivity  of  89  percent  for  the 
diagnosis  of  CAD  in  individual 
patients  (Table  3),  without  ex- 
clusions for  either  cardioactive 
drugs  or  a submaximal  exercise 
test.  These  results,  together  with 
those  of  Coel  and  Gushiken,3  sug- 
gest the  improved  contrast  resolu- 
tion of  SPECT  at  least  may 
partially  negate  the  adverse  ef- 
fects of  cardioactive  drugs  or  sub- 
maximal  studies. 

A rather  low  specificity  (in- 
dicating a relatively  high  frequen- 
cy of  false-positive  examinations) 
was  observed  in  both  our  study 
and  the  Cedars-Sinai  multicenter 
trial.  A declining  specificity  also 
has  been  documented  previously 
for  radionuclide  ventriculog- 
raphy15 and  is  due  to  the  well- 
known  (but  poorly  understood) 
phenomenon  of  post-test  referral 
bias.4  This  bias  occurs  because 
the  test  is  used  as  a screen  for  the 
more  invasive  coronary  angiog- 
raphy procedure  (positive 
responders  are  sent  to  the  cath 
laboratory).  Since  specificity  is 
defined  as  TN/(TN  + FP),  refer- 
ring only  positive  responders  will 
artificially  depress  the  specificity. 
Accordingly,  the  Cedars-Sinai 
group  has  promulgated  the 
normalcy  rate  (82  percent  in  the 
multicenter  trial)  as  an  alternative 
to  “observed  specificity.’ 16  This 
refers  to  the  number  of  positive 
studies  (assumed  to  be  false- 
positive) in  a population  with  a 
low  pretest  (less  than  5 percent) 
probability  of  CAD. 

False-positive  thallium  ex- 
aminations are  unusual,  but  have 
been  reported  in  left  bundle 
branch  block,  valvular  disease, 
hypertrophic  cardiomyopathy, 
congestive  cardiomyopathy, 
sarcoidosis,  amyloidosis,  and  cor- 
onary artery  spasm.  Additional 
anatomic  causes  of  false-positive 
studies  are  overlying  soft  tissue 
attenuation  from  breast  tissue,  the 
lateral  chest  wall,  or  the  left 


hemidiaphragm,  overlying  vis- 
ceral activity  (particularly  on  de- 
layed imaging),  and  high  septal 
and  apical  variations.11  Other 
artifacts  that  may  cause  in- 
terpretative difficulties  and  are 
unique  to  SPECT  include:  center 
of  rotation  errors,  flood  field 
nonuniformity,  patient  motion, 
oblique  axis  and  bulls-eye  re- 
construction errors,  and  myo- 
cardial “hot  spots.”17  SPECT 
thallium  “inaccuracies  also  may 
occur  because  coronary  arteri- 
ography is  an  inadequate  gold 
standard.4 

Analysis  of  the  Morristown 
Memorial  Hospital  results  for  in- 
dividual coronary  arteries  (Table 
4)  demonstrated  the  lowest 
specificity  in  the  right  coronary 
artery  distribution  (due  to  at- 
tenuation from  the  left 
hemidiaphragm,  which  simulates 
a nonreversible  defect).  The 
lowest  sensitivity  was  in  the  cir- 
cumflex vascular  territory.  This 
previously  has  been  reported  for 
planar18  and  SPECT  thallium  im- 
aging23 and  may  be  due  to  the 
relatively  small  size  of  this  vascu- 
lar region  and  its  proximity  to  the 
valve  plane.3  The  overall  accuracy 
for  combined  vascular  territories 
was  similar  at  our  hospital  and  in 


the  Cedars-Sinai  multicenter  trial 
(73  percent  versus  71  percent). 
There  was,  however,  a small  but 
statistically  significant  difference 
in  the  sensitivity  (70  percent  ver- 
sus 77  percent)  for  combined  vas- 
cular territories  between  the 
Morristown  Memorial  Hospital 
study  and  the  Cedars-Sinai 
multicenter  trial.  Since  the  extent 
of  disease  (Table  1)  as  well  as  the 
prevalence  of  prior  myocardial  in- 
farctions (Table  2)  were  similar  in 
both  studies  this  difference  may 
have  been  related  to  the  relatively 
unselected  patient  population  at 
Morristown  Memorial  Hospital. 
Alternatively,  the  higher  specifici- 
ty at  Morristown  Memorial 
Hospital  (77  percent  versus  65 
percent)  suggests  the  possibility 
of  a more  conservative  in- 
terpretative approach. 

SUMMARY 

The  present  study  shows  an 
overall  accuracy  to  the  Cedars- 
Sinai  trial  on  a patient  and  a com- 
bined vascular  territory  basis. 
These  results  suggest  SPECT 
thallium  studies  can  provide  in- 
formation despite  the  referral 
biases  and  unselected  patient 
population  inherent  in  a busy 
clinical  practice.  H 
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Table  4.  Morristown  Memorial  Hospital  results  versus 

Cedars-Sinai  multicenter  trial. 

Individual  vascular  territories 
Left  anterior  descending  artery 

Morristown 

Cedars-Sinai 

P 

Total  vessels 

239 

242 

Sensitivity 

76%  (106/140) 

78%  (115/148) 

NS 

Specificity 

68%  ( 67/  99) 

63%  ( 59/  94) 

NS 

Positive  predictive  value 

77%  (106/138) 

77%  (115/150) 

NS 

Negative  predictive  value 

66%  ( 67/101) 

64%  ( 59/  92) 

NS 

Accuracy 

72%  (173/239) 

72%  (174/242) 

NS 

Right  coronary  artery 

Morristown 

Cedars-Sinai 

P 

Total  vessels 

239 

242 

Sensitivity 

84%  ( 97/115) 

84%  (118/141) 

NS 

Specificity 

61%  ( 76/124) 

62%  ( 63/101) 

NS 

Positive  predictive  value 

67%  ( 97/145) 

76%  (118/156) 

NS 

Negative  predictive  vaiue 

81%  ( 76/  94) 

73%  ( 63/  86) 

NS 

Accuracy 

72%  (173/239) 

75%  (181/242) 

NS 

Left  circumflex  coronary  artery 

Morristown 

Cedars-Sinai 

P 

Total  vessels 

239 

242 

Sensitivity 

47%  ( 46/  98) 

68%  ( 66/  97) 

.00046 

Specificity 

95%  (134/141) 

68%  ( 98/145) 

.000001 

Positive  predictive  value 

87%  ( 46/  53) 

58%  ( 66/113) 

.00054 

Negative  predictive  value 

72%  (134/186) 

76%  ( 98/129) 

NS 

Accuracy 

75%  (180/239) 

68%  (164/242) 

NS 

Combined  individual  vascular  territories 

Morristown 

Cedars-Sinai 

P 

Total  vessels 

717 

726 

Sensitivity 

70%  (239/343) 

77%  (299/386) 

.021 

Specificity 

77%  (287/374) 

65%  (220/340) 

.00055 

Positive  predictive  value 

73%  (239/326) 

71%  (299/419) 

NS 

Negative  predictive  value 

84%  (287/341) 

72%  (220/307) 

.00017 

Accuracy 

73%  (526/717) 

71%  (519/726) 

NS 

NS— not  significant 
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will  give  you  prompt  and 
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with  you  each  step  of  the  way 
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patient's  progress. 

We  believe  that  working 
together  is  the  best  way  to 
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For  a copy  of  our  new 
professional  staff  directory, 
call  1 -800-829-KIDS 
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A.I.  duPont  Institute 
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TRUSTEES  MINUTES 


A meeting  of  the  Medical 
Society  of  New  Jersey  (MSNJ) 
Board  of  Trustees  was  held  on 
March  20,  1994,  at  MSNJ  ex- 
ecutive headquarters  in  Law- 
renceville.  Detailed  minutes  are 
on  file  with  the  secretary  of  your 
county  society.  A summary  of 
significant  actions  follows: 

President’s  report.  Noted  the 
following  items:  Edward  A. 

Schauer,  MD,  met  with  Con- 
gressman Christopher  H.  Smith 
to  discuss  the  Health  Care  Anti- 
trust Improvements  Act  of  1993; 
Mrs.  Jane  Lorber,  MSNJ  Aux- 
iliary past-president,  has  been  ap- 
pointed an  American  Medical  As- 
sociation (AMA)  Alliance  field 
director;  description  of  the  events 
leading  to  the  presentation  by  the 
Physician  Healthcare  Plan  of  New 
Jersey,  Inc.;  satisfaction  with  the 
Board  participation  and  members 
of  the  New  Jersey  congressional 
delegation  at  the  AMA  second 
summit  meeting;  letters  regarding 


recoupment  have  been  received 
by  some  New  Jersey  physicians; 
the  policy  on  attendance  by  coun- 
ty medical  society  executives  at 
M S N | -sponsored  seminars/work- 
shops will  be  reconsidered;  a 
meeting  with  Governor  Whitman 
to  discuss  the  appointment  of  a 
commissioner  of  health  and  other 
health  care  issues;  and  the  feeling 
of  cautious  optimism  between 
MSNJ  and  the  Board  of  Medical 
Examiners  (BME). 

Specialty  reports.  Received  re- 
ports from  UMDNJ;  MSNJ  Aux- 
iliary; the  New  Jersey  Hospital 
Association;  and  the  Academy  of 
Medicine  of  New  Jersey. 

Executive  director’s  report. 

1.  Medicare  — organ  panel 
laboratory  recoupment.  Unani- 
mously agreed  to  reissue  its  re- 
quest to  the  Health  Care  Financ- 
ing Administration  to  remove 
Pennsylvania  Blue  Shield  as  the 
Part  B carrier  for  New  Jersey  and 


to  seek  a replacement  company 
that  can  prudently,  efficiently, 
and  equitably  discharge  the 
responsibilities  of  a Part  B carrier. 

2.  Any  willing  provider.  Noted 
that  Vincent  Maressa,  Neil 
Weisfeld,  and  Clark  Martin  met 
with  the  governor’s  counsel  to 
discuss  any  willing  provider  and 
the  governor’s  belief  in  the 
“freedom  of  choice”  concept,  for 
patients  and  physicians. 

Council  on  Legislation 

1.  State  legislation.  Approved 
the  following: 

That  the  Board  of  Trustees  approve 
the  positions  recommended  by  the 
Council  on  Legislation  on  the  Senate/ 
Assembly  (Active  List). 

Also,  approved  the  following  ex- 
cept for  two  bills  [S-268 — Singer, 
which  was  referred  back  to  the 
Council  on  Legislation  lor  re- 
consideration; and  A- 1055  — 

Felice,  which  was  changed  to  Ac- 
tive Support]: 

That  the  Board  of  Trustees  approve 
the  positions  recommended  by  the 
Council  on  Legislation  on  the  Senate/ 
Assembly  (Monitor  List). 

2.  Laser  Surgery.  Approved 
the  following: 

That  MSNJ  seek  legislation  that 
would  define  laser  treatments  used  to 
alter  human  tissue  as  a surgical 
procedure. 

Council  on  Public  Health.  Ap- 
proved the  following  recommen- 
dations: 

That  MSNJ  encourage  the  inclusion 
of  counseling  and  HIV  testing  of 
pregnant  women  so  that  appropriate 
treatment  can  be  provided. 

That  MSNJ  cooperate,  through  the 
Special  Committee  on  AIDS  and  the 
MSNJ  staff,  with  the  Department  of 
Health  in  widely  disseminating  the 
importance  of  HIV  testing  of  preg- 
nant women. 


ARE  YOU  MOVING? 

If  so,  please  send  a change  of  address  to  NEW  JERSEY  MEDICINE, 
Medical  Society  of  New  Jersey,  Two  Princess  Road,  Lawrenceville, 
NJ  08648,  at  least  six  weeks  before  you  move. 

Name  

Old  Address 

City State Zip 

New  Address_ ___ 

City State Zip 
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Committee  on  Medical  Stu- 
dent Loan  Fund.  Approved  the 
following: 

That  the  current  interest  rate  of  9 
percent  be  reduced  to  7 percent  with 
the  1994-1995  administration  year. 

Committee  on  Physicians’  Health. 

Approved  the  following  recommen- 
dation: 

That  the  position  statement  regarding 
release  of  information  be  approved  as 
the  official  policy  of  MSNJ. 

Note:  The  position  statement 

reads  as  follows: 

Position  Statement  Regarding 
Release  of  Information 

In  keeping  with  the  spirit  of  the 
Americans  with  Disabilities  Act 


NEW  MEMBERS 


The  Medical  Society  of  New 
Jersey  would  like  to  welcome 
the  following  new  members: 
Atlantic  County 

Bonnie  Ann  M.  Fenyar,  MD 
Catherine  A.  Forrester,  MD 
Robert  M.  Glassberg,  MD 
Scott  A.  Haber,  MD 
Paul  D.  Hierholzer,  DO 
Syed  S.  Raza,  MD 
Larry  S.  Rosenberg,  MD 
Kenneth  S.  Schwab,  MD 
Joseph  V.  Stillo,  MD 


(Public  Law  101-336),  it  is  the  policy 
of  the  Physicians’  Health  Program  of 
MSNJ  that  the  program  does  not  vol- 
unteer information  about  our  clients’ 
illnesses  or  treatment  history. 

It  is  our  recommendation  that  our 
clients  also  do  not  volunteer  such 
information  on  applications  for 
licensure,  hospital  staff  appointment, 
HMO  participation,  or  malpractice 
insurance. 

Should  a program  client  request  the 
release  of  such  information  as  may  be 
in  program  files,  a specific  release  as 
to  the  information  to  be  released,  to 
whom  and  over  what  time  frame 
must  be  signed  by  the  client  and  be 
included  in  the  client’s  file. 

In  the  event  of  a court  order  demand- 
ing release  of  client  information, 
under  the  Federal  Confidentiality 

Bergen  County 

Vishnubhai  M.  Amin,  MD 
David  L.  Arbit,  MD 
Jack  L.  Baldasar,  MD 
William  I.  Brenner,  MD 
Gari  D.  Carabin,  MD 
Richard  J.  Davies,  MD 
James  A.B.  Drury,  DO 
Richard  J.  Garden,  MD 
Michael  J.  Kaplan,  MD 
Kenneth  A.  Levitsky,  MD 
David  Mendes,  MD 
Lisa  Ann  B.  Miller,  MD 
Thomas  J.  Molloy,  MD 


Regulations  (42  CFR  Part  2),  that 
information  may  be  released  only  to 
the  judge  who  orders  it  for  his  de- 
termination of  its  relevance  to  the 
case  at  issue. 

Subcommittee  on  Quality.  Has 

prepared  a comprehensive  docu- 
ment on  peer  review  to  be  re- 
viewed by  the  Committee  on 
Quality. 

Board  of  Medical  Examiners. 

Received  an  informational  report 
from  Anthony  P.  Caggiano,  Jr, 
MSNJ’s  liaison  to  BME. 

New  business.  Heard  a presen- 
tation by  the  Physician  Health- 
care plan  of  New  Jersey,  Inc.  □ 


Patrick  V.  Perin,  MD 
Bruce  L.  Rosen,  DO 
David  P.  Semar,  MD 

Burlington  County 

Scott  F.  Garberman,  MD 
Jeffrey  C.  Hager,  DO 
Eric  J.  Miller,  MD 
Michael  T.  Snyder,  MD 

Camden  County 

Morris  M.  Eisen,  DO 
Randall  B.  Gurak,  MD 
Pratima  D.  Parikh,  MD 
Robin  L.  Perry,  MD 
Mary  E.  Previty,  DO 
Subhash  C.  Ray,  MD 
Alfred  D.  Sacchetti,  MD 
Joy  D.  Steinfeld,  MD 
Jay  A.  Stiefel,  DO 
Gregory  R.  Toci,  DO 
Robert  C.  Villare,  MD 

Cape  May  County 

Domenic  F.  Coletta,  Jr,  MD 
David  J.  Landset,  DO 
Joseph  L.  Milio,  DO 
Sang  T.  Park,  MD 

Cumberland  County 

Ramakrishna  R.  Sudhindra,  MD 

Essex  County 

Richard  A.  Boiardo,  MD 
James  M.  Brown,  MD 
Miguel  A.  Conde,  MD 
Joseph  R.  DePasquale,  MD 
Louis  J.  Di  Bella,  Jr,  MD 
Louis  C.  Galdieri,  MD 
Mark  E.  Gilder,  MD 
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Steven  M.  Hertz,  MD 
John  A.  Kindzierski,  MD 
Richard  L.  Klein,  MD 
Allen  H.  Maniker,  MD 
Boston  F.  Martin,  MD 
Lloyd  S.  Minsky,  MD 
Emelie  H.  Ongeapin,  MD 
Audrey  B.  Radin,  MD 
Joseph  Ramos,  MD 
Enrique  J.  Rvngel,  MD 
Ira  D.  Tanzer,  MD 

Gloucester  County 

Michael  E.  Dalsey,  DO 
Robert  H.  Dilks,  MD 
David  J.  Lynch,  MD 
Thomas  R.C.  Reutter,  Jr,  DO 

Hudson  County 

Shaik  Abubakar,  MD 
Kurt  E.  Gerstmann,  MD 
Barry'  A.  Maltzman,  MD 
Felix  E.  Roque,  MD 

Hunterdon  County 

Michael  J.  Krzyzkowski,  MD 
David  R.  Polizzi,  MD 

Mercer  County 

John  J.  Bello,  MD 
James  A.  Boozan,  MD 
Gary  R.  Brickner,  MD 
Daniel  J.  Brodoff,  MD 
Gretchen  B.  Fahrenbruch,  MD 
Michael  J.  Fidanzato,  MD 
Richard  A.  Gervasio,  MD 
Timothy  S.  Hall,  MD 
Harris  C.  Lilienfeld,  MD 
Ricardo  Y.  Mabanta,  MD 
David  A.  Nardi,  MD 
Fred  H.  Schlesinger,  MD 

Middlesex  County 

Lynn  K.  Bickley,  MD 
Martin  S.  Gizzi,  MD 
Bernard  D.  Goldstein,  MD 
Robin  S.  Lucas,  MD 


Eric  H.  Phillips,  MD 
Marcus  P.  Porcelli,  MD 
Beatrix  Roemheld-Hamm,  MD 
Blass  A.  Royo,  MD 
Pamela  R.  Salley,  MD 
Robert  Schnitzlein,  MD 
Herbert  S.  Smyezek,  MD 
Michael  J.  Solomon,  MD 
Roderick  B.  Vergel  de  Dios,  MD 

Monmouth  County 

Harris  N.  Brain,  MD 
Donald  A.  Cugini,  MD 
Jay  M,  Cutler,  MD 
George  M.  Gabuzda,  MD 
Abolghassem  Garmkhorani,  MD 
Lorna  D.  Georgalas,  MD 
Lauren  T.  Goldstein,  MD 
Kenneth  M.  Granet,  MD 
John  S.  Greco,  Jr,  MD 
Charles  W.  Hage,  MD 
Donald  J.  Hazlev,  MD 
Andrew  C.  Hirsch,  MD 
Edwin  H.  Kim,  MD 
James  H.  Norton,  Jr,  MD 
Tarun  J.  Shah,  MD 
Randall  W.  Smith,  \1D 
Penny  S.  Turtel,  MD 
Dan  N.  Xenachis,  MD 
Alan  Zaccaria,  MD 
Louis  C.  Zlotkin,  DO 

Morris  County 

Harry  Agis,  MD 
Anthony  T.  D’Alessio,  MD 
Michael  A.  Deehan,  MD 
Paul  D.  DeRenzi,  MD 
Cheryl  N.  Fialkoff,  MD 
Gregory  J.  Fleming,  MD 
Geordie  P.  Grant,  MD 
Kathy  R.  Kerr,  MD 
Thomas  E.  Lammertse,  MD 
Shelley  Lanzkowsky,  MD 
Steven  A.  Maser,  MD 
John  W.  Murphy,  MD 
Mark  D.  Popkin,  MD 
Damian  W.  Sorvino,  MD 


Harry  L.  Stein,  MD 
Kenneth  Zahl,  MD 

Ocean  County 

George  D.  Birmingham,  MD 
Deborah  J.  Camiscoli,  MD 
Scott  R.  Cluley,  MD 
Dennis  W.  Kean,  MD 
II  H.  Kim,  MD 
David  S.  Kleinman,  MD 
Walter  E.  Lewis,  MD 
David  S.  Mitchell,  DO 
Assif  Rozovskv,  M D 
Mary'  S.  Shields,  MD 
Martin  Whiteman,  DO 
Mohamed  H.  Yosrv,  VI D 

Passaic  County 

Theodore  F.  Jasper,  MD 
Kumar  R.  Patel,  MD 
Tiziana  Pensabeni-Jasper,  MD 
Ranjit  C.  Rana,  MD 
Mark  S.  Rosenthal,  MD 

Somerset  County 
Eric  H.  Phillips,  MD 

Sussex  County 
Frank  L.  Kane,  MD 

Union  County 

Abba  L.  Cargan,  VI D 
Diane  R.  Chazen,  MD 
Bertram  T.  Chinn,  MD 
James  E.  Christman,  MD 
Celia  VI.  Fernandez  Botelho,  V1D 
Peter  Hyans,  MD 
Eric  A.  Karp,  MD 
Janusz  S.  Kornicki,  MD 
William  D.  Matuozzi,  MD 
Richard  T.  Paris,  MD 
Gerlando  V.  Parisi,  MD 
David  A.  Printz,  MD 
Deborah  E.  Rudin,  VI D 
Susheela  Thomas,  MD 
George  Varsos,  MD 
Stephen  A.  Zinn,  MD 
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PLACEMENT  FILE 


The  following  physicians  have 
written  to  the  executive  offices  of 
MSNJ  seeking  information  on  op- 
portunities for  practice  in  New 
Jersey.  If  you  are  interested  in 
further  information  concerning 
these  physicians,  please  direct 
your  inquiries  to  them. 

Anesthesiology 

Geoffrey  W.T.  Ndeto,  MD,  36 

Franklin  Ave.,  Rosemont,  PA  19010. 
Nairobi  (Kenya)  1976.  Group  or 
partnership.  Available  July  1994. 

Gastroenterology 

Daniel  M.  Helburn,  MD,  350  E. 

17th  St.,  Apt.  19A,  New  York,  NY 
10003.  University  of  Vermont  1988. 
Board  certified  (IM).  Board  eligible 
(GASTRO).  Group,  partnership,  solo. 
Available  July  1994. 

Internal  Medicine 

James  W.  Catanese,  MD,  1737  Wil- 
liamsbridge  Rd.,  New  York,  NY 


10461.  Albany  Medical  College  1988. 
Board  certified  (IM).  Board  eligible 
(CARD).  Group  or  partnership. 
Available  July  1994. 

Christine  Futh  Giacobbe,  DO,  260 
First  St.,  Apt.  9A,  Mineola,  NY 
11501.  NY  College  of  Osteopathic 
Medicine  1990.  Board  eligible  (IM). 
Group,  HMO,  hospital.  Available 
July  1994. 

Robert  C.  Giacobbe,  DO,  260  First 
St.,  Apt.  9A,  Mineola,  NY  11501.  NJ 
College  of  Osteopathic  Medicine 
1990.  Board  eligible  (IM).  Solo, 
group,  partnership.  Available  July 
1994. 

Nick  Mehta,  MD,  1946  Guernsey 
Ave.,  Abington,  PA  19001.  B.J. 
Medical  College  (India)  1978.  Board 
eligible.  Available. 

Pathology 

Maria  S.  Braganca,  MD,  43  S. 
Cadillac  Dr.,  Somerville  NJ  08876. 
GOA  (India)  1968.  Board  certified. 
Group.  Available. 


Pediatrics 

Balathripura  S.  Jonnalagadda,  MD, 

6 Langley  Rd.,  Kendall  Park,  NJ 
08824.  Osmania  1975.  Board  eligible. 
Group  or  solo.  Available. 

Psychiatry 

Dorothy  Brozek,  MSN,  MD,  200  E. 

Wynnewood  Rd.,  D-l,  Wynnewood, 
PA  19096.  Albany  Medical  College 
1990.  Group  or  partnership.  Board 
eligible.  Available. 

Surgery 

W.  Dean  Adams,  MD,  3617  38  St., 
NW,  Apt.  310,  Washington,  DC 
20016.  College  of  Physicians  & 
Surgeons  1989.  Board  eligible 
(SURG).  Group,  associate,  partner. 
Available  July  1994. 

Marc  S.  Saunders,  DO,  6815 
Lockwood  Blvd.,  Apt.  155, 
Boardman,  OH  44512.  NY  College  of 
Osteopathic  Medicine  1987.  Board 
eligible.  Available. 


CONTINUING  EDUCATION 


May 

1-  MSNJ  Annual  Meeting 

4 Trump  Taj  Mahal  Casino/ 

Resort,  Atlantic  City  (MSNJ) 

4 Endocrinology  Grand  Rounds 

11  11:30  A. M. -12:30  P.M. — VA 

18  Medical  Center,  East  Orange 

25  (AMNJ) 

4 Interhospital  Endocrine 

11  Rounds 

18  3:30-5  P.M. — University 

25  Hospital,  Newark 
(AMNJ) 

13  Endoscopic  Treatment  of 

Upper  Gastrointestinal 
Bleeding 

8:30-9:30  A.M.  — United 
Hospitals  Medical  Center, 
Newark  (AMNJ) 

13  Diabetic  Ketoacidosis 

9 A.M. — Helene  Fuld  Medical 
Center,  Trenton  (Helene  Fuld 
Medical  Center) 

16  Nutritional  Support 

1-2  P.M  — New  Lisbon 
Developmental  Center, 

New  Lisbon  (AMNJ) 

18  Calcium  Absorption, 

Abnormalities  of  Calcium  and 
Vitamin  Metabolism 
10-11  A.M.  — St.  Mary  s 
Hospital,  Passaic  (AMNJ) 


18  Dermatology  Case 
Presentations 
6 P.M.  — RCHP,  Route  1, 

New  Brunswick  (UMDNJ) 

25  Scientific  Meeting 
6:30-9:30  P.M. — The  Manor, 
West  Orange  (Head  and  Neck 
Oncology  Section , AMNJ ) 

26  Thyroid  Diseases 
10-11  A.M.  — Hunterdon 
Developmental  Center,  Clinton 
(AMNJ) 

31  Urinary  Incontinence  of  the 
Elderly 

12  Noon-1  P.M. — The  Hospital 
Center  at  Orange,  Orange 
(AMNJ) 

June 

1 Sleep  Apnea  Syndrome 

10-11  A.M.  — St.  Mary’s 
Hospital,  Passaic  (AMNJ) 

3 Annual  Meeting 

Sheraton  Tara,  Parsippany 
(NJ  Gastroenterological  Society/ 
NJ  Society  for  Gastroin  testinal 
Endoscopy) 

8 Ventricular  Arrhythmias  in 

the  Post-Cath  Era 
10-11  A.M. — St.  Mary’s 
Hospital  Passaic  (AMNJ) 

15  Management  of 

Gastrointestinal  Bleeding 


10-11  A.M.  — St.  Mary’s 
Hospital,  Passaic  (AMNJ) 

16-  Family  Physicians 
19  Annual  Meeting 

Bally’s  Park  Place  Hotel, 
Atlantic  City 
(NJ  Academy  of  Family 
Physicians) 

17  Nutritional  Support 

9-10  A.M.  — St.  Francis  Medical 
Center,  Trenton  (AMNJ) 

18-  Clinical  Legal  Aspects  of  Mild 
19  Traumatic  Brain  Injury 
8 A.M. -5  P.M.  — Kessler 
Institute  for  Rehabilitation 
(Kessler  Institute ) 

22-  PALS  Recertification  and 
24  Scientific  Assembly 

Trump  Plaza  Casino  Hotel, 
Atlantic  City 
(American  College  of 
Emergency  Physicians  and 
AMNJ) 

28  Proper  Use  of  Endoscopy 

12  Noon-1  P.M. — The  Hospital 
Center  at  Orange,  Orange 
(AMNJ) 

28  Making  Decisions  in 
Transfusion  Medicine 

12  Noon-1  P.M. — West  Jersey 
Hospital  System,  Voorhees 
(AMNJ) 
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June  1 1 , 1994 
14th  ANNUAL 

ADVANCES  IN 
GASTROENTEROLOGY 

Bally’s  Park  Place  Hotel  and  Casino 
Atlantic  City,  New  Jersey 

Sponsored  by  the 
Presbyterian  Medical  Center 
Gastrointestinal  Section 

Accreditation:  Continuing  Medical  Education  Credits 
will  be  provided  by  the  Presbyterian  Medical  Center  of 
Philadelphia,  an  affiliate  of  the  University  of  Pennsylvania. 
The  Presbyterian  Medical  Center  of  Philadelphia  is  accredit- 
ed by  the  Pennsylvania  Medical  Society  to  sponsor  continu- 
ing medical  education  for  physicians. 

Information: 

Registration  Manager 
SLACK  Incorporated 
6900  Grove  Road 
Thorofare,  NJ  08086-9447 
(609)  848-1000 


MARY  ANN  HAMBURGER  HAS 

had  many  years'  experience  in 
medical-office  management  Her 
service  is  expert  and  comprehensive. 

MARY  ANN  HAMBURGER  CAN 

make  a difference  in  your  practice, 
because  she  knows  today’s  complex 
world  of  medicine. 

MARY  ANN  HAMBURGER  IS 

dependable  She  has  the  contacts, 
background  and  practical  know-how 
to  set  up  or  improve  your  office 
systems — from  billing  to  finances 
and  personnel 


FOR  A ONE-TIME  CONSULTATION 
or  A CONTINUING  SERVICE— 
MARY  ANN  HAMBURGER 
ASSOCIATES  CAN  BRING  TO 
YOUR  PRACTICE  THE  MOST 
COMPREHENSIVE  MANAGEMENT 
DIRECTION,  BACKED  BY  YEARS 
OF  EXPERIENCE. 

FOR  A WHOLE  NEW  APPROACH 
TO  OFFICE  PRACTICE,  CONTACT: 

MARY  ANN  HAMBURGER 
ASSOCIATES 
74  HUDSON  AVENUE 
MAPLEWOOD,  NJ  07040 

201  763-7394 


ASSOCIATES  HELP  YOU? 


The 

Medical  Billing  Company 

Professional  Billing  Agents  Since  1972 


908  - 679  - 2200 


We  Offer 
Billing  Services 


BETTER 

And 

LESS  EXPENSIVE 


Than  ANY  Other 
Billing  Company! 


(Call  For  Details) 

Specialists  In  Patient  Bitting 
%/  Electronic  Claim  Submission  to  ALL  3rd 
Party  Payors 

t/  Pre-Collection  Services 

Member  ol  the  International  Association  ot 
Bitting  Services  (t.A.BS.)  Has  Its 

Rewar ds  !! 

3346  U.S.  Highway  #9. 
Old  Bridge,  NJ 
08857-3039 
Tel:  (908)  679-2200 
Fax:  (908)  679-1352 


ChoosiNq 
ThEjRfQhr 
BHIbnq  Company 


Acupuncture  & Electro-Therapeutics 
in  Clinical  Practice 

New  York  State  Boards  of  Medicine  & Dentistry  25-hour 
accredited  seminar  & workshop  on  latest  theories  & 
techniques  of  manual  & electro-acupuncture,  TENS  & simple 
non-invasive  diagnostic  methods  (including  cardio-vascular, 
neuromuscular,  central  nervous  systems  & “Bi-Digital  O-Ring 
Test”),  applicable  towards  300-hour  requirement  for 
certification  to  practice  acupuncture,  will  be  given  periodically 
for  licensed  clinicians  (with  or  without  prior  training)  on  3- 
day  weekends  (Fri-Sun)  of  May  27-29,  Sep.  16-18,  Nov. 
17-19,  and  Dec.  9-11,  1994,  at  Milford  Plaza  Hotel,  45th  St. 
& 8th  Ave.,  New  York  City. 

The  10th  Annual  International  Symposium  on 
Acupunture  & Electro-Therapeutics  will  be  held  at 
Columbia  University,  School  of  International  Affairs,  420  W. 
118th  St.,  N Y.  City,  during  October  20-23,  1994. 

These  meetings  are  co-sponsored  by  the  International 
College  of  Acupuncture  & Electro-Therapeutics  & its  official 
journal,  Acupuncture  & Electro-Therapeutics  Research,  The 
International  Journal  (published  by  Pergamon  Press  & 
indexed  in  15  major  indexing  periodicals,  including  Index 
Medicus),  Heart  Disease  Research  Foundation;  NY  Pain 
Center;  Electrical  Engineering  Dept.,  Manhattan  College; 
Nordic  Medical  Acupuncture  Society  (Scandinavia);  Schmerz 
Therapeutische  Kolloquium  (West  Germany);  Japan  Bi-Digital 
O-Ring  Test  Assn.;  Accredited  toward  Acupuncture 
Certification  to  practice  acupuncture.  Eligible  for  AMA  CME 
Cat.  I credit  (about  40  credit-hours  for  the  Symposium). 
Among  many  distinguished  speakers  is  former  Chairman  of 
Nobel  Committee  Prof.  Norden  Stron. 

For  information  on  meetings  or  submission  or 
presentations  of  papers,  contact  Symposium  Chairman,  Prof. 
Y.  Omura,  M.D.,  Sc.D.,  800  Riverside  Drive  (8-1)  New  York, 
NY  10032  Tel:  (212)  781-6262  (10  am  to  10  pm  7 days  a week) 
or  (212)  928-0658,  Co-chairman,  Prof.  A.W.  Cook,  MD  (516) 
877-1821,  or  Claire  Ulrich  (212)  781-3082. 
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EDITORIAL  CRITERIA 


CONTENT 


New  Jersey  Medicine  is  the 
official  organ  of  the  Medical 
Society  of  New  Jersey.  The  goals 
are  educational  and  informational. 
All  material  published  is 
copyrighted  by  the  Medical 
Society  of  New  Jersey. 

The  educational  contents  of 
each  issue  appear  as  scientific 
articles,  based  on  research,  or- 
iginal concepts  relative  to 
epidemiology  of  disease,  and 
treatment  methodology;  case  re- 
ports; review  articles;  clinical 
notes;  state  of  the  art  reports;  and 


COPYRIGHT 


In  compliance  with  the 
Copyright  Revision  Act  of  1976 
(effective  January  1,  1978),  a 
transmittal  letter  or  a separate 
statement  accompanying  material 
offered  to  NEW  JERSEY  MEDICINE 
must  contain  the  following 


SPECIFICATIONS 


Submit  two  manuscripts  that 
must  be  typewritten  and  double 
spaced  on  8V2"  by  11"  paper. 
Statistical  methods  used  in 
articles  should  be  identified. 

The  title  page  should  include 
the  full  name,  degrees,  and  affilia- 
tions of  all  authors,  and  the  name 
and  address  of  the  author  to 
whom  reprint  requests  and  cor- 
respondence should  be  sent. 

The  author  should  submit  a 30- 
word  abstract  to  be  used  at  the 
beginning  of  the  article. 

Tables  must  be  typewritten  and 
double  spaced  on  separate  8V2"  by 
11"  sheets,  with  a title  and 
number.  Symbols  for  units  should 
be  confined  to  column  headings, 


PUBLICATION  POLICY 


Receipt  of  each  manuscript  will 
be  acknowledged;  the  paper  will 
be  referred  to  the  Editorial 
Board.  Final  decision  is  reserved 


special  articles,  that  include 
evaluations,  policy  and  position 
papers,  and  reviews  of  nonscien- 
tific  subjects.  Other  topics  in- 
clude professional  liability  com- 
mentary; critical  narration; 
medical  history;  pediatric  briefs; 
nutrition  update;  and  opinions. 
Editorials  are  prepared  by  the 
editor  and  by  guest  contributors 
on  timely  and  relevant  subjects. 
The  Doctors  Notebook  section 
contains  organizational  and  ad- 
ministrative items  from  the 
Medical  Society  of  New  Jersey 


language  and  must  be  signed  by 
all  authors. 

“In  consideration  of  NEW 
Jersey  Medicine  taking  action  in 
reviewing  and  editing  my  sub- 
mission, the  author(s)  under- 
signed hereby  transfers,  assigns. 


and  abbreviations  should  be  kept 
to  a minimum. 

Illustrations  should  be  profes- 
sional quality,  black-and-white 
glossy  prints.  The  name  of  the 
author,  figure  number,  and  the  top 
of  the  figure  should  be  noted  on  a 
label  attached  to  the  back  of  each 
illustration.  When  photographs  of 
patients  are  used,  the  subjects 
should  not  be  identifiable  or 
publication  permission,  signed  by 
the  subject  or  responsible  person, 
must  be  included  with  the  photo- 
graph. Material  taken  from  other 
publications  must  give  credit  to 
the  source. 

Generic  names  should  be  used 
with  proprietary  names  indicated 


for  the  editor.  No  direct  contact 
between  the  reviewers  and  the 
authors  will  be  permitted. 

All  communications  should  be 


and  from  the  community.  Letters 
to  the  editor  and  book  reviews  are 
welcome  and  will  be  published  as 
space  permits. 

The  principal  aim  in  the 
preparation  of  a contribution 
should  be  relevance  to  diagnosis 
and  treatment  and  to  the  educa- 
tion of  patients  and  professionals. 
Preference  will  be  given  to 
authors  from  New  Jersey  and  to 
out-of-state  lecturers  submitting  a 
suitable  manuscript  based  on  a 
presentation  made  to  an  audience 
in  New  Jersey. 


or  otherwise  conveys  all  copyright 
ownership  to  the  Medical  Society 
of  New  Jersey,  in  the  event  that 
such  work  is  published  in  New 
Jersey  Medicine.’’ 


parenthetically  or  as  a footnote 
with  the  first  use  of  the  generic 
name.  Proprietary  names  of  de- 
vices should  be  indicated  by  the 
registration  symbol  — R . 

The  summary  of  the  article 
should  not  exceed  250  words;  it 
should  contain  essential  facts. 

References  should  not  exceed 
35  citations  except  in  review 
articles,  and  should  be  cited  con- 
secutively by  numbers  in 
parentheses  at  the  end  of  the 
sentence.  The  style  of  NEW 
Jersey  Medicine  is  that  of  Index 
Medicus: 

1.  Goldwyn  RM:  Subcutaneous 
mastectomy.  NJ  MED 
74:1050-1052,  1977. 


sent  to  NEW  JERSEY  MEDICINE , 
MSNJ,  2 Princess  Road, 
Lawrenceville,  NJ  08648.  □ 
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IMPORTANT  BENEFITS  ANNOUNCEMENT  FOR  ALL  MEMBERS  OF  THE 
MEDICAL  SOCIETY  OF  NEW  JERSEY 

NOW  AVAILABLE  up  to  $25,000.00  per  month  DISABILITY  BENEFITS 
ENDORSED  BY  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

* 

IMPORTANT  FEATURES 


★ Non-Smoking  members  SAVE  30% 

★ Guaranteed  renewable  and  non-cancellable. 

★ Choice  of  benefit  periods  including  lifetime. 

★ Professional  overhead  expense  coverage.  Are  you 
adequately  protected? 

★ Finest  definition  of  disability  providing  full  recognition 
of  over  100  medical  specialties. 


★ FULL  lifetime  renewability. 

★ Optional  residual,  COLA.  & future  purchase  guaran- 
tees regardless  of  insurability. 

★ Personal,  highly  professional  service  for  each  mem- 
ber. 


* 


UNDERWRITTEN  BY: 


ADMINISTERED  BY: 


The  Paul  Revere  Life 
Insurance  Company 

Worcester,  Mass.  01608 

ADMINISTRATOR: 

MR.  LEONARD  KLAFTER 
1-800-248-7090 


International  Underwriters  Agency 
International  Klafter  Company 

3 Executive  Blvd. 

Yonkers,  New  York  1 0704 

1-800-248-7090 


* 


Learn  how  you  can  obtain  the  finest  disability  coverage  the  industry  offers— and  how  you 
can  save  substantial  premium  costs— send  this  coupon  today! 


International  Underwriters  Agency 
3 Executive  Blvd. 

Yonkers,  N.Y.  10704 
1-800-248-7090 


Attention:  Mr.  Leonard  Klafter,  Administrator,  MSNJ  Disability  Plans 


Please  provide  me  with  the  details  on  Paul  Revere’s  disability  income  benefits 
for  up  to  $25,000.00  per  month.  I am  a member. 


Member’s  Name: 

Address:  Home  □ 

Office  □ 

City:  Phone: 


am  interested  in: 

disability  coverage 

□ 

overhead  expense 

□ 
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3. 


IN  MEMORIAM 


WAYNE  W.  HALL 


We  regret  to  announce  the 
death  of  Wayne  Willard  Hall, 
MD,  on  October  7,  1993.  He  was 
born  on  July  7,  1897,  in  Col- 
linsville, Alabama.  Dr.  Hall  re- 
ceived a medical  degree  from 
Cornell  University  Medical  Col- 
lege, New  York,  in  1921.  A 
surgeon.  Dr.  Hall  was  president 
of  the  medical  staff  at  Paterson 
General  Hospital;  past-president 
of  our  Passaic  County  component; 


a member  of  the  American 
Medical  Association;  and  a fellow 
of  the  American  College  of 
Surgeons.  Dr.  Hall  was  affiliated 
with  Valley  Hospital,  Ridgewood, 
and  Paterson  General  Hospital. 
Dr.  Hall  served  as  chief  of 
medical  services  for  Bergen  and 
Passaic  Counties  for  the  New 
Jersey  Civil  Defense.  Dr.  Hall 
was  a World  War  II  United  States 
Army  veteran. 


WILLIAM  G.  KUHN,  JR 


Bound  Brook  resident  William 
George  Kuhn,  Jr,  MD,  died  on 
February  2,  1994.  He  was  78 
years  old.  Dr.  Kuhn  was  born  on 
November  12,  1915,  in  New 
Brunswick.  Dr.  Kuhn  was 
graduated  from  Georgetown  Uni- 
versity School  of  Medicine,  Wash- 
ington, DC,  in  1942.  Dr.  Kuhn 
was  an  orthopedic  surgeon  and 
maintained  a practice  in  New 
Brunswick  for  35  years.  During 
his  long  medical  career.  Dr.  Kuhn 
was  chief  of  surgery  at  St.  Peter’s 
Medical  Center  and  at  Robert 
Wood  Johnson  Hospital,  both  in 
New  Brunswick;  chief  of  or- 
thopedic surgery  at  Roosevelt 
Hospital,  Edison;  and  medical 
director  and  on  the  Board  of 
Directors  of  the  Cerebral  Palsy 


Treatment  Center.  Dr.  Kuhn  was 
awarded  the  Richie  Award  in 
1977  for  service  to  the  cerebral 
palsy  community  and  the  MSNJ 
Golden  Merit  Award  in  1992.  In 
addition.  Dr.  Kuhn  was  on  the 
Board  of  Directors  of  Margaret 
McLaughlin  McCarrick  Center, 
Somerset,  and  the  Family  Prac- 
tice Center  at  St.  Peter’s  Medical 
Center;  a founding  member  of  the 
Eastern  Orthopedic  Society;  past- 
president  of  our  Middlesex  Coun- 
ty component;  a member  of  the 
American  Medical  Association; 
and  a fellow  of  the  American  Col- 
lege of  Surgeons.  During  World 
War  II,  Dr.  Kuhn  served  as  chief 
of  the  paraplegics  section  at 
Army’s  Thomas  England  General 
Hospital,  Atlantic  City. 


JAMES  A.  ROGERS 


We  regret  to  inform  our 
readers  of  the  death  of  the  182nd 
president  of  MSNJ,  James  August 
Rogers,  MD,  on  December  17, 
1993.  He  was  born  on  July  22, 
1914,  in  Paterson.  Dr.  Rogers 
specialized  in  internal  medicine 
and  was  graduated  from  Hahne- 
mann Medical  College,  Philadel- 
phia, in  1940.  He  completed  an 
internship  at  St.  Michael’s 
Hospital,  Newark,  and  Margaret 
Hague  Maternity  Hospital,  Jersey 
City;  and  a residency  at  Sea  View 


Hospital,  and  New  York  Medical 
College,  both  in  New  York,  and 
Lahey  Clinic,  Boston.  Dr.  Rogers 
maintained  a practice  in  Paterson. 
During  his  medical  career,  Dr. 
Rogers  was  past-president  of  our 
Passaic  County  component;  af- 
filiated with  Rutgers  Medical 
School  and  New  Jersey  Medical 
School;  director  of  the  medical 
research  planning  division  at 
Hofifman-LaRoche,  Nutley;  direc- 
tor of  medical  education  for  the 
New  Jersey  Regional  Medical 
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MICHAEL  TARANTO 


Program;  and  president  of  the  as- 
sociate staff  at  Paterson  General 
Hospital.  Dr.  Rogers  was  a 
member  of  the  American  Medical 
Association,  of  the  American 
Society  of  Internal  Medicine,  and 
ol  the  American  Thoracic  Society. 
He  also  was  a member  of  the 
Board  of  Trustees  of  MSNJ  and 


Pediatrician  Catherine  Elva 
Spears,  MD,  of  Chatham,  passed 
away  on  January  26,  1994,  at  the 
age  of  76.  Dr.  Spears  was  born  on 
September  2,  1917,  in  Brooklyn, 
New  York.  Dr.  Spears  specialized 
in  neuropediatrics  and  main- 
tained a practice  in  Chatham 
since  1953.  She  was  affiliated 
with  Children’s  Specialized 
Hospital,  Mountainside;  Mor- 
ristown Memorial  Hospital;  The 
Hospital  Center  at  Orange;  and 
Warren  Hospital,  Phillipsburg. 
During  her  medical  career.  Dr. 
Spears  was  affiliated  with  Newark- 
State  College  and  Fairleigh 
Dickinson  University;  founded 
the  Child  Evaluation  Center  at 
Morristown  Memorial  Hospital; 
was  appointed  by  Governor  Wil- 
liam Cahill  in  1972  to  serve  as  an 


Hopewell  resident  Michael 
Taranto,  MD,  died  on  January  31, 
1994,  at  the  grand  age  of  85.  Dr. 
Taranto,  born  on  May  9,  1908,  in 
Brooklyn,  New  York,  was 
awarded  a medical  degree  from 
Georgetown  University  School  of 
Medicine,  Washington,  DC,  in 
1934.  He  completed  an  internship 
at  Elizabeth  General  Hospital  and 
a residency  at  Jersey  City  Medical 
Center.  Dr.  Taranto  was  an  or- 
thopedic surgeon  and  maintained 
a practice  in  Elizabeth  for  40 
years.  He  was  chief  of  orthopedic 
surgery  at  Elizabeth  Medical 
Center  and  was  affiliated  with  St. 


of  the  Academy  of  Medicine  of 
New  Jersey,  and  a fellow  of  the 
American  College  of  Chest  Physi- 
cians. Dr.  Rogers  was  the  reci- 
pient of  the  Doctor  of  the  Year 
Award  in  1971  presented  by  our 
Passaic  County  component.  Dr. 
Rogers  served  in  the  United 
States  Navy  during  World  War  II. 


honorary  member  of  the  New 
Jersey  State  Committee  on  Chil- 
dren and  Youth;  and  received  the 
Woman  of  the  Year  award  in  1964 
from  the  New  Jersey  Association 
for  Retarded  Children,  Morris 
County  chapter.  A member  of  our 
Morris  County  component,  Dr. 
Spears  was  graduated  from  Long 
Island  College  of  Medicine,  New 
York,  in  1945  and  completed  an 
internship  at  Brooklyn  Hospital, 
New  York,  and  a residency  at  St. 
Luke’s  Hospital,  Neurological  In- 
stitute, and  Willard  Parker 
Hospital  for  Contagious  Diseases. 
She  also  was  a diplomate  of  the 
American  Board  of  Pediatrics;  a 
fellow  of  the  American  Academy 
of  Pediatrics;  and  a member  of  the 
American  Medical  Association. 


Elizabeth  Hospital  and  Alexian 
Brothers  Hospital,  both  in 
Elizabeth.  In  addition.  Dr.  Tar- 
anto was  active  with  polio  re- 
habilitation at  Orange  Orthopedic 
Hospital  during  the  1950s.  He 
was  a member  of  our  Union 
County  component,  a diplomate 
of  the  American  Board  of  Or- 
thopedic Surgery;  and  a fellow  of 
the  American  Academy  of  Or- 
thopedic Surgeons  and  of  the 
American  College  of  Surgeons. 
Dr.  Taranto  served  in  the  United 
States  Navy  Medical  Corps  dur- 
ing World  War  II. 
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ACROSS 

1.  Rice 

6.  derol;  a trifle 

9.  Most  perfect 

14.  Boxing  or  circus 

15.  Relative  of  stout 

16.  Beat 

17.  cyst,  result  of 

blocked  duct 

19.  Tear  inducer 

20.  DDSs’  org. 

21.  Litter  of  pigs 

23.  Olive 

24.  Moves  the  camera 

25.  Finial 
27.  Squints 

29.  editor,  or  coping 

34.  The  Wreck  of  the  Mary 

35.  Layer 

36.  A retroperitoneal  cyst 

37.  Precedes  lateral 

38.  Partook 

39.  An  avatar  of  Vishnu 

40.  Glasses 

42.  Soak  flax 

43.  in;  enticed 

44.  Liver  cysts 

46.  Assumes  a sullen  expression 

47.  Unit  of  electricity 

48.  Narcs,  usually 

49.  Jejune 

52.  Enzyme 
55.  MDs’  org. 

58.  Oils  and  watercolors,  e.g. 

60.  Hair-containing  cyst 

62.  Mr.  T’s  outfit 

63.  Switch  positions 

64.  Dog 

65.  Preceded  the  Giants  in  San 
Francisco 

66.  Tee or haw 

67.  Snead,  to  his  buddies 


DOWN 

1.  I:  not  a virgin 

2.  Hot 

3.  smile  be  your  umbrella 

4.  But  follower 

5.  Publicity 

6.  State , annual  summer 

events 

7.  Swan  genus 


8.  Jay,  the  comic 

9.  Japanese  statesman 

10.  Jaw  cyst 

11.  Arab  chieftain 

12.  E , The  Gold  Bug  author 

13.  Single 

18.  Thrashes 

22.  Sebaceous  cyst 

24.  cyst,  in  the 

mediastinum 

26.  Duffer’s  goal 

27.  Vigorous 

28.  Alleviated 

29.  Allots 

30.  Dill 

31.  Awkward 

32.  Titles 

33.  Elated 

34.  Attractive  woman,  slang 

35.  Greater  than  45  proof 

41.  Sault Marie 

43.  Mice 

45.  Under  the  weather 


46.  Currency  below  the  Rio 
Grande 

48.  Cyst  lacking  an  epithelial  lin- 
ing 

49.  Latin  I word 

50.  Network 

51.  Concept 

53.  Malay  arrow  poison 

54.  State  tree  of  Maine 

55.  First  man 

56.  Injure 

57.  Accomplice 
59.  Mornings 

61.  Tax-deferred  account 


Solution  on  page  346 
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GAZELLE m 


PRACTICE  MANAGEMENT  SOFTWARE 


BE  PREPARED... 

• Easy  to  use  Electronic  Medical  Administration  Software 
For:  solo,  group  and  multi-specialty  practices 

• Direct  Electronic  Claims  Submission  to  all  participating 
Insurance  Companies  and  HMOs 

• Faster  payment  reimbursement 

• Comprehensive  and  Cost-Effective 

FOR  A FREE  DEMO  IN  YOUR  OFFICE 

TechPlus  Systems,  Inc.  99  University  Place,  10th  FI.,  New  York,  N.Y.  10003 


VLL:  1-800-364-8909 


CLASSIFIED 


SPACE  USE  IS 
FOR  MSNJ  MEMBERS  ONLY 

Copy  deadline:  5th  of  preceding 
month;  Payment  in  advance;  $5.00 
first  25  words,  100  each  additional. 
Count  as  one  word  all  single  words, 
two  initials  of  name,  each  abbrevia- 
tion, isolated  numbers,  groups  of 
numbers,  hyphenated  words.  Count 
name  and  address  as  five  words, 
telephone  number  as  one  word, 
Box  No.  000,  NEW  JERSEY 
MEDICINE  as  five  words. 


AVAILABLE -Board  Certified  In- 
ternist, experienced  IM  and  urgent  care, 
well  trained,  seeks  locums,  full  or  part 
time  near  Princeton/New  Brunswick. 
Contact  Dr.  Sussman  or  Dr.  Levin,  5030 
Champion  Blvd.  #6-210,  Boca  Raton,  FL 
33496.  Digital  beeper  407-754-8222. 

PART  TIME  PHYSICIAN  WANTED- 

For  Family  Practice/Industrial  Medical 
Center  located  in  South  Jersey.  Board 
Certified  preferred.  This  established 
urgent  care  center  has  p/t  hours  available 
for  a personable  physician  who  enjoys 
working  with  a dedicated  staff.  This  is  an 
opportunity  to  meet  and  grow  with  the 
best.  Send  CV  to  P.O.  Box  2072,  Medford 
Lakes,  NJ  08055. 

INTERNIST— Board  Certified/Board 
Eligible.  Well  established  internal 
medicine  practice  in  Bergen  County  with 
two  offices,  seeking  physician  to  join 
practice.  Terms  negotiable.  Write  Box 
No.  075,  NEW  JERSEY  MEDICINE. 


PART  TIME  NUCLEAR  RADIOLO- 
GIST— Wanted  for  Nuclear  Medicine 
and  Visceral  Ultrasound  in  new  modern 
department  with  state-of-the-art  equip- 
ment. Convenient  to  Garden  State 
Parkway,  turnpike,  and  two  blocks  from 
Route  280.  Part-time  position  with  com- 
petitive salary  and  negotiable  hours.  DX 
Radiology  or  Nuclear  Radiology  Board 
certification  preferred.  Send  CV  to: 
Patrick  J.  Conte,  MD,  268  Martin  Luther 
King,  Jr.  Blvd.,  Newark,  NJ  07102  or  to 
FAX  201-877-5267.  For  appointment  call 
201-877-5268. 

P/T,  F/T  PHYSICIAN  WANTED -For 
urgent  medical/familv  practice  center  in 
Somerset  County.  Excellent  working  en- 
vironment. Send  CV  to  P.O.  Box  6821, 
Bridgewater,  NJ  08807  or  call 
908-231-0777. 

PEDIATRICIAN  — New  Jersey,  Board 
Certified,  Board  Eligible  for  full/part 
time  position  in  growing  central  Jersey 
practice.  Great  location  one  hour  from 
NYC  near  Jersey  shore.  Excellent  op- 
portunity. Please  send  CV  to  Box  No. 
069,  NEW  JERSEY  MEDICINE. 
PEDIATRICIAN  — Wanted  to  join 
established  and  growing  solo  practice, 
central  Jersey  near  two  teaching 
hospitals.  Immediate  partnership  with 
take-over  in  6 to  12  months.  Write  Box 
No.  072,  NEW  JERSEY  MEDICINE. 
PEDIATRICIANS  — New  Jersey,  full 
and  part-time  pediatricians  wanted  to 
join  group  practice,  salary  with  eventual 
partnership,  excellent  potential.  Level  II 
nursery,  PICU.  Approx.  1 hour  from 
NYC,  Phila.  & Atlantic  City.  Growing 
area,  excellent  schools,  summer  resort. 
Call  908-363-4892,  908-914-0457  or 

908-506-9698  evenings. 


PHYSICIAN — To  join  our  established, 
fast-growing,  wellness-centered  practice 
in  Princeton,  New  Jersey.  In  addition  to 
primary  care  services,  candidates  should 
possess  a strong  interest  in  nutrition, 
wellness,  education,  and  mental  health 
services.  Limited  call  requirements.  For 
information  contact  212  Commons  Way, 
Princeton,  NJ  08540  or  call 
609-921-1842. 

EQUIPMENT/FURNITURE  FOR 

SALE  — Reception  room  furniture:  2 set- 
tees solid  wood  frames  & gold  seat  cover- 
ing, 2 chairs  metal  frame,  end  tables. 
Examining  room  furniture  and  equip- 
ment: 2 examining  tables,  2 cabinets,  1 
castle  examine  lamp,  2 cryo-surgery 
machines,  aspiration  machine, 
cryomedics  system  3001  stereoscopic 
zoom  system  (colposcopy  machine), 
American  autoclave  sterilizer.  Call 
908-494-0906. 

EQUIPMENT  FOR  SALE  — Continen- 
tal Pioneer  100  MA  x-ray  machine.  Ex- 
cellent condition.  Bargain.  Must  sell.  Call 
908-826-7676. 

EQUIPMENT  FOR  SALE-A  Bennett 
MF-150  mammogram  machine. 
908-494-6300. 

GENERAL  INTERNIST/FAMILY 
PRACTICE— Immediate  opening  for  a 
physician  to  join  well  established  (45 
years),  solo  practice  in  southern  New 
Jersey.  Opportunity  for  buy-in  of  real 
estate  and  practice.  Pleasant  location  near 
the  shore  and  not  far  from  Philadelphia. 
Write  Box  No.  073,  NEW  JERSEY 
MEDICINE. 


COLLECTION  SERVICE 

WE  SPECIALIZE  IN  THE  COLLECTION 
OF  MEDICAL  ACCOUNTS. 

Are  you  spending  your  time  trying  to  collect  your 
past  due  accounts?  Let  us  handle  the  collection 
of  your  past  due  accounts.  This  will  free  up  time 
for  you  to  operate  your  business.  We  have  over 
30  years  experience  in  consumer  collections. 
Fee  is  charged  only  if  a collection  is  made. 

FOR  IMMEDIATE  RESULTS,  CALL 
H&S  COLLECTIONS  (609)  443-4593 


Health  Care  Supplies 
AT  REASONABLE  PRICES! 

EXAM  GLOVES 

— Latex,  EVA  Copolymer  or  Vinyl— 


Order  as  low  as  1 Box  (100  gloves)  or 
1 Case  (10  boxes) 


OTUS 


One  Time  Use  Supplies 


Please  Call  (201)  361-3559  today! 
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VISNJ  NEWSLETTER 


OUR  NEW  LOOK 


Our  new  logo  projects  a strong 
image  that  will  be  easily  re- 
membered. The  image  is  in  keep- 
ing with  the  Medical  Society  of 
New  Jersey’s  (MSNJ)  desire  to 
position  physicians  out  front  in 
the  health  care  reform  debate. 


When  written  or  visual  state- 
ments developed  by  MSNJ  are 
released  to  the  public,  the  logo 
will  be  prominently  displayed  to 
ensure  recognition  and  to  rein- 
force our  leading  role  in  develop- 
ing health  policy. 


I PHYSICIAN  PAYMENT  REVIEW  COMMISSION 


Members  of  the  prestigious 
federal  Physician  Payment  Re- 
view Commission  have  agreed  to 
recommend  development  of 
model  practice  laws  for  nonphvsi- 
cian  practitioners  and  reimburse- 


ment of  nurse  practitioner  and 
physician  assistant  services.  How- 
ever, the  Commission  also  recom- 
mended higher  fees  for  physicians 
than  for  nonphysicians. 


I EVALUATION  OF  MSNJ  ADVOCACY  PROGRAM 


PHYSICIANS  TARGETED  FOR 


Implementing  a resolution  of 
the  1993  House  of  Delegates  of 
the  Medical  Society  of  New 
Jersey  (MSNJ),  a mail  survey  was 
conducted  to  determine  satisfac- 
tion with  MSNJ’s  Physician  Ad- 
vocacy Program.  Responses  were 
received  from  1,730  of  the  pro- 
gram’s 3,349  participants,  produc- 
ing a response  rate  of  51.6  per- 
cent. 

Numeric  results  included  the 
following:  27  percent  reported 
using  services  of  the  program;  91 
percent  reported  prompt  service; 
87  percent  reported  overall 


USE  TAX  AUDIT 


The  Division  of  Taxation  will 
be  conducting  a Use  Tax  self- 
audit program  that  will  target 


satisfaction;  90  percent  expressed 
satisfaction  with  the  quality  of  the 
program;  66  percent  expressed 
satisfaction  with  the  costs;  and  92 
percent  rated  their  overall  ex- 
perience satisfactory  or  very 
satisfactory. 

Almost  all  negative  comments 
were  submitted  by  individuals 
who  had  not  used  the  program. 
Many  positive  comments  were  re- 
ceived. The  advisory  program  is 
conducted  by  the  Bridgewater 
law  firm  of  Kern  Augustine  Con- 
roy & Sehoppmann. 


physicians  who  practice  medicine 
in  New  Jersey.  Payment  of  a Use 
Tax  is  a requirement  of  New 
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Jersey  s Sales  and  Use  Tax  statute 
that  most  commonly  applies  when 
state  residents  purchase  taxable 
merchandise  from  out-of-state 
vendors  and  when  sales  taxes  are 
not  charged  at  the  time  of 
purchase.  The  Use  Tax  statute  re- 
quires residents  to  report  these 
purchases  and  to  remit  the  re- 
quired Sales  Tax. 

Physicians  will  receive  the  self- 
audit program  forms  in  the  mail 
during  the  first  week  of  June.  A 
three-year  time  period  will  be 
covered  by  the  self-audit:  July  1, 
1991,  through  June  30,  1994. 
Physicians  who  comply  with  the 
self-audit  program  and  remit  the 
completed  forms  along  with  any 
payment  due  by  September  20, 
1994,  will  be  subject  to  minimal 
interest  charges  but  not  the 
normal  penalties  of  up  to  30  per- 


cent. Individuals  who  do  not 
respond  to  the  self-audit  program 
will  be  contacted  by  the  Division 
of  Taxation  and  will  be  liable  for 
an  audit  of  their  records  for  a 
period  of  up  to  seven  years.  Any 
resulting  tax  liability  will  be 
assessed  the  full  interest  and 
penalty  charges  allowed  under 
the  statute. 

The  Medical  Society  of  New 
Jersey  (MSNJ)  recognizes  the  im- 
pact that  this  self-audit  program 
will  have  on  a physician’s  prac- 
tice. MSNJ’s  executive  staff  ar- 
ranged a meeting  with  the  direc- 
tor of  the  Division  of  Taxation, 
Department  of  Treasury,  in  an  at- 
tempt to  mitigate  the  effects  of 
the  self-audit  program.  Our  ef- 
forts will  be  reflected  in  future 
articles  in  NEW  JERSEY 

Medicine. 


Presidents  of  state  medical 
societies  and  the  American 
Medical  Association  (AMA)  lead- 
ers stand  united  in  support  of 
health  system  reform  principles 
during  the  AMA  s March  8,  1994, 
summit  in  Washington,  DC. 


Standing  in  for  Joseph  N.  Micale, 
MD,  is  Robert  J.  Weierman,  MD 
(12th  from  right),  of  the  MSNJ 
AMA  delegation  and  vice-chair- 
man of  the  Governing  Council, 
AMA  Hospital  Medical  Staff  Sec- 
tion. 


Special  Issue:  April  1994 

To  order  additions!  copies,  mend  $7  per  copy 
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Some  of  the  finest 
medical  specialists 
in  Newjersey 
work  in  our 
lending  department 

But  they  specialize  in  treating  doctors,  not  patients. 

In  fact,  our  Medical  Banking  Group  has  effectively  treated 
Newjersey  physicians  to  well  over  $1 10  million  in  loans 
and  leases  for  starting  or  expanding  private  practices 
(part  of  a healthy  $512  million  we've  invested  in  the 
health  care  industry). 

And  along  with  the  money  it  takes  to  afford  those 
practices,  our  Medical  Banking  Group  has  been  providing 
the  financial  advice  it  takes  to  run  them.  Successfully. 

If  that’s  the  way  you’d  like  your  practice  to  run,  call 
Tom  Ferris  at  1-201-646-5858,  or  Norm  Buttaci  at 
1-609-987-3561. 


UNITED 

JERSEY 


THE  FAST-MOVING  BANK 


Members  FDIC.  Equal  Opportunity  Lenders.  Members  of  U|B  Financial  Corp.,  a financial  services  organization  with  over  $13  billion  in  assets. 
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MEDIBASE  PLUS  - VERSION  5.06 

THE  COMPLETE  PRACTICE  MANAGEMENT 

SOFTWARE 

WITH  DIRECT  TO  MEDICARE 
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PROFESSIONAL  LIABILITY 


MALPRACTICE  VERDICTS 


Hypoxia.  In  the  removal  of 
vulvar  warts  on  a woman  in  her 
early  30s,  the  use  of  new  laser 
equipment  was  being  demon- 
strated in  a hospital  operating 
suite.  Approximately  15  people 
were  present  in  the  operating 
room;  the  anesthesiologist  related 
afterwards  that  he  complained 
about  noise  that  prevented  him 
from  hearing  the  respiratory 
sounds.  The  anesthesiologist  in- 
tubated the  esophagus  instead  of 
the  trachea.  Hypoxia  resulted, 
causing  spastic  quadriplegia. 

During  a subsequent  malprac- 
tice trial  in  New  Jersey,  the  pa- 
tient was  described  as  a prisoner 
in  her  own  body,  fully  aware  of 
her  plight.  She  is  a single  parent, 
whose  daughter  was  12  at  the 
time  of  the  surgery  and  18  when 
the  trial  took  place.  The  plaintiff 
presented  $4  million  in  medical 
and  attendant  care  costs  and  lost 
income. 

The  anesthesiologist  settled 
early.  The  action  was  brought 
against  three  gynecologists,  claim- 
ing that  they  failed  to  obtain  the 
patient’s  informed  consent  to 
participate  in  the  procedure.  The 
plaintiff  demonstrated  that  she 
did  not  sign  any  statement  allow- 
ing the  presence  of  several  physi- 
cians not  known  to  her,  and  she 
asserted  that  a reasonable  patient 
would  not  have  allowed  the 
presence  of  several  gynecologists 
beyond  her  attending  physician 
and  his  partners. 

One  of  the  defendant  gyne- 
cologists showed  that  he  was  not 
present,  and  the  court  dismissed 
the  case  against  him.  Another 
gynecologist  denied  being  present 
and  was  not  named  in  the  medical 
record,  although  a physician 
claimed  to  have  seen  him  in  the 
operating  room. 

The  final  defendant  admitted 
being  present  but  claimed  that 
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the  written  informed  consent  cov- 
ered his  participation  as  assisting 
surgeon.  The  plaintiff  countered 
that  the  procedure  did  not  re- 
quire an  assisting.  A partner  of 
the  attending  physician  testified 
that  she  visited  the  patient  before 
surgery,  and  that  the  patient  then 
agreed  to  the  presence  of  other 
doctors.  However,  a supervisory 
nurse  testified  that  this  partner 
did  not  visit  the  patient. 

The  final  defendant  further 
argued  that  it  would  be  unjust  to 
hold  an  assisting  gynecologist 
responsible  for  an  injury  involv- 
ing intubation.  Counsel  for  the 
defendant  persuaded  the  court- 
over  the  plaintiff  ’s  strenuous  ob- 
jections—to  submit  to  the  jury 
the  question  of  whether  the  lack 
of  informed  consent  was  a prox- 
imate cause  of  the  patient  s in- 
juries. 

In  a multi-part  verdict,  the  jury 
found  that  the  second  defendant 
was  not  present,  that  the  final  de- 
fendant did  not  obtain  informed 
consent  and  that  a reasonable  pa- 
tient would  not  have  given  it,  and 
that  the  defendant’s  action  did  not 
cause  the  patient’s  injuries.  The 
jury  assessed  nominal  damages  of 
$1  million  against  the  defendant 
for  battery,  and  $11.5  million  in 
damages  against  the  anesthesi- 
ologist who  already  had  settled 
for  an  undisclosed  sum.  The 
plaintiff  filed  an  appeal. 

Breast  cancer  diagnosis.  A 31- 
year-old  woman  called  her 
gynecologist’s  office  two  weeks 
before  a scheduled  annual  ex- 
amination to  report  palpating  a 
painful  mass  behind  the  nipple. 
Advised  by  an  office  nurse  to  wait 
until  the  scheduled  visit  unless 
she  became  concerned  in  the  in- 
terim, the  patient  called  back  two 
days  later  and  scheduled  an  im- 
mediate examination.  The  ob- 
stetrician noted  that  the  right 


breast  was  larger;  the  patient’s 
history  did  not  reveal  any 
previous  asymmetry.  Unable  to 
palpate  any  mass,  the  physician 
believed  that  only  cysts  were 
present.  The  patient  was  given  an 
appointment  for  a Papanicolaou 
smear  and  general  gynecologic 
examination  one  month  later. 

At  the  second  visit,  the  patient 
reported  that  the  suspicious  area 
now  was  red  and  warm  to  the 
touch.  Three  months  thereafter, 
the  patient  returned,  and  the 
physician  noted  tenderness  and 
lumpiness  and  referred  the  pa- 
tient for  a mammogram.  The 
radiology  report  suggested  fur- 
ther investigation  but  stated  that 
no  mass  was  found. 

The  patient  then  called  a breast 
surgeon,  but,  due  in  part  to  the 
gynecologist’s  lack  of  serious  con- 
cern, was  not  given  an  appoint- 
ment for  six  weeks.  Upon  ex- 
amination that  included  a needle 
aspiration,  the  surgeon  observed 
a 10  centimeter,  centrally  located 
mass  involving  inflammatory 
breast  cancer.  To  reduce  the  mass 
sufficiently  for  surgery  to  be 
performed,  chemotherapy  was  ad- 
ministered for  12  months.  A radi- 
cal mastectomy  and  intraoperative 
radiation  then  were  performed, 
and  8 of  18  nodes  were  found 
positive  for  carcinoma. 

Following  the  surgery,  several 
ribs  and  a portion  of  the  sternum 
became  necrotic  and  required  re- 
moval. Difficulties  with  vascular- 
ization necessitated  a gortex  graft 
several  months  later,  and  subse- 
quent surgery  was  required  due 
to  an  infection  associated  with 
failure  of  the  graft  to  take. 

Approximately  20  months  after 
the  initial  surgery,  the  cancer  re- 
curred. The  patient’s  husband 
then  separated  from  her.  Three 
months  later,  when  the  patient  s 
malpractice  claim  against  the 
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gynecologist  came  to  trial  in  New 
Jersey,  she  had  a ten-year-old  son 
and  a two-year  life  expectancy. 

A surgical  oncologist  testified 
for  the  plaintiff  that,  at  the  first 
visit,  the  gynecologist  should  have 
scheduled  the  patient  for  a more 
thorough  examination  two  weeks 
later  when  necessary  diagnostic 
studies,  including  a fine-needle 
aspiration,  should  have  been  un- 
dertaken. The  expert  opined  that 
the  record  of  the  second  visit  in- 
dicated that  the  physician  was 
conducting  only  a generalized  ex- 
amination rather  than  concentrat- 
ing on  the  breast,  and  that  this 
approach  explains  the  failure  to 
palpate  a mass.  Even  at  the  third 
visit,  stated  the  expert,  the  physi- 
cian appeared  to  continue  to  give 
short  shrift  to  the  possibility  of 
cancer  and  to  be  concentrating  on 
menstrual  symptoms. 

When  the  patient  first  pre- 
sented with  symptoms,  declared 
the  plaintiff’s  expert,  she 
probably  had  a stage  II  carcinoma 
with  a 60  to  80  percent  chance  of 
cure.  When  she  presented  to  the 
surgeon,  stated  the  expert,  the  pa- 
tient had  inflammatory  stage  IIIB 
cancer  with  a 30  percent  chance 
of  cure.  At  the  time  of  recurrence, 
the  expert  concluded,  survival 
odds  fell  to  zero. 

On  behalf  of  the  defense,  a 
gynecologist  testified  that  the 
physician’s  conduct  was  proper, 
especially  given  the  failure  to 
palpate  a dominant  mass.  The  de- 
fense maintained  that  the 
prognosis  would  have  been  very 
poor  even  if  a more  timely 
diagnosis  had  been  made,  due  to 
the  virulence  of  the  inflammatory 
carcinoma. 

The  jury  attributed  75  percent 
of  the  patients  injuries  to  the  de- 
fendant’s negligence  and  25  per- 
cent to  the  underlying  condition. 
Consequently  the  jury’s  gross 
award  of  $1,848,840  was  reduced 
by  one-fourth. 

Orthopedic  surgery.  When  a 
scaffolding  winch  suddenly  began 
spinning  at  high  speed,  a 39-year- 
old  worker  s wrist  was  broken. 
The  worker  presented  to  an  or- 


thopedist with  comminuted  frac- 
tures to  the  distal  radius  on  the 
dominant  right  arm  and  was 
hospitalized  for  four  days  follow- 
ing a closed  reduction.  To  relieve 
severe  pain  and  swelling,  the  or- 
thopedist split  the  patient’s  cast 
on  both  sides  and  spread  it  open. 
An  orthopedist  examined  the  pa- 
tient on  the  fourth  day,  shortly 
before  the  patient  was  transferred 
by  his  wife  to  another  hospital. 

One  day  later  a physician  at  the 
second  hospital  diagnosed  com- 
partment syndrome  and  per- 
formed a fasciotomy.  Although 
this  surgery  was  apparently  suc- 
cessful, the  patient  subsequently 
was  reduced  to  light  duty  at  work. 
In  a New  Jersey  malpratice  action 
against  the  first  two  orthopedists, 
the  patient  claimed  losses  be- 
tween $110,000  and  $250,000. 

The  plaintiff’s  expert  ortho- 
pedic surgeon  contended  that, 
due  to  the  severity  of  the  frac- 
tures, an  open  reduction  was 
indicated  and  would  have  ob- 
viated the  danger.  The  expert  as- 
serted that  both  defendants 
should  have  diagnosed  compart- 
ment syndrome  and  continuously 
monitored  the  pressure  so  that  a 
timely  repair  could  have  been 
performed. 

The  defendants  countered  that 
compartment  syndrome  did  not 
develop  until  the  patient  was  at 
the  second  hospital,  as  dem- 
onstrated by  the  fact  that  the 
subsequent  orthopedic  surgeon 
continued  the  defendants’  re- 
gimen until  he  noticed  new  pain 
upon  passive  movement  of  the 
fingers  and  increased  swelling  on 
the  second  day  of  the  stay  at  the 
second  hospital. 

A closed  reduction  was  a 
reasonable  decision,  claimed  the 
defense,  given  the  potential  risks 
of  an  open  reduction.  The  jury 
found  for  the  defense. 

Gynecologic  surgery.  For 
about  five  years  a woman  in  her 
50s  experienced  urinary  incon- 
tinence upon  sneezing,  coughing, 
or  other  abdominal  pressure.  Her 
gynecologist  advised  her  that  she 
was  suffering  stress  incontinence 


caused  in  part  by  a cystourethro- 
cele,  a prolapse  of  the  bladder 
into  the  vagina.  The  gynecologist 
suggested  that  a hysterectomy 
could  be  necessary.  The  patient 
resisted  the  idea  of  a hysterec- 
tomy, executed  an  informed  con- 
sent form  for  an  anterior  repair  to 
the  bladder  and  ‘‘possible’’  hyster- 
ectomy, and  underwent  surgery 
performed  by  the  gynecologist. 

The  surgery  did  indeed  include 
the  undesired  procedure,  with  at- 
tendant extensive  bleeding.  In- 
advertently, the  physician  then 
placed  a suture  around  the  ureter. 
A laparotomy  was  performed  as 
the  bleeding  continued,  and  the 
suture  then  was  discovered.  In 
all,  4,000  cc  of  blood  were  lost, 
and  the  patient  suffered  sepsis. 
Two  days  later  the  necrotic  tissue 
was  removed,  and  the  ureter  was 
implanted  into  the  bladder.  The 
second  operation  reduced  the  size 
of  the  bladder. 

In  a malpractice  action  brought 
in  New  Jersey  against  the  physi- 
cian, the  patient  claimed  that  she 
had  not  given  informed  consent  to 
the  hysterectomy,  that  the  hys- 
terectomy was  unnecessary,  and 
that  the  suturing  of  the  ureter  was 
negligent.  She  stated  that  her  in- 
continence had  become  worse 
since  the  surgery  and  that  she  had 
suffered  severe  spasms  and  pain, 
necessitating  a TENS  unit.  To 
relieve  pain  and  frequent  sensa- 
tions of  urinary  urgency,  the  pa- 
tient would  desire  surgery  to  in- 
crease the  size  of  the  bladder 
except  that  such  surgery  could 
create  the  need  for  permanent 
self-catheterization. 

The  suturing  of  the  ureter 
could  not  have  occurred  without 
negligence,  testified  the  plain- 
tiff s experts.  In  addition,  a gyne- 
cologist testified  for  the  plaintiff 
that  the  hysterectomy  was  un- 
necessary in  the  absence  of 
symptoms  of  a prolapse.  A urolo- 
gist testified  for  the  plaintiff  that 
prior  to  surgery  the  defendant 
should  have  ordered  urodynamic 
studies,  which  would  have  re- 
vealed the  need  for  a more  com- 
plicated intervention.  The  plain- 
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tiff  further  maintained  that  the 
gynecologist  always  intended  to 
perform  a hysterectomy  and  had 
not  been  direct  with  the  patient 
about  his  plan. 

For  the  defense,  a gynecologist 
testified  that  the  emergency  situa- 
tion caused  by  the  bleeding,  and 
not  negligence,  led  to  the  sutur- 


MALPRACTICE AND  OTHER 


Abortion  protests.  In  two 

unanimous  opinions  authored  by 
69-year-old  Justice  Robert  L.  Clif- 
ford, the  New  Jersey  Supreme 
Court  upheld  trial  court  orders 
prohibiting  anti-abortion  protests 
at  physicians’  residences  and  a 
family  planning  clinic. 

The  Court  determined  that 
the  injunctions  were  “content- 
neutral,”  as  opposed  to  “content- 
based,”  because  they  were  not 
based  on  a disagreement  with  the 
protestors  message.  A public 
policy  interest  in  New  Jersey  to 


ing  of  the  ureter.  Because  the 
uterus  easily  could  be  pulled 
downward,  a prolapse  requiring  a 
hysterectomy  was  evident,  testi- 
fied this  expert.  The  defense 
further  denied  that  urodynamic 
testing  was  required  by  the  stan- 
dard of  care. 


CASES 


protect  residential  privacy  justi- 
fied the  restriction  on  picketing  of 
the  physicians’  homes,  said  the 
Court.  Asserting  that  such  restric- 
tions must  be  specific  as  to  terms, 
the  Court  permitted  a 300-foot 
restriction  and  remanded  a 
restriction  “within  the  immediate 
vicinity. 

Aggressive  protests  at  the  en- 
trance of  a clinic  where  abortions 
were  performed  can  be  enjoined 
without  disturbing  the  First 
Amendment,  the  Court  decided. 
The  noise  of  protests  and  blocking 


Negligence  causing  the  pa- 
tient’s injuries  was  found  by  the 
jury  in  the  defendant’s  suturing  of 
the  ureter  or  failing  to  conduct 
urodynamic  testing.  The  jury  also 
found  a failure  to  obtain  informed 
consent  for  the  hysterectomy.  The 
jury  awarded  $1,300,000. 


of  an  entrance  had  interfered  with 
health  care,  in  the  trial  court’s 
opinion,  and  the  Supreme  Court 
ruled  that  the  state’s  interest  in 
preserving  health  and  ensuring 
access  to  medical  services 
justified  restrictions  on  picketing 
on  public  sidewalks  and  directing 
obscene,  abusive,  or  loud  lan- 
guage toward  the  clinic’s  staff  or 
patients.  □ James  E.  George, 
MD,  JD,  and  Neil  E.  Weisfeld, 
JD,  MSHyg 
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LETTERS  AND  VIEWPOINTS 


THE  LICENSE  TO  PRACTICE  MEDICINE 


In  Gallup,  New  Mexico,  a large 
proportion  of  the  nation’s  tur- 
quoise and  silver  jewelry  and 
handmade  rugs  are  designed  and 
created  through  a cottage  in- 
dustry belonging  to  Native  Ameri- 
can Indians,  who  struggle  for 
meager  returns  for  their  produc- 
tive skills.  Unfortunately,  the 
marketing  and  sales  distribution 
of  the  product  is  carried  out  by 
others  who  are  able  to  legitimate- 
ly recover  a more  than  reasonable 
profit  at  the  expense  of  the  labor 
of  these  Native  Americans. 

In  an  article  in  The  New  York 
Times  (March  13,  1994),  entitled 
“Gold  Rush  Fever  Grips  Capital 
as  Health  Care  Struggle  Begins,” 
a conceptual  parallel  may  be 
drawn  with  the  exploitation  of  the 
Native  American  cottage  industry 
and  the  health  care  industry. 

The  most  educated  group  of 
people  in  the  history  of  the  world, 
American  doctors,  have  allowed 
their  industry  to  be  marketed  and 
sold  by  the  “Washington  Eastern- 
ers and  in  the  eyes  of  seasoned 
health  care  observers,  never 
before  has  lobby  money  of  such 
enormity  been  placed  on  the  table 
to  obtain  a share  of  the  pie. 


Only  a physician  can  remove  a 
diseased  appendix  and  make  the 
diagnosis — not  a lobbyist,  a public 
relations  specialist,  a direct  mail 
order  wizard,  a pollster,  a senator, 
a judge,  or  a president.  It  requires 
a physician  with  education,  ex- 
perience, and  clinical  time  to  in- 
terface with  disease  and  bring 
about  an  expected  conclusion. 

Nonmedieal  personnel  involve- 
ment in  health  care  began  in  the 
1960s  as  a political  football, 
snowballed  to  a priority  issue  in 
the  1992  presidential  election, 
and  now  has  become  a pie-in-the- 
sky  opportunity  for  the  economic 
parasites  on  the  medical  license. 

Does  the  answer  for  retrieval  of 
the  two-party  system  (doctor  to 
patient)  of  medicine  in  the  United 
States  require  a nationwide  job 
action  on  the  part  of  the  doctors, 
the  only  people  who  have  the 
right  and  the  license  to  provide 
health  care? 

Maybe.  Would  it  work?  Of 
course  not.  Even  physicians, 
through  all  their  associations,  e.g. 
AMA,  ACS,  ACP,  could  not  agree 
to  such  a step.  No,  physicians  will 
continue  to  be  directed,  told  how 
to,  when  to,  and  when  not  to 


REFLECTIONS  ON  THE  DEATH  OF  DR.  LEWIS  THOMAS 


As  a physician,  I suffer  a great 
personal  loss  upon  the  death  of 
Dr.  Lewis  Thomas.  I am  a little 
more  than  apprehensive  for  our 
profession. 

For  Dr.  Thomas  was  a polestar 
of  intellectual  thought  for 
medicine.  With  a unique  clarity  of 
purpose,  he  kept  us  on  course. 
Like  an  astronomer  or  a ship’s 
navigator,  he  emphasized  the 
need  for  physicians  to  use 
knowledge  for  the  sake  of  their 
patients  and  society.  Dr.  Thomas 
was  like  Rudolph  Virchow,  the 
father  of  celluar  pathology,  who 


observed,  as  a social  activist, 
“Medicine  is  social  science  and 
politics  is  nothing  else  but 
medicine  on  a large  scale.” 

As  medicine  became  more  de- 
pendent on  isolated  bodies  of 
knowledge  — chemistry,  physics, 
and  mathematics — we  absorbed 
them  like  a thirsty  camel.  Then 
we  forgot  to  maintain  a perspec- 
tive by  not  balancing  the  clinical 
skills  of  listening,  patience,  and 
understanding.  Dr.  Lewis  wrote 
an  autobiography  explaining  the 
workings  of  a medical  scientist 
entitled.  The  Youngest  Science;  he 


provide  health  care  modalities. 
The  quality  of  medical  care  in  the 
United  States  depends  only  upon 
the  product  of  the  medical  school, 
not  upon  an  intermediate,  not 
upon  a substitute  licensee,  and 
not  upon  anyone  whose  goal  is 
economic  rather  than  cure. 

Unless  the  issue  of  quality  is 
addressed  in  a substantiate  way 
by  the  doctors  themselves,  and 
unless  economics  as  a motive  is 
removed  from  the  surrounds  of 
health  care,  America  will  see  a 
disastrous  system  of  uninterested 
nine-to-fivers,  ordering  necessary 
tests  by  a cookbook,  admitting  pa- 
tients and  performing  surgery 
with  the  permission  of  a third- 
party  clerk  by  telephone,  and,  ul- 
timately, withholding  treatment 
on  the  judgment  by  executive  de- 
cisions of  nondoctors. 

If  we  think  the  ozone  layer  of- 
fers a threat  to  our  future,  the 
economic  health  care  chaos  threat 
looms  closer  to  us  than  our  grand- 
children. □ Floyd  J.  Donahue, 
MD 

Editor  s note.  The  opinion  ex- 
pressed should  not  be  construed 
as  representing  anyone’s  opinion 
other  than  the  author. 


reminds  us:  practice  makes  prac- 
tice, not  perfect. 

Recognizing  that  esoteric 
knowledge  creates  compartmen- 
talization,  his  book.  Lives  of  a 
Cell,  tells  us  that  physicians  and 
laypersons  alike  must  strive  to 
better  understand  our  inter- 
relatedness. In  creating  this 
metaphor  of  the  planet  as  a single 
cell.  Dr.  Thomas  emphasizes  the 
fact  that  planetary  survival  is  inex- 
tricably interdependent  on  all 
things  great  and  small. 

His  interest  in  molecular 
biology  and  his  understanding  of 
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all  life  fed  on  each  other.  His 
contributions  to  medicine  and 
society  are  broad  and  profound. 
He  struggled  with  the  meaning  of 
words — their  origins  and  their 
cross-cultural  similarities.  He 
suggested  that  one  purpose  of 
language  was  for  all  “children  to 
express  the  ‘wonderment’  at  the 
whole  of  creation.’’ 

By  underscoring  the  central 


REFORM  AND  THE  PRIMARY 


As  reform  inches  closer  to  reali- 
ty, debate  over  various  proposals 
intensifies.  Most  experts  expect  a 
hybrid  plan  based  upon  the  Clin- 
ton proposal  but  incorporating 
some  features  of  other  plans.  One 
certainty,  however,  will  be  the 
continued  emergence  of  and  ulti- 
mate domination  by  managed 
care.  Indeed,  physicians  them- 
selves have  become  prime  movers 
in  the  managed  care  revolution. 

Advocates  of  managed  care 
often  point  out  that  the  primary 
care  physician  will  be  one  of  the 
winners  in  our  new  system.  In 
short  supply  and  valuable  as  gate- 
keepers, primary  care  doctors  will 
have  power,  prestige,  and  parity. 

But,  these  promises  of  a bright 
future  for  primary  care  may  come 
with  a surprise — a greatly 
enhanced  risk  of  being  sued.  To 
be  sure,  managed  care  plans  uti- 
lize several  mechanisms  to  con- 
trol physician  behavior.  There  are 
clear  financial  disincentives  to  ex- 
pensive care.  Indeed,  getting 


role  of  caring  in  medicine,  he 
helped  to  tame  science.  He  con- 
tinued to  steer  medicine’s  dis- 
coveries toward  goals  that  im- 
proved the  quality  of  life. 

He  recognized  the  importance 
of  music  to  inner  peace  and  outer 
beauty.  He  understood  the  music 
of  the  spheres — the  hemispheres, 
the  globe,  and  the  universe. 

By  underscoring  man  and 


CARE  PHYSICIAN 


primary  care  doctors  to  do  more 
themselves,  refer  less,  and  order 
fewer  tests  is  the  implicit  goal  of 
managed  care,  and  is  precisely 
how  costs  are  controlled.  This  ob- 
viously increases  the  exposure  of 
primary  care  physicians  to  liabili- 
ty lawsuits.  Without  meaningful 
legal  reform,  medical  malpractice 
may  be  the  growth  industry  of  the 
future.  Consider,  for  example,  the 
recent  hefty  judgment  against 
HealthNet,  a major  California 
health  maintenance  organization, 
for  failure  to  provide  a bone  mar- 
row transplant.  The  public  ob- 
viously still  expects  that  every  ef- 
fort be  exhausted  for  medical 
care.  A disincentive  to  referral  is 
not  a defense  in  court.  “We  get 
penalized  for  sending  out  refer- 
rals’ would  be  music  to  the  ears 
of  a plaintiff  ’s  attorney. 

Meanwhile,  continued  pressure 
to  control  costs  will  force  even 
more  risk  upon  the  gatekeeper. 
Calpers,  the  heralded  California 
public  employees  health  system. 


mankind’s  capacity  for  spirituali- 
ty, for  movement  toward  uncondi- 
tional love.  Dr.  Thomas  gave  clar- 
ity to  our  vision  and  strength  to 
our  resolve  to  invent  new  ways  to 
see  our  world. 

Lewis  Thomas  gave  each  of  us 
the  tools,  the  language,  the  vision, 
and  the  dreams  to  build  a better 
society,  and  a better  world.  □ 
Joseph  F.  Fennelly,  MD 


recently  demanded  substantial 
premium  reductions  from  the 
managed  care  plans  with  which  it 
contracts.  The  Los  Angeles  Times 
reported  that  these  reductions 
will  be  passed  down  the  line  to 
the  providers.  Realize,  of  course, 
that  Calpers  is  nothing  more  than 
a purchasing  “alliance,”  and  a 
clear  vision  of  the  future  emerges. 
Like  two  speeding  locomotives  on 
a collision  course,  the  intense  cost 
control  measures  of  managed  care 
will  collide  head-on  with  the 
public’s  expectations  about 
medical  care.  Caught  in  the  mid- 
dle is  the  gatekeeper.  Despite 
promises  from  the  administration 
of  legal  reform,  it  notably  is  lack- 
ing from  the  Clinton  plan  and  will 
not  likely  be  included  in  the  plan 
that  emerges  from  Congress.  □ 
Michael  A.  Patmas,  MD 

Editor’s  note.  The  opinion  ex- 
pressed should  not  be  construed 
as  representing  anyone’s  opinion 
other  than  the  author. 
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EASY  SOLUTION  TO  A FORMERLY 

BIG  PROBLEM 


SOLUTION: 

UNIVERSITY  ASSOCIATES  NON-INVASIVE 
VASCULAR  LABORATORY  TO  EVALUATE  PHLEBITIS 
(DVT)  AND  OTHER  ACUTE  IMAGING  NEEDS 


Available  24  hours  a day,  7 days  a week,  state-of-the-art 
duplex  scanning  with  stat  results.  All  studies  are  performed 
by  ARDMS  registered  technologists  and  interpreted  by 
Medical  Director,  Dean  Wasserman,  M.D.,  RVT,  F.A.C.S., 
Board  Certified  Vascular  Surgeon 


AVOID  THESE  DILEMMAS: 

1.  Empirical,  oral  or  intravenous  anticoagulation  therapy  no 
longer  meets  the  medical/legal  standard  of  care  in  1994. 

2.  Untreated  DVT  may  result  in  fatal  embolism. 

3.  The  clinical  diagnosis  of  phlebitis  (DVT)  is  only  50% 
accurate— equivalent  to  a flip  of  a coin. 


" Thromboembolic  disease  is  a leading  cause  of  morbidity  and  mortality  in 
the  United  States,  but  its  importance  as  a national  medical  problem  is  inade- 
quately appreciated. " 

—National  Academy  Of  Science 
Publication  No.  1706 


Courtesy  of  Acuson 

UNIVERSITY  ASSOCIATES 

Non-lnvasive  Vascular  Laboratory 

11-26  Saddle  River  Road  292  Atlantic  Street 

FairLawn,  NJ  07410  Hackensack,  NJ  07601 


1-800'351'551I 
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Medical  Transcription  Service 


MD  dictates  into 
any  phone 


Prints  directly  to  location 

ot  MD's  

choice 


ScribeLink  Digital  System 


Referring  MD’s,  Insurance  Co.’s,  Attorneys,  etc. 
can  access  information  immediately  by  telephone 
using  an  authorized  code 


Since  1980,  ScribeLink  has  been 
building  a reputation  in  the  medical 
transcription  field  based  on  quality, 
honesty  and  unsurpassed  reliability. 

Our  highly  trained  professionals 
and  Quality  Assurance  Program 
guarantee  accurate  results  as  well 
as  on-time  delivery— time 
after  time,  And  our 
unconditional  guaran-  || 

tee  assures  you  every 
report  is  exactly  right.  If, 
for  any  reason,  your  ^6ESP 

report  is  unsatisfactory,  we'll 
reprocess  it  in  one  hour — at  no 
charge.  (Plus,  there  will  be  no 


From  small  practices  to  group 
mergers,  count  on  the  expertise  of 
ScribeLink  to  tailor  a program  that 
fits  your  specific  needs. 


GET  THE  SCRIBELINK  ADVANTAGE: 
• No  capital  investment 


Digital  dictation  system  with 


24-hour  personal  assistance 
Hundreds  ot  satisfied  phvsfcii 


For  more  informdticm, 

call  1-800-242-7137.  JgSg 


EDITOR’S  DESK 


DEJA  VU? 


This  month  sees  many  an- 
niversaries of  importance  to  all 
Americans  and  to  citizens  of  the 
world.  On  June  28,  1914,  80  years 
ago,  the  Austrian  Archduke  Fran- 
cis Ferdinand  and  his  wife  Sophie 
visited  Sarajevo  to  oversee 
military  maneuvers  in  nearby 
mountains.  Gavrilo  Princip,  one 
of  three  high  school  students 
enlisted  by  the  Black  Hand,  a 
Serbian  terrorist  organization, 
shot  and  killed  both  the  Archduke 
and  his  wife.  (Princip  later  was 
sentenced  to  20  years  in  prison, 
but  a museum  subsequently  was 
built  on  the  street  of  the  as- 
sassination to  honor  him.)  The  in- 
cident escalated  past  the  point  of 
apologies;  diplomacy  failed  and 
World  War  I began.  Over  20 
million  people,  mostly  military 
personnel,  died  in  the  next  four 
and  one-half  years.  On  June  28, 
1919,  75  years  ago,  the  Treaty  of 
Versailles  was  signed,  formally 
ending  that  war. 

Two  and  one-half  years  ago  my 
editorial  noted  the  50th  an- 
niversary of  the  Japanese  attack 
on  Pearl  Harbor.  This  was  a signal 
event  in  the  history  of  the  United 
States.  Isolationists,  such  as 
American  Firsters,  were  out- 
numbered by  people  like  Wendell 
Wilkie,  who  believed  in  One 
World.  A sleeping  country  was 
pulled  into  the  larger  community 
of  nations,  where  its  military 
strength  then  added  to  its 
previously  demonstrated  produc- 
tion capacities. 

June  6,  1944,  D-Day,  was  of 
much  greater  significance  to  us 
than  was  Pearl  Harbor.  Fifty 
years  ago,  on  that  date,  the  Allied 
forces  landed  more  than  150,000 
troops  on  the  beaches  of  Norman- 
dy. Three  United  States  divisions, 
the  1st,  4th,  and  29th,  landed  on 
Utah  and  Omaha  beaches.  Two 


Howard  D.  Slobodien,  MD 


British  divisions  and  one  Cana- 
dian division  hit  other  beaches. 
The  prospects  for  the  success  of 
the  invasion  had  been  helped  by 
the  liberation  of  Rome  two  days 
earlier  and  was  helped  even  more 
by  the  squabbling  among  the 
German  high  command,  initially 
between  Field  Marshals  Rommel 
and  Von  Runstedt,  later  to  in- 
clude Hitler  himself. 

The  invasion  was  not  a secret. 
The  Germans  knew  of  the  coded 
messages  being  sent  to  the 
French  underground  by  the  BBC. 
When  the  final  worded  message 
was  sent,  indicating  invasion  with- 
in 48  hours,  it  was  intercepted  by 
German  intelligence  officers  and 
relayed  to  the  generals.  The  latter 
refused  to  believe  the  reports  be- 
cause of  the  threatening  weather 
over  the  Channel.  Rommel  even 
left  for  a visit  to  his  homeland. 
Security  was  impossible  for  such 
a monumental  task.  At  least 
10,000  individuals  knew  various 
elements  of  the  plan.  Small  pieces 
of  the  overall  map  were  dis- 


tributed, hundreds  of  millions 
having  been  printed.  Yet,  the 
enterprise  succeeded. 

Military  forces  from  many  na- 
tions participated  in  the  invasion 
and  in  the  subsequent  engage- 
ments. In  addition  to  the  Ameri- 
cans, British,  and  Canadians,  the 
French,  Australians,  Indians, 
Poles,  and  others  were  there. 
Many  of  these  countries  also  had 
troops  fighting  around  the  globe, 
in  the  East,  in  the  Pacific,  and  in 
southern  Europe.  But  D-Day  was 
the  time  of  crisis,  upon  which  the 
outcome  of  the  war  hung.  Just  as 
importantly,  it  was  the  date  on 
which  the  United  States  assumed 
a leadership  role  in  global  affairs. 
Eisenhower’s  folly,  as  Von 
Runstedt  might  have  termed  it, 
asserted  America’s  altered  role  in 
the  combined  military  operations. 
This,  later  coupled  with  our  intact 
resources  and  industrial  plants, 
enabled  us  to  bolster  war-torn 
areas  via  the  Marshall  plan  and 
other  humanitarian  projects,  and 
led  to  our  stewardship  of  the  free 
world  during  the  cold  war  that 
followed  World  War  II.  Now, 
since  the  dissolution  of  the  Soviet 
Union,  with  its  concomitant 
economic  woes,  we  are  the  cham- 
pions of  the  entire  world  and 
must  act  with  authority, 
benevolence,  prudence,  and  char- 
ity. 

As  I pen  these  words,  I also  am 
watching  the  television  presenta- 
tion of  the  funeral  services  of  our 
37th  president,  Richard  Milhous 
Nixon.  His  certainly  was  a flawed 
character,  but  it  was  not  without 
redemptive  values  and  with  con- 
siderable powers  of  discernment. 
He  is  quoted  in  Time  magazine  of 
May  2,  1994,  from  his  book. 
Beyond  Peace,  published  by  Ran- 
dom House  on  May  18,  1994:  “To 
meet  the  challenges  we  face  in 
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the  post-cold  war  era,  we  must 
marshal  the  same  resources  of 
energy,  optimism,  and  common 
purpose  that  thrive  during  war 
and  put  them  to  work  at  home 
and  abroad  during  an  era  when 
our  enemy  will  be  neither  com- 
munism or  Nazism  but  our  own 
self-defeating  pessimism.” 

The  Time  article  also  quoted 
Nixon  as  saying:  “Only  the  United 
States  has  the  combination  of 
military,  economic,  and  political 
power  a nation  must  have  to  take 
the  lead  in  defending  and  extend- 
ing freedom  and  in  deterring  and 
routing  aggression.  Germany  and 
Japan  may  have  the  economic 
clout,  but  they  lack  the  military 
muscle.  China  and  Russia  have 
the  potential  military  might,  but 
they  lack  the  economic  power. 
None  has  sufficient  standing  with 


all  the  world’s  great  powers,  none 
has  the  record  of  half  a century 
of  leadership.  As  the  only  great 
power  without  a history  of  im- 
perialistic claims  on  neighboring 
countries,  we  also  have  something 
all  these  countries  lack:  the  credi- 
bility to  act  as  an  honest  broker.” 
This  country  faces  many 
problems.  Health  care  reform 
tends  to  occupy  much  of  the  con- 
templative hours  of  physicians; 
that  is  to  be  expected.  But  the 
United  States,  Europe,  and  all  the 
world  face  a different  crisis  in 
Sarajevo  and  Bosnia.  Two  world 
wars  ago  an  assassination  in  that 
place,  that  seemed  likely  to  be 
totally  controllable,  mainly  a 
sideline  to  history,  escalated  into 
World  War  I.  Its  aftermath,  a 
poor  peace,  produced  a second, 
even  more  devastating,  world 


war,  in  which,  for  the  first,  but 
not  the  last  time,  the  civilian  cas- 
ualties far  outweighed  those  of 
the  military.  Can  we,  can  Presi- 
dent Clinton,  accept  the  legacy  of 
D-Day  and  our  commitments  to 
lead  and  to  guide?  Or  will  deaths 
in  Bosnia,  once  again,  represent 
the  spark  that  will  be  fanned  into 
a raging  inferno?  □ Howard  D. 
Slobodien,  MD 

We  learn  geology  the  morn- 
ing after  the  earthquake. 

Emerson, 
The  Conduct  of  Life,  1860 

Anyone  can  hold  the  helm 
when  the  sea  is  calm. 

Publilius  Syrus, 
Moral  Sayings, 
1ST  Century  B.C. 
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NEW  JERSEY  MEDICINE 


We  have  a very 
selfish  reason  for  keeping 
your  practice  healthy: 


Because  our  roots  are  here,  in  the  com- 
munities we  serve,  we  have  a stake  in 
seeing  your  medical  or  dental  practice 
succeed  and  grow. 

Whether  you're  just  beginning  your 
career,  looking  to  expand  an  already  suc- 
cessful practice,  or  acquiring  an  existing 
practice,  our  local  perspective  and  highly 
competitive  rates  and  terms  can  help  you 


reach  your  goals  quickly  and  cost-effectively. 
And  because  your  loan  will  be  approved 
locally,  your  request  won't  have  to  go 
through  several  layers  of  management  to 
get  the  attention  it  deserves. 

To  discuss  your  needs,  call  our 
experienced  medical  & dental  lending 
specialist,  Letitia  "Tish"  Baum  at 
(609)291-2895. 


MEDICAL  & DENTAL  LOANS 


■ Equipment  Loans 

■ Lines  of  Credit 

■ Expansion,  Construction, 
and  Acquisition 

■ Income  Tax  Loans 


■ Professional  Liability 
Premiums 

■ Practice  Acquisition 

■ Start-up  Financing 

■ Personal  Loans 


tSi 


Bank  of 

Mid-Jersey 

Equal  Housing  Lender  • Member  FDIC  • Equal  Opportunity  Lender 


COUNSELORS  AT  LAW 


► Evaluation  and  negotiation  of  managed  care  agreements  with 
Individual  Practice  Associations,  Preferred  Provider  Networks. 
Health  Maintenance  Organizations  and  Commercial  Insurers; 

► Advice  regarding  federal  and  state  laws  affecting  physicians' 
practices,  laboratories,  and  joint  ventures; 


d&iMi  \ oa/te  c£eyal  '£e/vmce& 


► Representation  before  the  Newjersey  Board  ofMedical  Examiners, 
other  state  and  federal  agencies,  and  in  the  sale  of  physician 
practices  or  investment  interests. 

I 044  Route  22  West 
Mountainside,  Newjersey  07092 
(908) 789-7977  (908) 789-9699  Fax 
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Protect 

Your 

Practice! 

Aetna  and 

Smith  Insurance  Services 
offer  Specialized  Business 
Insurance  for  Doctors  . 


Safeguard  your  office  and  equipment  with 
insurance  tailored  to  a physician's  specific  needs. 

Smith’s  program  includes  customized  coverage  of: 


Professional  Medical  Equipment 

Your  medical,  surgical  and  dental 
equipment  is  covered  in  your  office, 
in  transit  or  off-premises. 

Computer  Hardware 
and  Software 

Coverage  for  owned  or  leased  computer 
equipment  includes  worldwide  coverage 
for  laptop  computers.  Valuable  records 
and  billings  also  are  protected. 


Business  Income 
and  Extra  Expense 

In  the  event  of  an  insured  loss,  the  cost 
of  opening  and  maintaining  another 
office  is  covered  for  8 to  1 2 months,  as 
well  as  reduction  in  business  income. 

General  Liability  Coverage 

Protect  your  office  from  legal  suits, 
such  as  a patient  falling  or  slipping 
in  the  office. 


For  Complete  Information,  call: 

Smith  Insurance  Services 

A Division  of  Donald  F.  Smith  & Associates 
Attn:  Shane  M.  Moran,  800-257-6484 

3120  Princeton  Pike,  Lawrenceville,  NJ 
Phone  609-895-1414  Fax:  609-895-0787 
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GUEST  EDITORIAL 


WHAT  ABOUT  XANAX®? 


This  editorial  is  the  third  in  a 
series  addressing  the  medical  and 
social  aspects  of  controversial 
psychotropic  medications.  The 
first  two  articles  discussed  Hal- 
cion®,  a benzodiazepine  hyp- 
notic,1 and  Prozac®,  a selective 
serotonin  reuptake  inhibitor  anti- 
depressant.2 

In  one  way,  this  has  been  the 
most  difficult  editorial  to  write  as 
there  is  less  of  a controversy  sur- 
rounding Xanax®  (alprazolam 
HCL).  Nevertheless,  Xanax®  has 
been  criticized  as  potentially  ad- 
dictive, dangerous,  and  ineffec- 
tive in  the  popular  press34  and  in 
the  medical  literature.’6 

In  this  editorial,  we  will  re- 
view the  practical  clinical  use  of 
Xanax,®  emphasizing  its  indica- 
tions, contraindications,  and 
adverse  effects,  in  an  effort  to 
place  this  anxiolytie/antipanic 
medication  in  a clinical  perspec- 
tive useful  for  the  practicing 
physician. 

Xanax®  is  a central  nervous 
system  depressant,  a high-poten- 
cy, short-acting,  nonaccumulat- 
ing triazolobenzodiazepine,  first 
made  available  for  general 
medical  use  in  the  United  States 
in  1981.  At  the  time,  it  was  FDA- 
approved  as  a controlled  dan- 
gerous substance  (CDS)  schedule 
IV  (as  are  all  benzodiazepines) 
anxiolytic  (anti-anxiety)  agent  for 
treating  generalized  anxiety  dis- 
order. It  was  promoted  by  its 
manufacturer  as  a benzodiazepine 
with  two  particular  properties:  it 
was  not  thought  to  produce 
progressive  fatigue  and  drowsi- 
ness over  time;  and  it  had  some 
antidepressant  properties.' 8 As 
with  all  anxiolytic  benzodia- 
zepines, however,  the  treatment 
emphasis  for  Xanax6  was  on 
short-term  use  for  relief  of 
specific  symptoms  of  situational 
anxiety,  and  not  on  long-term 


pharmaeotherapeutic  manage- 
ment of  those  symptoms.  In  ad- 
dition, as  with  all  benzodia- 
zepines, its  use  was  described  as 
contraindicated  for  individuals 
with  substance  abuse  problems 
and/or  histories  of  chemical  de- 
pendency.9 The  popularity  of 
Xanax®  grew  rapidly,  and  by 
1990,  it  had  become  the  most  fre- 
quently prescribed  anxiolytic  and 
the  fifth  most  frequently  pre- 
scribed medication  in  the  United 
States.10 

Public  and  medical  scrutiny  of 
all  benzodiazepines  increased 
during  the  1980s,  and  the  medical 
community  became  increasingly 
aware  of  such  adverse  effects  of 
the  benzodiazepines  (especially 
short-acting  benzodiazepines)  as: 
accidental  injuries;11  dependence 
and  withdrawal  syndromes;  para- 
doxical (“rage”)  reactions;  with- 
drawal seizures;  memory  and 
sleep  disturbances,  e.g.  rebound 
insomnia;  delirium;  and  others.12 
Benzodiazepine  popularity  de- 
clined, and  among  health  care 
professionals,  such  alternative 
therapies  for  generalized  anxiety 
as  nonbenzodiazepine  pharmaco- 
therapy and  behavioral  ap- 
proaches, e.g.  cognitive  behav- 
ioral therapy,  became  prevalent.13 
Despite  this  handicap,  the  earlier 
observations  and  subsequent 
systematic  drug  studies  of  the 
antipanic  properties  of  Xanax K 
eventually  were  parlayed  into  its 
FDA  approval  in  November  1990 
for  a second  indication  — treat- 
ment of  panic  disorders.14 
Xanax®  was  rejuvenated. 

As  an  antipanic  agent,  Xanax6 
generally  has  been  well  received, 
allowing  for  its  potential  adverse 
effects  as  a benzodiazepine.  Ini- 
tially, it  appeared  to  have  been  no 
more  effective  than  placebo  or 
control  (low-dose  tricyclic  anti- 
depressants; or  Tofranil®  [imi- 


pramine  HCLJ)  in  the  short-term 
treatment  of  panic  disorders.13 
Later  studies  have  disputed  those 
findings.16  One  major  unanswered 
question  and  unresolved  issue  in 
this  area  is  that  of  duration  and 
termination  of  antipanic  pharma- 
cotherapy. No  clear  guidelines 
exist  for  discontinuing  antipanic 
pharmacotherapy  for  panic  and 
phobic  disorders.  Discontinuation 
of  pharmacotherapy  can  be  as- 
sociated with  long-term  re- 
mission, later  resumption  of  panic 
symptomatology,  the  need  for  re- 
sumption of  pharmacotherapy, 
and  other  such  outcomes.1. 

Where  does  all  of  this  leave 
practicing  physicians?  Several 
guidelines  for  the  prescribing  of 
Xanax6 — or  any  other  benzo- 
diazepine, especially  a short-act- 
ing benzodiazepine18 — can  be 
recommended  based  on  this 
editorial  review,  as  follows: 

1.  Xanax®  as  a short-acting, 
high-potency  anxiolytic  should  be 
prescribed  on  a short-term  basis 
(up  to  four  months)  for  relief  of 
symptoms  stemming  from  situa- 
tional anxiety,  and  as  an  adjunct 
to  behavioral  therapy  and/or 
psychotherapy.  If  a more  chronic 
type  of  anxiety  disorder  is  en- 
countered, and/or  a longer  period 
of  pharmacotherapy  is  antici- 
pated, psychiatric  consultation 
should  be  obtained.19 

2.  Neither  Xanax®  nor  any 
other  benzodiazepine  should  be 
prescribed  for  patients  with  sub- 
stance abuse  problems  and/or  his- 
tories. 

3.  Xanax®  as  an  antipanic  agent 
should  be  prescribed  in  conjunc- 
tion with  a program  of  therapy 
(cognitive-behavioral  therapy  or 
psychotherapy)  recognizing  both 
the  potentially  long-term  nature 
of  antipanic  pharmacotherapy  and 
the  potential  difficulty  of  tapering 
off  and  discontinuation  of  the 

383 


VOL.  91 -NUMBER  6 JUNE  1994 


medication.  Consultation  and 
comanagement  with  a psychiatrist 
would  be  advisable. 

4.  As  with  any  medication, 
Xanax®  should  be  prescribed  con- 
servatively and  prudently  and 
monitored  carefully  and  frequent- 
ly, especially  in  the  elderly  or 
with  high  dosage  or  prolonged 
use.  This  especially  is  important 
in  view  of  the  central  nervous 
system  depressant  properties  of 
Xanax®  and  its  potential  adverse 
effects  (excessive  sedation, 
memory  disturbances,  accidental 
injuries,  and  others).  With 
prolonged  use  of  Xanax®,  with- 
drawal should  be  undertaken 
slowly  and  gradually  over  a long 
period  of  time — even  months. 
Physicians  Desk  Reference 
guidelines  can  help  the  practi- 
tioner. 

5.  We  recommend  considering 
the  following  patient-oriented 
caveat,  from  the  popular  press:  “If 
your  physician  does  prescribe 
Xanax  * or  another  benzodi- 
azepine, question  him  closely 
about  how  long  you  are  expected 
to  take  the  medication  and  exactly 
how  you  are  to  withdraw  from  it. 
While  on  medication,  use  extreme 
caution  when  driving,  since  these 
drugs  can  impair  coordination. 
Do  not  exceed  the  prescribed 
dose,  and  do  not  drink  alcohol 
while  on  the  drug.  Inform  your 
doctor  immediately  of  any  unex- 
pected side  effects.  And  seriously 
consider  trying  some  sort  of 
psychotherapy  to  gain  insight  into 
your  problem.  4 

We  recommend  that  practicing 
physicians  recognize  both 
medical  and  social  influences  and 
aspects  of  prescribing  Xanax  '1  and 
other  benzodiazepines,  and  that 
physicians  take  those  aspects  into 
consideration  by  careful  and  pru- 


dent prescribing.  In  that  way,  the 
needs  of  patients  and  their 
prescribing  physicians  will  be  met 
sensibly,  clinically,  and  legally. 
□ Daniel  P.  Greenfield,  MD, 
MPH,  MS;  Jeffrey  A.  Brown, 
MD,  JD,  MPH 

Dr.  Greenfield  is  a member  of  the 
Editorial  Board  of  New  Jersey  Medicine; 
is  a managing  partner  in  Brown  and 
Greenfield,  Physician  Consultants;  and 
is  affiliated  with  the  Department  of 
Psychiatry,  Albert  Einstein  College  of 
Medicine/Montefiore  Medical  Center, 
New  York.  Dr.  Brown  also  is  a manag- 
ing partner  in  Brown  and  Greenfield, 
Physician  Consultants;  is  an  attending 
psychiatrist,  Elizabeth  General  Medical 
Center,  and  Saint  Barnabas  Medical 
Center,  Livingston;  and  is  affiliated  with 
the  Department  of  Psychiatry,  UMDNJ- 
New  Jersey  Medical  School.  Requests 
for  reprints  should  be  addressed  to  Dr. 
Greenfield,  636  Morris  Turnpike,  Suite 
2C,  Short  Hills,  New  Jersey  07076. 
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Giblin&Combs 

COUNSELLORS  AT  LAW 

Serving  The  Health  Care  Profession 

• Contracts  with  Managed  Care  Organizations  (HMOs,  PPOs, 

IPAs  and  others); 

• “Safe  Harbors”  under  Federal  and  State  laws  and  regulations; 

• Board  of  Medical  Examiner  investigations  and  hearings,  hospital 
privilege  disputes; 

• Medical  Malpractice  defense  and  risk  prevention; 

• Establishing,  buying  or  selling  a practice. 

TM/VTprW/TDC  I Offices:  Morristown  (201 ) 829-1500 

Princeton  (609)  921-0300 
COUNSELLORS  AT  LAW  I Rockaway  Twsp.  (201 ) 625-2277 


QUALITY 

SLEEP 

BEGINS 

HERE 

1 0 good  reasons 
why  more 
physicians  refer 
their  patien  ts  to 
the  only  hospital- 
based  sleep 
disorder  program 
in  Morris  County. 

Board-certified 
physicians 
with  extensive 
experience  and 
expertise  in  the 
diagnosis  and 
treatment  of  sleep 
disorders. 

Resources 
of  Morristown 
Memorial 
Hospital,  a 

first-class  medical 
facility. 

Most  advanced 
technology  available 
for  the  diagnosis  of 
sleep  disorders. 

A total 

commitment  to 
high  quality, 
patient  care 
unmatched  by  any 
sleep  disorder 
program  in  the 
community. 

k — 

r \ SLEEP  DISORDER  CENTER  of 

MORRISTOWN  MEMORIAL  HOSPITAL 

/ A major  teaching  affiliate  of  the  Columbia  University 
i College  of  Physicians  and  Surgeons 
— j 95  Mt.  Kemble  Avenue.  2nd  Floor.  Thebaud  Building. 
f Morristown,  NJ  07962  • 201-971-4567 

Comprehensive 
diagnostic  and 
treatment  sendees  for 
sleep  apnea, 
narcolepsy,  restless 
leg  syndrome  and 
insomnia. 

Patients  returned 
to  referring 
physician  for 
follow-up. 

Participation 
with  most 
managed  care 
and  insurance 
plans. 

Modern  facility 
with  home-like 
atmosphere. 

Detailed 
reporting  of 

test  results  with 
direct  phone 
contact  to 
referring 
physician. 

Registered 
polysomnographic 
technicians,  caring 
and  experienced 
staff. 
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MSNJ  AUXILIARY 


MSNJA  PRESIDENT 


Dorothy  V.  Espinola  is  the  68th 
president  of  the  Medical  Society 
of  New  Jersey  Auxiliary  (MSNJA) 
and  the  second  president  to  be 
elected  from  Warren  County.  She 
is  the  wife  of  Jesse  T.  Espinola, 
MD,  an  obstetrician-gynecologist 
affiliated  with  Warren  Hospital, 
Phillipsburg. 

Dorothy  was  born  and  raised  in 
the  Bronx,  New  York,  and  is  the 
seventh  of  nine  children  of  the 
late  Mary  and  Jack  Carew.  She  is 
an  alumna  of  St.  Catherine 
Academy  High  School,  the  sixth 
nurse  in  her  family,  and  the  fifth 
from  her  family  to  earn  a nursing 
degree  from  St.  Clare  s Hospital, 
School  of  Nursing,  New  York. 
Upon  graduation  she  received  the 
award,  “Excellence  in  Clinical 
Bedside  Nursing.  Dorothy  com- 
pleted her  training  as  a coronary 
care  unit  nurse  at  St.  Clare’s 
Hospital. 

A member  of  the  Warren 
County  Medical  Society  Auxiliary 
(WCMSA)  since  1974,  Dorothy 
has  served  as  chairman  for  most 
committees  and  offices  culminat- 
ing in  a two-year  term  for  presi- 
dent from  1982  to  1984;  she  now 
serves  on  the  Board  of  Directors. 

In  addition  to  her  county  aux- 
iliary duties,  Dorothy  has  been 
serving  on  the  boards  of:  The 
Warren  County  Unit  of  the 


Dorothy  V.  Espinola 


American  Cancer  Society  since 
1979  to  the  present;  The  Karen 
Ann  Quinlan  Center  of  Hope 
Hospice  from  1985  to  1989; 
Friends  of  Hospice  from  1986  to 
1989;  and  All  Saints  Regional 
School  from  1990  to  1994.  Over 
the  years,  she  has  served  on  the 
gala  committee  to  raise  funds  for 
Warren  Hospital  and  co-chaired 


the  Art  for  Oncology  program  that 
provided  artwork  for  patient 
rooms  of  the  oncology  unit  at 
Warren  Hospital.  In  1989, 
Dorothy  was  the  recipient  of  the 
Distinguished  Service  Award 
from  the  American  Cancer  Socie- 
ty, New  Jersey  Division;  the 
Outstanding  Service  Award  from 
the  Friends  of  Hospice;  and  the 
Merit  Award  from  WCMSA. 

Dorothy  began  working  with 
MSNJA  in  1987  as  chairman  for 
adolescent  health  and  since  1989 
has  been  co-chairman  and  served 
on  the  Teen  Health  Seminar 
Committee,  as  well  as  other  state 
committees.  In  addition  she  was 
elected  and  has  served  at  five 
AMAA  conventions  and  held  all 
MSNJA  offices  from  treasurer  to 
president-elect. 

Dorothy  and  Jesse  have  three 
children:  Daniel,  a third-year  stu- 
dent at  Mount  Saint  Mary’s  Col- 
lege; Brian,  a first-year  student  at 
Loyola  College;  and  Elaine,  a 
high  school  junior  at  All  Saints 
Regional  School. 

Dorothy  receives  great  satisfac- 
tion from  her  work  with  WCMSA, 
MSNJA,  and  other  organizations. 
When  asked  where  she  gets  all 
the  energy,  her  reply  is  a quote 
from  an  author  unknown,  “God’s 
gift  to  us  is  life,  how  we  live  our 
life  is  our  gift  to  God.”  □ 
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Inaugural  address: 

Health  care  reform 
and  MSNJ 

Fred  M.  Palace,  MD 


Fred  M.  Palace,  MD,  is  the  202nd  president  of  the  Medical 
Society  of  New  Jersey.  He  presented  this  speech  to  the 
Medical  Society  of  New  Jersey  House  of  Delegates  at  the 
Society’s  228th  Annual  Meeting  in  Atlantic  City.  Dr.  Palace 
presents  his  views  on  health  care. 


Thomas  Edison  is  sup- 
posed to  have  said  that 
he  achieved  his  success 
by  standing  on  the 
shoulders  of  giants.  If  we,  in  the 
Medical  Society  of  New  Jersey 
(MSNJ),  will  accomplish  some- 
thing of  value  next  year  or  in  the 
years  to  come — it  is  because  of 
the  diligent  efforts  of  the  people 
on  this  platform  (among  others) 
and  I join  you  in  your  salute  to 
them. 

Dr.  Formica,  Dr.  Micale,  of- 
ficers, trustees,  delegates,  hon- 
ored guests,  and  friends,  it  is  with 
a sense  of  humility  that  I accept 
the  assignment  of  being  the 
spokesman  for  New  Jersey 
medicine  for  the  coming  year.  But 
what  is  the  message  we  should 
bring  to  our  patients  in  our  offices 
and  to  our  peers  in  hospital  cor- 
ridors, consultation  rooms,  and 
coffee  shops?  What  shall  we  say 
to  the  media  and  to  those  politi- 
cians who  seemingly  are  more 
and  more  willing  to  mold  our 
profession  to  fit  the  patterns  with 
which  they  are  most  comfortable? 

In  answering  these  questions,  I 
am  going  to  paraphrase  President 
Clinton’s  state  of  the  union  ad- 
dress: we  must  look  at  who  we 
are;  from  where  we  come;  ask 
what  forces  are  acting  on  us 
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today;  and  further,  ask  the  ques- 
tion, “How  can  we  best  position 
our  profession  to  handle  the 
challenge  of  the  changes  that  to- 
morrow will  bring?” 

Who  are  we?  We,  physicians, 
are  healers  of  the  sick  and  de- 
fenders of  the  public  health.  We 
help  mothers  deliver  babies;  we 
help  parents  guide  their  kids 
through  the  labyrinth  of  child- 
hood; we  help  people  survive  the 
stress  of  living;  we  deal  with  the 
problems  of  aging  bodies;  we  pre- 


vent the  suffering  and  relieve  the 
pain  of  disease;  and,  finally,  we 
ease  the  passage  into  the  great 
unknown  of  death.  We  have  been 
successful,  and  our  services  are 
in  such  demand  that  we  have 
drawn  the  unwelcome  attention 
of  our  elected  government,  of  big 
business,  and  of  big  labor.  They 
have  the  admirable  goal  of  making 
our  services  available  to  more  and 
more  people  but  with  the  unreal- 
istic expectation  that  no  one 
should  have  to  give  up  anything 
of  significance  in  order  to  reap 
the  benefits  they  desire.  Presi- 
dent Clinton  has  promised  Ameri- 
cans the  equivalent  of  “dieting 
without  feeling  hungry,  and 
“muscle  building  without  exer- 
cise”; in  other  words,  something 
for  nothing. 

You  see,  medicine  was  the  last 
of  the  so-called  “cottage  in- 
dustries”— one  doctor  in  a small 
room  with  one  patient.  It  has 
been  stated  that  old-fashioned 
medicine  can  be  expanded  most 
efficiently  to  cover  all  Americans 
by  converting  to  a Canadian-stvle 
single-payer  system. 

I have  had  the  experience  of 
dealing  with  a federal  single- 
payer system.  I served  my  coun- 
try practicing  Air  Force  medicine 
in  Minot,  North  Dakota,  where  I 
was  the  radiologist  for  an  Air 
Force  and  veterans  hospital,  and 
for  an  outpatient  community  of 
25,000  people.  I was  quite 
surprised  at  the  warm  welcome 
my  wife  and  family  received 
when  we  moved  into  base  hous- 
ing. At  first,  I thought  it  was  the 
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Air  Force  culture  that  was  at 
work,  but  we  discovered  that  the 
people  who  lived  there  were  glad 
to  have  a physician  living  among 
them  because  then  they  would 
have  an  ally,  a friend,  an  insider 
in  the  cold,  unfeeling  bureaucracy 
of  the  862  medical  group.  We, 
young  doctors,  were  all  enthusi- 
astic, well  trained,  and  interested 
in  providing  the  best  possible 
care  that  our  bosses,  the  United 
States  Air  Force  and  the  federal 
government,  would  allow  us  to 
practice.  There  were  many  people 
dissatisfied  with  the  medical  care 
that  they  received  at  our  dis- 
pensaries, clinics,  and  hospital; 
instead  they  went  to  the  medical 
care  “on  the  economy”  in  the 
town  of  Minot.  This  practice  be- 
came so  prevalent  that  my  colonel 
wrote  to  the  county  medical 
society  telling  the  doctors  of 
Minot  that  if  a plane  went  down 
with  the  pilot  taking  any  medica- 
tions that  they,  not  the  flight 
surgeons,  prescribed,  that  doctor 
would  get  a bill  from  the  federal 
government  covering  the  cost  of 
the  destroyed  aircraft. 

So  originally  I did  not  fear  the 
successful  passage  of  Mr.  Clin- 
ton’s health  care  plan  for  two 
reasons:  I was  sure  that  the 
voters,  some  of  whom  might  re- 
member what  it  was  like  getting 
their  health  care  from  a single 
payer,  would  not  allow  the  federal 
government  to  enter  into  the  con- 
sultation room  and  I,  naively,  felt 
that  the  government  could  not 
write  specific  regulations  to  con- 
trol the  infinite  variability  of  the 
one-doctor-one-patient  relation- 
ship. Yet,  with  five  million  pa- 
tients and  ten  thousand  doctors  in 
one  alliance  or  HIPIC,  maybe 
Mr.  Clinton  could  write  regula- 
tions that  would  cover  most  even- 
tualities and  would  depend  on 
physicians  to  deal  with  the  even- 
tual outliers  and  would  make  the 
program  work.  I was  shocked  to 
find  that  with  the  advances  in 
computer  programming  tech- 
niques, insurance  companies  had 
the  ability  and  foresight  to  de- 
velop the  very  program  I was 


afraid  the  federal  government 
wanted  to  write.  They  have  no 
compunctions  about  using  these 
programs  in  an  effort  to  increase 
profits. 

I do  not  look  back  to  Marcus 
Welby  or  young  Dr.  Kildare  as  a 
role  model.  Instead,  I recall  tele- 
vision’s Ben  Casey:  the  young, 
dynamic  chief  resident  in  neuro- 
surgery. At  his  hospital  no  matter 
how  varied  the  problem,  no  mat- 
ter how  far  afield  from  neurosur- 
gery the  patient  was,  no  really 
juicy  problem  was  ever  solved 
without  calling  in  the  chief 
neurosurgical  resident.  (I  prob- 
ably date  my  respect  for  neuro- 
surgeons from  that  time.)  I cannot 
picture  Ben  “on  hold”  after  dial- 
ing an  800  number  and  waiting 
for  permission  to  do  whatever  he 
thought  was  best  for  his  patient. 
The  change  that  I believe  is  the 
greatest  threat  to  our  profession 
today  is  the  intrusion  of  those 
only  peripherally  interested  in  the 
care  of  our  patients.  U.S.  Health 
Care  does  not  agree  with  me. 
They  believe  that  if  they  are  pay- 
ing for  health  care,  they  are  vital- 
ly, not  peripherally,  interested  in 
my  decisions  as  a physician.  They 
believe  that  they  have  a far 
greater  interest  in  these  decisions 
than  the  patient.  It  is  an  appli- 
cation of  the  golden  rule — he  who 
has  the  gold,  makes  the  rules! 

While  we  were  focusing  our 
energies  fighting  both  federal  in- 
trusion and  a single-payer  system, 
U.S.  Health  Care,  CIGNA,  and 
the  PRU  were  (and  are)  increas- 
ingly calling  the  shots  for  an  ever- 
expanding  number  of  physician/ 
patient  encounters.  The  doctor  on 
the  telephone  to  that  800  number 
is  becoming  a frequent  occur- 
rence in  today’s  medical  office. 

When  Ira  Magaziner  spoke  to 
the  American  Medical  Association 
(AMA)  leadership  conference  last 
February,  he  said  that  medicine 
can  have  its  choice  between 
domination  by  government  (also 
known  as  the  Clinton  plan)  or 
domination  by  big  business 
known  as  U.S.  Health  Care, 
CIGNA,  the  PRU,  etc.  He  felt 


that  Congress  would  be  far  more 
sensitive  to  our  needs  and  to  the 
needs  of  our  patients  than  would 
the  CIGNA  board  of  directors. 
Those  of  us  who  have  battled  the 
Health  Care  Financing  Adminis- 
tration are  not  so  sure  that  this  is 
the  case. 

What  we  are  looking  for,  I be- 
lieve, is  a third  choice — not  gov- 
ernment and  not  big  business,  but 
a way  to  hold  off  government  and 
business  to  let  us  do  our  thing: 
taking  care  of  the  medical  or 
surgical  needs  of  our  patients. 

How  about  learning  from  the 
experience  of  others  — such  as  the 
physicians  of  California  and  Min- 
nesota? How  about  recognizing 
that  what  used  to  work  will  not 
work  anymore?  Instead,  let  us 
look  at  things  with  a fresh 
outlook.  How  about  saving  the 
medical  profession  by  selecting 
the  essence  of  it?  Let  us  preserve 
the  unique  physician-patient  rela- 
tionship and  change  the  trappings 
and  the  packaging  to  conform  to 
the  demands  of  today.  If,  for  ex- 
ample, 50  percent  of  what  we 
earn  in  a one  patient-to-one- 
physician  encounter  goes  to  pay 
our  overhead,  how  about  keeping 
the  one-on-one  and  cutting  out 
the  overhead?  If  I am  a physician 
and  have  six  billing  clerks,  a com- 
puter, software  maintenance,  a re- 
ceptionist, and  an  answering 
service,  and  the  doctor  across  the 
hall  has  four  billing  clerks,  a com- 
puter, software  maintenance,  a re- 
ceptionist, and  an  answering 
service,  and  the  doctor  next  door 
has  four  billing  clerks,  etc.,  why 
aren’t  we  knocking  down  walls, 
getting  together,  and  cutting  our 
overhead?  Why  aren’t  we  forming 
100  doctor  groups,  200  doctor 
groups,  or  500  doctor  groups? 
Why  aren’t  we  talking  to  AT&T 
or  the  New  Jersey  Small  Business 
Association  or  the  Gas  Station 
Owners  of  America?  Why  aren’t 
we  capitating  hospitals  as  doctors 
are  starting  to  do  in  California 
instead  of  having  the  PHOs 
capitating  us? 

Let  me  recall  for  you  a political 
cartoon  of  the  1960s  showing 
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President  Lyndon  Johnson  on  an 
operating  room  table  waving  the 
newly  passed  Medicare  legislation 
and  yelling  into  a telephone, 
which  was  his  trademark.  On  a 
gurney,  being  wheeled  out  of  the 
operating  room,  was  an  obviously 
dead  figure  covered  with  a sheet 
that  was  labeled,  “AMA.”  Presi- 
dent Johnson  is  saying,  “The 
operation  was  a complete  success, 
but  the  doctor  died.’  Mr.  Clinton 
may  have  a copy  of  this  cartoon 
on  his  wall  and  looks  forward  to 
the  day  when  his  picture  replaces 
President  Johnson’s  picture. 

But,  today’s  AMA  is  not  your 
father’s  AMA.  Today’s  AMA  is 
one  of  the  very  few  major  national 
organizations  that  determines 
policy  from  the  bottom  up  instead 
of  from  the  top  down — just  as 
MSNJ  does;  just  as  we  saw  today 
at  our  House  of  Delegates  meet- 
ing. Today’s  AMA  is  not  opposing 
change.  Today’s  AMA  desires 
change,  is  devoted  to  change,  is 
advocating  change,  and  demands 
change.  We  wish  to  improve  the 
most  envied,  the  most  successful, 
the  most  innovative  health  care 
delivery  system  the  world  has 
ever  seen.  Not  by  destroying  it — 
but  by  eliminating  problems  and 
by  making  it  work  better.  So  we 
support  all  bills  in  Trenton  and 
Washington,  DC,  that  include  our 
agenda  and  work  to  have  our 
agenda  part  of  each  and  every 
bill. 

You  ask,  “What  is  our  agenda 
today?”  Today’s  AMA  agenda, 
today’s  MSNJ  agenda,  is  just  as  it 
always  has  been.  We— as  a pro- 
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fession— must  be  advocates  for 
our  patients.  We  urge  universal 
access  to  care — to  care,  not  access 
to  insurance  but  access  to  medical 
care.  We  urge  insurance  reform- 
community  ratings,  portability  of 
insurance,  noncancelable  ben- 
efits, etc.  We  urge  freedom  of 
choice — choice  of  physician  and 
choice  of  hospital.  Not  Hilliary 
and  Bill’s  choice  of  a plan  but 
meaningful  choices;  choices  made 
by  the  patient,  not  by  an  em- 
ployer, not  by  an  insurer,  and  not 
by  an  alliance. 

We  urge  a pull  back  of  the  in- 
creasing dominance  by  insurance 
companies  and  health  mainte- 
nance organizations  (HMOs) 
through  their  monopolistic  ex- 
clusionary practices. 

We  insist  that  medical  de- 
cisions be  made  by  medical  doc- 
tors, not  by  economists  or  plan- 
ners or  bureaucrats  or  anonymous 
clerks  sitting  in  front  of  computer 
screens. 

In  order  to  achieve  our  goals, 
we  need  antitrust  reform  to  allow 
us  to  negotiate  on  a level  playing 
field  with  the  billion  dollar 
HMOs.  We  think  we  should  be 
given  such  relief  because  we 
speak  for  quality  of  care — not  for 
profits.  We  speak  for  patient  in- 
terests— not  for  our  own  interests. 

We  need  real  tort  reform  in 
order  to  cut  some  of  the  waste 
inherent  in  the  practice  of  de- 
fensive medicine  so  that  we  can 
pay  for  the  steadily  increasing  de- 
mand for  more  and  more  care 
using  higher  and  higher  technolo- 
gy, for  greater  and  greater 


numbers  of  people  without  mak- 
ing the  American  economy  non- 
competitive. 

I call  upon  all  of  you  to  join 
with  us  on  the  firing  line,  to  talk 
to  your  friends,  your  patients, 
your  coworkers,  your  newspapers, 
and  your  congressmen.  The  scent 
of  change  is  in  the  air.  We  will 
have  to  lead,  follow,  or  get  out  of 
the  way.  Eighteen  months  ago, 
President-elect  Clinton  an- 
nounced a full  court  press  on  the 
subject  of  health  care  reform  by 
his  administration  with  a report 
due  in  90  days. 

After  his  inauguration,  I looked 
at  the  calendar  and  thought  that 
by  now  it  would  have  all  been 
decided.  He  and  I were  surprised 
to  find  that  people  have  some 
qualms  about  destroying  the 
health  care  system  in  order  to 
save  it.  We  still  have  a chance  of 
success,  a chance  of  achieving  our 
goal  to  change  what  is  wrong  with 
the  system  and  keep  what  is  right 
with  it.  We  have  a good  chance 
of  success  if  we  stay  organized 
and  unified.  If  no  one  goes  out  to 
strike  a better  deal  for  himself.  If 
we  stay  focused  on  our  issues.  If 
we  stay  federated  so  that  all  the 
various  and  sundry  medical  or- 
ganizations and  specialty  groups 
sing  from  the  same  hymnal.  If  we 
can  communicate  to  the  people 
our  concerns  for  them  and  for 
their  future  care.  If  we  do  all  this 
then,  maybe  by  the  time  we  meet 
again  to  install  the  203rd  presi- 
dent of  MSNJ,  we  can  say,  “The 
operation  was  a success  and  the 
doctor  survived.  H 
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Joseph  N.  Micale,  MD,  presented  this  presidential  speech  to 
the  Medical  Society  of  New  Jersey,  at  its  228th  Annual  Meeting. 
Dr.  Micale  addressed  the  House  of  Delegates  and  reviewed 
his  achievements  of  the  past  year  including  MSNJ’s  quest  for 
the  continuation  of  high-quality  medical  care. 


Mr.  Speaker,  members 
on  the  dais,  members 
of  the  House  of 
Delegates  of  the 
oldest  state  medical  society  in  the 
United  States,  I come  before  you 
today  with  somewhat  mixed  emo- 
tions. I feel  a sense  of  elation  at 
having  completed  one  of  the  most 
rigorous  years  of  my  career,  a 
sense  of  pride  in  what  this  great 
Medical  Society  of  New  Jersey 
(MSNJ)  has  achieved  during  the 
past  year;  but  at  the  same  time, 
a feeling  of  humility  and  frustra- 
tion as  I look  at  the  hurdles,  pit- 
falls,  and  obstacles  that  we  still 
must  negotiate  in  our  quest  for 
high-quality  medical  care. 

During  this  past  year,  I have 
traveled  the  length  and  breadth  of 
New  Jersey,  to  the  annual  meet- 
ings of  the  medical  societies  of 
Connecticut,  Delaware,  Massa- 
chusetts, New  York,  and  Penn- 
sylvania, and  to  American 
Medical  Association  (AMA) 
gatherings  in  Chicago,  the  Dis- 
trict of  Columbia,  Florida,  and 
New  Orleans,  and  at  every  op- 
portunity I have  preached  team- 
work and  unity.  As  I see  it,  our 
training  and  experience  teaches 
us  to  analyze  data  presented  to  us, 
and  based  on  that  data  and  our 
analyses,  to  make  judgments  with 


regard  to  the  management  of  care 
for  our  patients.  We  are  ac- 
customed to  being  the  “captain  of 
the  ship,  the  figure  of  authority 
and  the  advocate  for  our  patients. 
Physicians  are  “rugged  in- 
dividualists in  their  thinking  and 
behavior.  If  only  we  could  sub- 
jugate ourselves  to  a common  goal 
and  move  together  toward  im- 
proving the  health  care  system, 
for  we  alone  are  the  best  judge 
of  how  to  accomplish  this.  As  one 
of  our  great  past-presidents, 
Frank  Watson,  MD,  once  said  to 
me,  “Physicians  are  among  the 
top  5 to  10  percent  of  the  popula- 
tion in  intelligence,  and  there  is 
nothing  that  cannot  be  ac- 
complished were  we  to  come  to- 
gether with  a common  purpose  or 
goal  in  mind. 

Let  us  look  at  some  of  the  is- 
sues that  have  confronted  your 
Board  of  Trustees  and  your  of- 
ficers during  the  past  year.  Health 
system  reform,  of  course,  has 
taken  center  stage.  The  subsi- 
dized insurance  program  (ori- 
ginally New  Jersey  SHIELD  and 
later  ACCESS)  is  aimed  at  ap- 
proximately 630,000  people  who 
are  without  health  insurance,  are 
ineligible  for  Medicaid,  and  who 
earn  less  than  three  times  the 
federal  poverty  income  level.  In 


November  1993,  MSNJ  began  the 
development  of  a panel  of  physi- 
cians to  participate  in  the  pro- 
gram. If  this  program  can  be 
moved  forward,  it  would  place  a 
very  significant  dent  in  the 
number  of  uninsured  in  New 
Jersey  (800,000  people). 

On  September  21,  1993,  one 
day  before  the  release  of  the  Clin- 
ton plan,  MSNJ  released  its  own 
proposal  for  a health  care  delivery 
system  designed  to  achieve  three 
goals:  universal  access  to  care; 
cost  containment  resulting  from 
more  effective  competition;  and 
higher  quality  of  care  through 
preventive  medicine  and  the  use 
of  more  reliable  data  on  health 
care  outcomes. 

Our  proposal  includes,  for  ex- 
ample: universal  coverage,  using 
a variety  of  approaches,  including 
an  employer  mandate,  an  indi- 
vidual mandate,  and  health  care 
IRAs;  limited  government  in- 
terference to  allow  true  competi- 
tion; insurance  market  reform,  in- 
cluding community  ratings,  se- 
verely limiting  exclusions  for  pre- 
existing conditions,  and  insuring 
portability  of  coverage;  tort  re- 
form, including  instituting  certi- 
ficate of  merit  and  putting  an  end 
to  joint  and  several  liability,  pre- 
judgment interest,  and  liability  for 
defective  products;  and  antitrust 
reform,  to  ensure  that  consumers, 
physicians,  providers,  and  third- 
party  payers  all  negotiate  as 
equals. 

We  have  been  involved  at  both 
the  state  and  national  levels  to 
discuss  our  concerns  and  make 
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suggestions  about  health  system 
reform.  We  have  asked  the  New 
Jersey  congressional  delegation  to 
allow  physicians  in  New  Jersey  to 
have  the  flexibility  to  continue 
with  the  health  care  initiatives 
that  already  have  been  achieved. 
The  federal  government  has  been 
all  too  quick  to  adopt  New 
Jersey’s  poorly  conceived  DRG 
program;  perhaps  we  can  per- 
suade them  to  accept  a well- 
constructed  New  Jersey  SHIELD 
program. 

This  year,  the  state  Board  of 
Medical  Examiners  (BME)  again 
has  introduced  questions  on  its 
biennial  registration  form  that 
MSNJ  felt  were  objectionable.  On 
behalf  of  the  membership,  MSNJ 
filed  for  a restraining  order  in 
Federal  District  Court.  Subse- 
quently, MSNJ  requested  a 
preliminary  injunction  based 
upon  the  Americans  with  Dis- 
abilities Act  (ADA).  The  U.S. 
Justice  Department  sued  along 
with  MSNJ,  and  the  judge  has 
ruled  that  BME  s form  and 
procedure  violate  the  ADA.  At 
the  present  time,  we  are  awaiting 
response  from  BME  to  the 
judge’s  request  for  settlement  of 
the  case. 

On  the  issue  of  any  willing 
provider  legislation,  MSNJ  s 
Board  has  voted  to  support  such 
legislation  as  introduced  by  As- 
semblyman Kelly.  This  bill  would 
require  HMO  Blue  and  other 
HMOs  to  accept  any  well-creden- 
tialed  provider  willing  to  abide  by 
the  protocols  of  the  HMO.  At 
present,  the  bill  is  in  the  hearing 
process,  and  we  are  working  for 
certain  changes  that  we  feel 
would  improve  the  legislation, 
and  we  are  lobbying  for  the 
passage  of  the  bill. 

On  August  31,  1993,  Penn- 
sylvania Blue  Shield  (PBS)  issued 
804  letters  to  physicians  in  New 
Jersey,  demanding  reimburse- 
ment for  overpayments  made  to 
the  physicians  due  to  errors  by 
the  carriers.  Within  one  week,  we 
met  with  representatives  of  PBS, 
and  were  able  to  have  the  matter 
placed  on  hold.  Our  New  Jersey 
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congressional  delegation  has  sup- 
ported us  with  a letter  requesting 
such  action  on  the  part  of  the 
carrier.  At  present,  PBS  and  the 
Health  Care  Financing  Adminis- 
tration have  agreed  to  cancel  all 
requests  for  amounts  up  to 
$1,600,  and  to  offer  extended 
periods  of  payment  and  a more 
lenient  interest  rate  to  other 
physicians.  We  have  taken  the 
position  that  PBS  should  with- 
draw its  request,  and  that  no  re- 
payment should  be  made  by  the 
physicians  involved.  The  matter 
requires  continuing  study  and 
negotiation,  and  will  involve 
litigation  on  behalf  of  the  affected 
states — organized  by  the  AMA. 

Governor  Whitman  recently 
has  appointed  Mr.  Len  Fishman 
as  acting  commissioner  of  health. 
MSNJ  has  proposed  a number  of 
physicians  for  the  post,  some  of 
whom  have  been  interviewed  by 
Governor  Whitman.  Legislation 
has  been  introduced  that  would 
allow  the  appointment  of  an  in- 
dividual other  than  a physician  as 
health  commissioner.  MSNJ  is 
negotiating  with  the  governor’s 
office,  and  we  are  having  ongoing 
discussions  on  the  issue.  We  are 
concerned  about  the  long-term  ef- 
fects of  such  legislation,  and  the 
fact  that  such  legislation  would 
open  the  post  of  commissioner  of 
health  to  many  individuals. 


Through  our  Council  on  Public 
Relations,  chaired  by  Charles  M. 
Moss,  MD,  of  Bergen  County, 
and  in  conjunction  with  our  new 
public  relations  firm,  MWW/ 
Strategic  Communications, 
headed  by  Bob  Sommers  and  Jack 
Appleman,  we  have  done  in- 
numerable press  releases  on  is- 
sues such  as  freedom  of  choice, 
violence,  the  appointment  of  a 
commissioner  of  health,  and 
health  system  reform.  Our  public 
relations  firm  also  has  conducted 
two  very  successful  programs  on 
freedom  of  choice. 

On  other  issues,  in  June  1993, 
Vincent  Maressa  and  I testified  at 
a roundtable  discussion  spon- 
sored by  the  Division  of  Con- 
sumer Affairs  on  the  self-referral 
issue  and  the  “grandfathering  of 
investors  in  entities  formed  prior 
to  July  1991.  Despite  our  best 
arguments,  the  Division,  headed 
by  Emma  Byrne,  at  that  time,  and 
BME,  have  continued  to  press  for 
the  removal  of  all  “grandfather- 
ing. They  are  seeking  to  have 
legislation  passed  to  accomplish 
this  objective.  It  appears  that  this 
issue  ultimately  will  be  ad- 
judicated in  the  Legislature.  The 
position  of  MSNJ  has  been  that 
self-referral  is  appropriate,  if  the 
procedure  ordered  is  necessary,  if 
the  service  rendered  is  of  good 
quality,  and  if  the  costs  are 
reasonable. 

The  resource-based  relative 
value  scale  (RBRVS)  continues  to 
be  a perplexing  problem.  In- 
equities were  to  have  been  cor- 
rected; however,  the  reality  is  that 
it  appears  to  have  been  used  as 
a tool  to  reduce  fees  for  all 
services.  Now,  suggestions  are 
being  made  that  the  RBRVS 
system  should  serve  as  a marker 
to  compare  the  fees  of  various 
physicians  by  comparing  the  con- 
version factors.  Let  us  be  careful 
and  proceed  with  caution,  if  at  all, 
along  these  lines. 

On  the  issue  of  supervision  of 
nurse  practitioners,  midwives, 
and  physician  assistants,  we  con- 
tinue to  comment  on  the  regula- 
tions proposed  by  BME.  Hopeful- 

391 


ly,  we  can  help  to  improve  the 
regulations  as  they  go  forward. 

There  are  many  substantive  is- 
sues that  continue  to  concern  us. 
We  are  continuing  our  campaign 
against  cigarette  smoking,  and  re- 
cently have  met  with  members  of 
the  pharmacy  profession.  Many  of 
them  seemed  supportive  of  our 
goal,  and  have  pledged  to  work 
with  us  on  this  issue. 

As  for  the  issue  of  reducing  the 
cost  of  health  care,  in  our  dis- 
cussions at  the  federal  level  it  was 
pointed  out  that  a significant  part 
of  the  problem  could  be  the  cost 
of  drugs  and  pharmaceutical  pric- 
ing. It  would  seem  that  discrimi- 
natory pricing  mechanisms  — 
whereby  certain  health  care 
providers,  such  as  hospitals,  re- 
ceive favorable  pricing  of  their 
pharmaceutical  products — create 
an  uneven  playing  field  and  ulti- 
mately discriminate  against  those 
patients  who  receive  their  medi- 
cations from  private  pharmacies. 
If  discriminatory  pricing  can  be 
eliminated,  this  would  allow  a 
level  playing  field  and  allow  com- 
petitive market  forces  to  correct 
the  problem. 

During  the  past  year,  I have 
attempted  to  open  the  lines  of 
communication  to  our  federal 
legislators,  as  did  our  past-presi- 
dent and  fellow,  Paul  J.  Hirsch, 
MD.  Hopefully,  we  will  be  able 
to  constructively  influence  the  re- 
form process. 

As  I am  about  to  leave  the 
presidency,  I am  comforted  by 
the  knowledge  that  I leave  MSNJ 
in  the  very  capable  hands  of  Fred 
M.  Palace,  MD.  I congratulate 
him  on  his  ascendancy  to  assume 
the  presidency  of  this  great  or- 
ganization. Further,  it  is  fair  to 
say  that  the  executive  committee 
has  been  involved  in  each  and 
every  major  decision  of  MSNJ 
during  the  past  year.  They  are 
very  conversant  with  all  the  issues 
and,  I know,  will  serve  Dr.  Palace 
well  during  the  coming  year. 

Of  course,  as  I have  said  pre- 
viously in  my  inaugural  speech, 
the  component  societies  are  the 
backbone  of  MSNJ,  and — in- 


deed— are  MSNJ.  I thank  them, 
and  I thank  you,  their  represen- 
tatives, who  are  the  members  of 
this  House  of  Delegates,  for  hav- 
ing been  privileged  to  serve  as 
your  leader  during  the  past  year. 
I thank  all  of  you  for  the  hospitali- 
ty you  have  shown  me  as  I trav- 
eled around  the  state  and  visited 
with  you. 

Further,  I would  like  to  thank 
my  fellow  officers,  the  members 
of  the  Board  of  Trustees,  the 
speaker  and  vice-speaker  of  the 
House  of  Delegates,  all  the  chairs 
of  the  councils  and  committees, 
past-presidents  and  fellows,  the 
county  society  presidents,  and  all 
of  you  who  have  devoted  many 
hours  to  the  deliberation  of  the 
various  issues  before  us.  Without 
your  efforts,  and  the  work  of  the 
membership  at  large,  little  or 
nothing  would  have  been  ac- 
complished. 

Yes,  there  is  much  to  be  done; 
we  must  make  every  effort  to  in- 
crease our  membership,  and  we 
must  continue  the  work  of  or- 
ganized medicine. 

I also  would  like  to  thank  Vin- 
cent A.  Maressa  for  his  advice  and 
counsel  during  the  year;  Neil  E. 
Weisfeld  for  his  assistance  in  the 
preparation  of  speeches,  brief- 
ings, and  presentations;  and 
Joseph  C.  Lucci  for  his  efforts 
with  the  Hospital  Medical  Staff 
Section  and  with  various  councils 
and  committees.  A special  thank 
you  is  necessary  for  Diana  C. 
Gore  and  her  dedicated  staff  for 
their  efficient,  unselfish  support 
at  every  level  and  in  all  my  pro- 
jects. 

Eileen  Pfeiffer  deserves  special 
mention  for  having  put  up  with 
me  as  we  organized  for  the  first 
time  a new  inaugural  ceremony  in 
1993.  Her  patience,  attention  to 
detail,  and  extraordinary  efforts 
on  my  behalf  have  been  sincerely 
appreciated. 

Paul  D.  Weber  deserves  our 
thanks  for  his  expertise  in  finan- 
cial management  matters. 

A special  note  of  thanks  must 
go  to  Jack  Appleman,  who  has 
brought  us  to  new  heights  in  the 


field  of  public  relations.  Regret- 
tably, Jack  will  be  leaving  for 
what  we  hope  will  be  greener 
pastures  for  him.  I have  ap- 
preciated his  advice  and  counsel, 
and  will  truly  miss  him. 

Thanks,  too,  to  Clark  Martin 
and  Martin  Bontempo,  for  their 
extraordinary  efforts  in  the 
legislative  areas. 

It  is  this  team  of  fine  in- 
dividuals who  have  all  dem- 
onstrated the  qualities  of  team- 
work and  collegiality  that  are  es- 
sential to  our  well-functioning, 
highly  responsive  professional  or- 
ganization. 

As  I have  said  before,  we  must 
continue  to  stand  for  high-quality 
care  for  all  our  patients.  There 
can  be  no  compromise  on  this 
issue.  Further,  although  there 
may  be  heated  debate  and  dis- 
cussion within  the  house  of 
medicine,  once  we  have  reached 
a consensus,  we  must  close  ranks, 
speak  with  one  voice,  and  stand 
unified  in  achieving  our  projected 
goals. 

Before  I leave  the  podium,  I 
would  like  to  especially  thank  the 
president  of  the  State  Board  of 
Pharmacy,  without  whose  advice, 
counsel,  caring,  devotion,  and 
support — this  year  as  president  of 
MSNJ  would  not  have  been 
possible  for  me.  At  this  time,  I 
would  like  my  wife,  Edith,  to 
come  forward  and  join  me  on  the 
podium.  I 
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Jerome  Abrams,  MD,  MPH 


A practical  guide 
for  prescribing 
birth  control  pills 


A brief,  practical  guide  for  prescribing  birth  control  pills  is 
offered  to  pediatricians,  family  physicians,  and  internists  who 
are  exposed  less  frequently  to  the  huge  volume  of  verbal  and 
printed  material  presented  to  obstetrician-gynecologists 
in  New  Jersey. 


Over  50  million  Ameri- 
can women  have  taken 
birth  control  pills  or 
oral  contraceptives 
(OCs)  during  the  past  25  years. 
Probably  no  other  medication  has 
been  taken  and  still  is  being  taken 
by  so  many  people  for  so  many 
years;  consequently,  the  knowl- 
edge and  collective  experiences  of 
clinicians  and  investigators,  in- 
cluding scientists  at  the  Centers 
for  Disease  Control,  should  be  re- 
liable and  authoritative.1 2 The 
consensus  is  that  the  benefits  and 
advantages  of  OCs  outweigh  most 
disadvantages;  decreases  and  ad- 
justments of  dosages  of  the  two 
constituents  (estrogen  and 
progestin)  have  eliminated  or 
significantly  diminished  all  unde- 
sirable side  effects  for  the 
majority  of  OC  users.  Contracep- 
tive effectiveness  has  been  nearly 
100  percent  and  the  incidence  of 
endometrial  and  ovarian  cancer 
among  long-term  OC  users  has 
decreased,  and  persists  even  for 
years  after  cessation  of  use. 
Furthermore,  the  risk  of  ectopic 
pregnancy,  endometriosis,  os- 
teoporosis, and  pelvic  inflam- 
matory disease  (except  possibly 
chlamydial  infection)  also  has 
decreased.1  Earlier  and  more 
widespread  OC  use  undoubtedly 


would  reduce  the  million  adoles- 
cent pregnancies  occurring  an- 
nually, thereby  reducing  the  high 
school  dropout  rate,  child  neglect 
and  abuse,  welfare  roles,  and  drug 
addiction. 

Despite  all  of  these  obvious  ad- 
vantages and  benefits,  the  majori- 
ty of  American  women  according 
to  a Gallup  poll  are  misinformed 
about  OCs.1  One  possible  ex- 
planation is  that  many  pediatri- 
cians, family  physicians,  and  in- 
ternists are  insufficiently  in- 
formed about  the  benefits  of  OCs, 
the  method  of  coping  with  break- 
through bleeding  (the  single  most 
annoying  complaint),  and  identify- 
ing contraindications.  It  is  not 
necessary  to  be  an  obstetrician- 
gynecologist  to  prescribe  and 
monitor  OCs;  a nurse-practitioner 
can  and  frequently  does  prescribe 
and  monitor  OCs  under  the 
supervision  of  a clinic  physician. 

However,  there  is  one  powerful 
factor  that  influences,  or  in- 
terferes with,  medical  judgment 
and  common  sense,  and  that  is 
the  economic  power  of  the  OC 
manufacturer.  The  OC  industry  is 
a billion  dollar  business  and  like 
any  other  business,  whether  cos- 
metics or  tobacco,  all  consider- 
ations are  secondary  to  profitabili- 
ty, and  marketing  is  the  means  of 


maintaining  and  increasing  profit- 
ability. A host  of  eminent 
academics  and  a bevy  of  sales 
representatives  have  been  en- 
gaged to  importune,  persuade, 
and  convince  clinicians  to  pre- 
scribe OCs  for  practically  every 
female  of  childbearing  age,  month 
after  month  after  month.  Hardly 
a week  goes  by  without  an  article 
in  a medical  journal,  magazine, 
newspaper,  or  women’s  magazine 
promoting  OCs.  Hardly  a week 
goes  by  without  a visit  from  a 
sales  representative  generously 
dispensing  ever-increasingly  ex- 
pensive OC  samples.  Few  clini- 
cians have  the  time,  temerity,  or 
pharmaceutical  expertise  to  chal- 
lenge the  sales  pitch  and  the  in- 
formation contained  in  brochures, 
charts,  graphs,  audiotapes,  video- 
tapes, and  article  reprints.  Until 
a year  ago,  it  was  easy  to  accept 
this  barrage  of  propaganda  with- 
out question,  but  the  recent  in- 
troduction of  four  or  five  new 
brands  of  OCs  with  the  new  pro- 
gestin (desogestrel  and  norgesti- 
mate)  as  a substitute  for  the  old 
progestins  (levonorgestrel  and 
norethindrone)  has  obliged  clini- 
cians to  think  and  to  wonder,  be- 
cause the  new  progestins  are  al- 
legedly “lipid-neutral  and  sup- 
posedly have  fewer  adrenogenic 
side  effects.’4  It  has  become  ob- 
vious that  the  old  progestins  were 
not  and  are  not  lipid-neutral  and 
possibly  have  been  adversely  af- 
fecting cholesterol/HDL  ra- 
tios.0'1 The  academics  surely  knew 
that  OCs  containing  the  new 
progestins  have  been  prescribed 
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successfully  in  Europe  for 
years.24 ' Why  were  the  potential- 
ly harmful  effects  of  the  old 
progestins  de-emphasized  and 
even  ignored  by  the  experts? 
Why  were  clinicians  being  urged 
to  prescribe  the  old  OCs  even,  for 
women  in  their  40s,' 8 and  going 
as  far  as  to  suggest  possible  pro- 
tection against  atherosclerosis? 

This  essay  will  concentrate  on 
offering  a guide  for  physicians 


tions.  Persistent  break-through 
bleeding,  which  has  been  the  only 
possible  excuse  for  keeping 
higher  dose  estrogen  OCs  in  the 
pharmacies,  can  be  managed  with 
one  or  more  pills  from  an  extra 
packet  of  OCs  with  an  estrogen 
dosage  of  20  to  35  meg.  Switching 
brands  ultimately  may  be  ad- 
visable. 

3.  All  patients  should  be  en- 
couraged to  incorporate  physical 


a current  user  is  a nonsmoker 
with  a normal  lipid  profile,  and  j 
two  healthy  parents,  she  need  not 
be  switched  to  the  OC  with  de- 
sogestrel  or  norgestimate. 

6.  Despite  the  almost  unani- 
mous advice  from  the  experts 
about  continuous,  uninterrupted 
OC  use  from  the  moment  of  con- 
templation of  the  first  coitus  until 
contemplation  of  pregnancy, 
there  are  real-life  situations  when 


The  majority  of  American  women  are  misinformed  about  oral 
contraceptives.  One  possible  explanation  is  that  many 
pediatricians , family  doctors,  and  internists  are  insufficiently 
informed  about  the  benefits  of  oral  contraceptives. 


who  assume  responsibility  for  the 
care  of  the  sexually  active  females 
of  childbearing  age.  The  following 
eight  points  may  seem  overly 
cautious  but  such  an  approach  is 
advisable  for  a litigious  society  in 
the  midst  of  an  AIDS  pandemic. 

EIGHT  HIGHLIGHTS 

1.  All  sexually  active  females 
should  be  reminded  that  barrier 
contraception  (BC)  is  the  best 
protection,  after  abstinence, 
against  sexually  transmitted  dis- 
eases, including  AIDS.  Physicians 
prescribing  OCs  should  be 
familiar  with  the  contents  of  the 
package  inserts  and/or  the  in- 
struction booklets  provided  with 
OC  samples.  The  detachable  page 
or  card  that  is,  or  should  be,  part 
of  every  booklet  must  be  signed 
by  the  patient  and  attached  to  her 
chart.  This  precaution  is  not  a 
guarantee  against  litigation  in  the 
event  of  a complication  or  idio- 
syncratic reaction,  but  it  should 
serve  to  discourage  frivolous 
suits. 

2.  OCs  with  estrogen  dosage 
higher  than  35  meg  should  not  be 
prescribed;  they  should  have 
been  withdrawn  from  the  market 
years  ago  because  of  their  greater 
association  with  undesirable  side 
effects  and/or  potential  eomplica- 


exercise,  daily  vitamin-mineral 
supplementation,  and  a smoke- 
free  environment  into  their 
lifestyles.  These  three  measures 
anticipate  the  30s  and  40s  with 
the  gradual  appearance  of  pre- 
menstrual tension,  decreasing 
bone  density,  middle-age  spread, 
and  sometimes  diminishing  self- 
confidence  as  the  number  of 
available  consorts  diminishes  as 
well  as  the  increased  probability 
of  medical  problems  with  the 
passage  of  time. 

4.  Patients  with  migraine  head- 
aches, prominent  varicose  veins 
even  without  previous  thrombo- 
embolic episodes,  diabetes,  in- 
creasing weight  gain,  hyperten- 
sion, thyroid  dysfunction,  mitral 
valve  prolapse,  and/or  any  medi- 
cal condition  poorly  controlled 
should  consider  barrier  con- 
traception. Any  female  engaged  in 
or  contemplating  a “relationship 
with  a nonvirginal  male  also 
should  seriously  consider  barrier 
contraception.  Today  very  few 
unmarried  women  will  resist  the 
suggestion  of  barrier  contracep- 
tion and  many  OC  users  insist 
upon  condoms. 

5.  Consideration  should  be 
given  to  discontinuing  the  use  of 
OCs  with  the  old  progestins,  e.g. 
levonorgestrel,  norethindrone.  If 


OCs  might  logically  and  rationally 
be  discontinued  for  one  or  more 
cycles:  during  a medical  workup 
for  diabetes,  thyroid  dysfunction, 
breast  mass,  a cardiac  stress  test, 
or  hospitalization;  and  a period  of 
abstinence  or  perhaps  “seeing”  a 
new  nonvirginal  consort.11  All  of 
the  advantages  and  benefits  of 
OCs  will  not  be  negated  by  a few 
cycles  without  OCs.  Many  young 
women,  after  years  of  continuous 
OC  use  are  relieved  to  experience 
a slightly  heavier  and/or  slightly 
uncomfortable  period  during  a 
break,  convinced  that  their 
pituitary  gland  is  functioning  after 
prolonged  suppression. 

7.  When  a woman  feels  she  no 
longer  is  contemplating  pregnan- 
cy, serious  consideration  should 
be  given  to  surgical  sterilization. 
Recent  information  strongly  sug- 
gests that  tubal  sterilization 
decreases  the  risk  of  ovarian 
cancer.9 

8.  The  most  controversial  point 
is  reserved  for  the  last,  i.e.  breast 
cancer.  The  nulliparous  woman 
over  30  years  of  age,  even  without 
OCs,  is  at  greater  risk  for  breast 
cancer  than  her  younger  parous 
sister.  Despite  apparent  authori- 
tative information  from  indepen- 
dent investigators,1  I feel  the 
nulliparous  OC  user  over  age  30 
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years  is  increasing  her  risk  if  she 
continues  with  OCs. 10-11  Such  a 
patient  should  consider  barrier 
contraception. 

COMMENT 

It  has  been  over  five  years 
since  the  American  College  of 
Obstetricians  and  Gynecologists 
published  its  technical  bulletin 
that  represents  one  of  the  few 
independent  sources  of  OC  in- 
formation without  commercial 
bias  available  to  clinicians.  This 
essay  was  prompted  by  the  ever- 
increasing  need  for  better  and 
safer  contraception  while  striving 
to  deal  with  the  horrendous  con- 
sequences of  adolescent  pregnan- 
cy and  AIDS.  The  recent  in- 
troduction of  new  OCs  claiming 
to  reduce  if  not  negate  the  an- 
drogenic effects  of  the  old  OCs 
still  being  marketed  merits 
serious  re-consideration  of  the 
physiologic  and  biochemical  ef- 
fects of  years  of  uninterrupted 
OC  use.  This  essay  serves  as  a 
brief  guide  to  enable  clinicians  to 
provide  patients  with  contracep- 
tive advice  while  avoiding  the  pit- 
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falls  so  potentially  serious  in 
today’s  litigious  society.  ■ 

Editorial  comment.  As  Dr. 

Abrams  notes,  the  relationship  of 
OCs  to  breast  cancer  is  con- 
troversial and  his  recommenda- 
tion in  that  respect  is  not  general- 
ly accepted.  But  his  long  years  of 
experience  deserve  attention  and 
the  other  suggestions  seem 
sensible.  Reader’s  comments  are 
welcome. 
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If  you’re  managing  a growing  practice,  you  don’t  have  a 
moment  to  waste.  That’s  why  Central  Jersey  Bank  has 
established  a Health  Care  Professionals  Group,  a comprehensive 
team  approach  designed  to  provide  all  the  services  you  need 
through  a single  point  of  contact. 


Your  private  banker  will  call  in  other  specialists  as  you 
need  them  — for  example,  for  real  estate  purchases,  financing 
of  malpractice  insurance  premiums,  management  of  your 
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Radiology/jpathology  conference: 
UMDNJ-Robert  Wood 
Johnson  Medical  School 

John  L.  Nosher,  MD 
Christopher  Gribbin,  MD 
Paul  Smilow,  MD 


A 51-year-old  white  male 
presented  with  the 
gradual  onset  of  lower 
extremity  and  left  testic- 
ular swelling,  jaundice,  and  renal 
failure.  He  had  a history  of 
hypertension  and  previous  cor- 
onary artery  bypass  grafting; 
medications  included  nadolol, 
furosemide,  and  triameterene. 
The  patient  was  cachectic  and 
icteric.  Laboratory  evaluation  re- 
vealed a leucocytosis  of  17,000 
wbc/mm;  biliary  obstruction  with 
a total  bilirubin  of  11.1  mg/dl; 
alkaline  phosphatase  of  375  units/ 
dl;  and  renal  failure  with  a 
creatinine  of  5 mg/dl.  An  ab- 
dominal computed  tomography 
(CT)  scan  demonstrated  a diffuse 
retroperitoneal  abnormality.  With 
the  suspicion  that  a left  testicular 
neoplasm  with  retroperitoneal 
metastases  was  the  cause  of  the 
patient  s retroperitoneal  process, 
a left  orchiectomy  was  performed; 
however,  no  neoplasm  was  iden- 
tified. Fine-needle  aspiration 
biopsy  of  the  retroperitoneum 
provided  a unifying  diagnosis  ex- 
plaining this  patient’s  illness.  Un- 
fortunately, during  initial  hos- 
pitalization, the  patient  developed 
sepsis  with  multi-system  organ 
failure,  coagulopathy,  and  an 
acute  gastrointestinal  hemor- 
rhage; he  soon  expired  from  his 
illness. 

RADIOLOGIC  FINDINGS 

CT  scan  of  the  abdomen  and 
pelvis  was  performed  at  10  mm 
intervals  following  the  adminis- 
tration of  oral  and  intravenous 


Figure  1.  A low  attenuation  infiltrative  process  is  present  at  the  level  of  the 
portal  and  splenic  hila  and  the  superior  aspect  of  the  kidneys. 


Figure  2.  Fibrotie  appearing  material  fills  the  anterior  and  posterior  pararenal 
spaces  and  the  perirenal  space.  It  surrounds  the  aorta  and  vena  cava  and 
extends  into  the  mesentery.  Hydronephrosis  is  present. 
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Figure  3.  Coronal  sections  of  right  and  left  kidneys.  Note  the  dense  fibrosis 
replacing  the  perirenal  fat  and  merging  with  the  renal  capsules  and  the 
moderate  bilateral  hydronephrosis. 


contrast.  An  extensive,  infiltrative, 
low  attenuation  process  is  demon- 
strated throughout  the  retroperi- 
toneum  with  extension  into  con- 
tiguous anatomic  spaces.  Superi- 
orly, this  process  extends  to  the 
level  of  the  portal  and  splenic  hila 
(Figure  1).  Biliary  ductal  dilata- 
tion is  not  seen.  The  anterior  and 
posterior  pararenal  spaces  and  the 
perirenal  spaces  are  involved,  and 
the  aorta  and  vena  cava  are  en- 
cased by  this  process  (Figure  2). 
The  process  extends  into  the 
mesentery  and  the  right  paracolic 
space,  and  surrounds  both  ure- 
ters, producing  bilateral  hydro- 
nephrosis. 

PATHOLOGIC  FINDINGS 

Postmortem  examination  of  this 
patient  revealed  an  emaciated  and 
deeply  jaundiced  male  with 
massive  retroperitoneal  fibrosis 
(RF)  encasing  the  kidneys, 
adrenal  glands,  ureters,  and 
midline  retroperitoneal  struc- 
tures, including  aorta,  vena  cava, 
and  portal  and  splenic  veins 
(Figure  3).  Moderate  hydrone- 
phrosis was  present  bilaterally. 
Encasement  of  the  pancreas  and 
common  bile  duct  by  RF  pro- 
duced extrahepatic  biliary  ob- 
struction. Microscopic  examina- 
tion of  the  retroperitoneal  tissue 


showed  characteristic  RF,  with 
collagenous  bundles  admixed 
with  clusters  of  lymphocytes  and 
minimal  vascular  proliferation. 
Histologic  findings  in  the  liver  in- 
cluded bile  stasis,  bile  duct  re- 
duplication, periportal  inflamma- 
tion, and  fibrosis  consistent  with 
sclerosing  cholangitis. 

DISCUSSION 

This  patient  suffered  multiple 
complications  of  RF.  His  presen- 
tations of  leg  edema  and  testicular 
swelling  were  manifestations  of 
inferior  vena  cava  and  left 
testicular  vein  obstruction  from 
RF.  Encasement  of  both  ureters 
led  to  obstructive  uropathy  and 
renal  failure.  The  intrahepatic 
cholestasis  from  sclerosing  chol- 
angitis and  the  extrahepatic  ob- 
struction of  the  common  bile  duct 
led  to  liver  failure.  This  then  was 
complicated  by  biliary  sepsis. 
Extra-hepatic  portal  and  splenic 
vein  obstruction  from  RF  pro- 
duced portal  hypertension  and 
gastric  varices,  which  may  have 
been  responsible  for  his  gastro- 
intestinal hemorrhage. 

RF  is  a rare  disease  of  uncer- 
tain etiology  and  protean  mani- 
festations.1 Although  the  average 
age  at  presentation  is  in  the  sixth 


decade,  it  has  been  described  in 
childhood.  The  association  with 
sclerosing  cholangitis,  fibrosing 
mediastinitis,  fibrosing  thyroiditis, 
and  fibrosing  orbital  tumors  lends 
support  to  an  immunologically 
mediated  systemic  disease.  RF  is 
an  idiopathic  disease  in  two-thirds 
of  the  cases.  Alternatively,  it  may 
represent  a pattern  of  reaction  to 
medications  especially  ergot  de- 
rivatives such  as  methylsergide, 
neoplasms  such  as  lymphoma, 
metastatic  breast  or  lung  carci- 
noma, and  infectious  agents  in- 
cluding histoplasmosis  and  tuber- 
culosis.2 A similar  fibrotic  re- 
action is  seen  in  relation  to  “in- 
flammatory” aortic  aneurysms.3,4 
While  a 2 to  1 male  predomi- 
nance is  seen  in  idiopathic  RF, 
males  and  females  are  equally  af- 
fected in  other  forms  of  RF. 

RF  is  an  infiltrative  fibrosing 
process  beginning  in  the  midline 
of  the  retroperitoneum,  anterior 
to  the  lower  abdominal  aorta, 
vena  cava,  and  iliac  vessels.  It 
spreads  cephalad  from  this  loca- 
tion, usually  confined  to  the  re- 
gion between  the  psoas  muscles. 
Occasionally,  as  in  our  patient, 
the  process  may  involve  the 
retroperitoneum  diffusely.  In  its 
acute  form,  it  infiltrates  with  in- 
flammatory cells,  capillary  pro- 
liferation, fibroblasts,  a loose 
network  of  collagen  fibers,  and 
increased  extravascular  fluid.  The 
chronic  stage  of  the  disease  is  as- 
sociated with  fibrous  plaque 
formation  consisting  of  dense 
hyalinized  collagen. 

Radiologic  investigation  usually 
demonstates  characteristic  find- 
ings. Intravenous  urography  dem- 
onstrates the  effects  of  RF  with 
obstruction  of  one  or  both  ureters 
in  the  region  of  the  pelvic  inlet. 
While  initial  reports  stressed 
medial  deviation  of  the  ureters, 
most  ureters  undergo  obstruction 
without  deviation. 

Cross-sectional  imaging  with 
ultrasound,  CT,  and  magnetic  res- 
onance (MR)  demonstrate  RF  as 
a midline  retroperitoneal  in- 
filtrative process.56  Ultrasound 
shows  a relatively  smooth  hypo- 
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echoic  mass  that  variably  encases 
the  abdominal  aorta  and  inferior 
vena  cava.  Ureteral  obstruction  is 
inferred  by  demonstration  of 
hydronephrotic  kidneys.  CT  is  the 
single  best  imaging  study  for 
demonstrating  RF  and  its  com- 
plications. 

In  the  early  phase  of  RF,  CT 
demonstrates  strandlike  infiltra- 
tion of  retroperitoneal  fat.  Later, 
fibrotic  plaque  of  similar  attenua- 
tion to  muscle  is  seen.  Contrast 
enhancement  seen  early  in  the 
course  of  the  disease  is  not 
present  later.  MR  findings  in- 
clude a midline  mass  showing  low 
signal  intensity  on  Tl-  and  T2- 
weighted  images.  RF  associated 
with  malignancy  may  show  in- 
creased signal  intensity  on  T2- 
weighted  images. 


In  spite  of  typical  radiologic 
findings,  imaging  alone  cannot 
differentiate  RF  from  retroperi- 
toneal hemorrhage,  metastatic 
disease  to  retroperitoneal  lymph 
nodes,  lymphoma,  primary  retro- 
peritoneal sarcoma,  and  RF  sec- 
ondary to  metastatic  disease.  For 
this  reason,  a biopsy  is  required 
for  definitive  diagnosis.  H 
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Case  report: 

Benign  chondrolipoma  of 
the  female  breast 

Bernard  Peison,  MD 
Barry  Beniseh,  MD 
Anthony  Tonzola,  MD 


The  authors  describe  a benign  cartilage-containing 
mesenchymal  tumor  of  the  female  breast.  The  tumor  arose 
behind  the  nipple,  deep  within  the  breast,  and  was  detected 
by  routine  mammography.  The  authors  discuss  previously 
reported  benign  cartilage-containing  tumors. 


A wide  variety  of  benign 
and  malignant  tumors 
arise  in  the  breast. 
Benign  cartilage-contain- 
ing mesenchymal  tumors  of  the 
breast  are  extremely  rare,  with 
only  five  prior  reports  of  chon- 
drolipomatous  lesions  of  the 
breast  reported  in  the  litera- 
ture.2"’ We  examined  a benign 
breast  tumor  composed  of  mature 
adipose  tissue  with  cartilage-con- 
taining islands.  This  is  the  sixth 
reported  case  of  a tumor  of  this 
type  arising  in  the  breast. 

CASE  REPORT 

A 49-year-old  female  was  ad- 
mitted to  Rahway  Hospital  on 
June  6,  1992,  with  a mass  in  her 
left  breast,  identified  on  a routine 
mammogram.  Mammography  in 
the  cranioeaudal  and  tangential 
lateral  projections  revealed  a 13 
mm  density  deep  in  the  left  breast 
behind  the  nipple;  it  was  not 
identified  in  a study  done  two 
years  earlier  (Figure  1).  No  as- 
sociated skin  thickening  or  nipple 
retraction  was  noted.  No  mass 
lesion  was  demonstrated  in  the 
right  breast.  The  removed 
specimen  consisted  of  a rounded, 
slightly  firm  fatty  nodule  measur- 
ing 13  mm  in  diameter.  Cut  sec- 
tions revealed  the  specimen  to  be 


firm  with  a yellow-white  surface. 
Microscopically,  the  tumor  was 
circumscribed  and  composed  of 
islands  of  hyaline  cartilage  with 
intervening  mature  fat  and  fibrous 
tissue.  No  normal  breast  duets, 
atypism,  mitosis,  necrosis,  hemor- 
rhage, or  bone  were  present 
(Figures  2 and  3). 


COMMENTS 

Cartilage  is  not  uncommonly 
found  in  malignant  mesenchymal 


Figure  1.  Cranioeaudal  view  of  left 
mammogram  with  deep  irregular  13 
mm  density  behind  the  nipple  that 
was  not  identified  on  a study  two 
years  earlier. 


and  epithelial  tumors  of  the 
female  breast;  however,  the  oc- 
currence of  cartilage  in  benign 
human  mammary  tumors  is  ex- 
ceedingly rare. 

Smith  and  Taylor  reported  35 
patients  with  mammary  lesions 
that  contained  metaplastie  bone 
and/or  cartilage.1  No  benign  chon- 
drolipomatous  tumor  was  noted. 

Kaplan  and  Walts  discussed 
benign  cartilage-containing  tu- 
mors of  the  breast  other  than 
fibroadenomas.2  They  found  only 
seven  cases  in  the  world 
literature,  to  which  they  added  an 
eighth  case.  Three  tumors  con- 
tained adipose  tissue  and  three 
tumors  contained  breast  ducts. 
Kaplan  and  Walts  regarded  their 
case  as  having  originated  by 
metaplasia  in  the  stroma. 

Marsh  described  a chon- 
drolipoma  of  the  breast  detected 
by  routine  mammography.3 

Lugo  described  two  additional 
cases  of  benign  ehrondrolipo- 
matous  tumors  that  clinically 
mimicked  fibroadenomas.4  Lugo 
concluded  that  the  tumor 
probably  is  metaplastic  in  origin 
and  may  be  associated  with 
fibrocystic  disease  of  the  breast. 
Histologically,  the  tumors  are 
characterized  by  the  presence  ol 
mature  cartilage  admixed  with 
fibroadipose  tissue  with  or  with- 
out mammary  duets.  Their  his- 
tologic structure  and  clinical 
course  indicate  that  these  lesions 
are  benign,  and  simple  excision 
seems  to  be  the  treatment  of 
choice. 

Dharkar  and  Kraft  described 
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metaplasia  from  proliferating 
fibrous  tissue:  some  of  the  islands 
of  cartilage  were  in  close  conti- 
nuity with  fibrous  stroma.  An 
alternate  explanation  is  that  the 
cartilage  originated  from  pluri- 
potential  mesenchymal  cells  with 
subsequent  cartilaginous  differen- 
tiation. 

Benign  lipoehondromas  may  be 
confused  with  other  neoplasms 
including  malignant  ones,  if  an 
inadequate  number  of  sections 
are  taken,  thus  identifying  only 
one  component  of  these  complex 
tumors.  It  is  important  to  re- 
member that  although  cartilage 
may  be  found  in  malignant  mam- 
mary neoplasms,  it  may  occur  in 
benign  tumors  as  well.  H 

The  authors  are  affiliated  with  the  De- 
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Rahway  Hospital.  The  paper  was  sub- 
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cepted in  February  1994.  Address 
reprint  requests  to  Dr.  Peison,  Rahway 
Hospital,  865  Stone  Street,  Rahway, 
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Figure  2.  Photomicrograph  shows  encapsulated  mass  composed  of  lobules  of 
cartilage  separated  by  adipose  tissue  (hematoxylin-eosin  x 2). 


Figure  3.  Photomicrograph  of  chondrolipoma  showing  adipose  tissue  with 
islands  of  mature  cartilage  (hematoxylin-eosin  x 12.5). 


a benign  chrondrolipomatous 
tumor  in  a 39-year-old  female.5 
The  size  of  the  mass  was  1x2  cm. 

Benisch,  Peison,  and  Sarno 
described  a benign  mesenchy- 
moma of  the  breast  in  which 
cartilage,  fat,  and  smooth  muscle 
were  intermixed.6 


The  tumor  in  the  present  case 
was  composed  of  fibroadipose  tis- 
sue with  several  islands  of  chon- 
droid  and  frankly  cartilaginous 
tissues.  Mammary  ducts  were  not 
identified.  The  histogenesis  of 
these  lesions  is  not  known,  but 
most  likely  is  due  to  chondroid 
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Part  1: 

Memoirs  and  nursings 
of  a medic 

Stanton  H.  Sykes,  MD 


Emerging  from  the  Great  Depression,  a youth  enters  the  Army  and  finds  an  opportunity  leading 
to  a medical  degree.  Now,  semi-retired,  he  looks  back  on  his  years  in  practice,  commenting 
on  the  changes  he  has  seen  in  medicine  over  the  years.  This  is  part  1 of  a 10-part  essay. 


It  was  nineteen  forty-two. 

The  depression  years  were  through 
And  we  were  in  a world-wide  war. 

The  military  seemed  in  store 
For  most  young  men;  what  should  I do? 
My  high  school  days  were  nearly  done. 
I’d  learned  a little,  had  some  fun. 

Four  years  had  passed,  as  in  a twinkling, 
And  I didn’t  have  an  inkling 
As  to  my  future;  I’d  begun 
To  think  about  the  armed  forces. 

It  surely  seemed  that  college  courses 
Weren’t  in  the  cards;  I didn’t  rate 
A scholarship;  I wasn’t  great 
In  any  sport,  and  though  my  grades 
Were  not  that  bad,  I am  afraid 
They  could  have  been  brought  up  a bit 
If  earlier  I had  seen  fit 
To  do  with  less  astronomy 
And  do  more  in  geometry. 

Some  “study”  nights  we’d  scan  the  sky 
For  Ursa  Major,  Gemini. 

Other  nights  had  hastened  by 
While  in  his  attic  Jim  and  I 
Filled  our  pipes  with  Rum  and  Maple 
And  studied  magazines,  the  staple 
Being  Esquire;  we  would  linger 
On  centerfold,  not  lift  a finger 
To  our  texts;  Jim  s mom  would  bring  her 
Yardstick  to  the  heating  pipe, 

Or  stand  on  bottom  step  and  gripe 
About  our  desultory  studies  — 

We  weren’t  serious  study-buddies! 

I started  at  a local  plant 

As  stock  clerk,  but  the  pay  was  scant. 


Making  entries  on  a card 
Really  wasn’t  very  hard, 

But  I seemed  a tiny  cog, 

The  larger  picture  lost  in  fog. 

It  didn  t seem  a worthwhile  craft. 

I worked  eight  months,  thought  I’d  go  daft 
I told  all  this  to  Jim;  he  laughed. 

Said,  “I’m  volunteering  for  the  draft! 

My  buddy’s  statement  rang  a bell; 

This  was  salvation!  “What  the  hell, 

I’ll  go  in,  too!”  was  my  reply. 

I also  told  him  I would  try 
For  the  submarines,  like  him. 

I could  barely  float,  or  swim, 

But  I could  sink,  along  with  Jim! 

At  the  Newark  Induction  Station, 

As  at  sites  across  the  nation, 

Naked  youngsters  filled  with  doubt 
Dropped  their  socks  and  milled  about, 
Somewhat  stunned,  not  thrilled  about 
The  questions  asked  them  by  the  shrink. 
“Tell  me  mister,  do  you  think 
You’d  rather  sleep  with  girls  or  guys?” 

(I  suppose,  if  one  were  wise, 

He  could  have  been  excused  right  then, 
Saying  he’s  turned  on  by  men.) 

As  a means  of  careful  screening 
Perhaps  such  query  didn’t  serve  well 
But  one  did  not  mistake  the  meaning. 

The  policy  “don’t  ask,  don’t  tell 
Was  unknown  and  docs  were  gleaning 
What  they  could  in  simple  ways. 

Their  analysis  took  seconds;  days 
And  weeks  were  unavailable; 

Men  needed  to  be  trained,  made  sailable. 
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As  I neared  the  end  of  line 
I thought  that  I was  doing  fine. 

Although  one  doctor  had  been  rough 
When,  saying  “Turn  your  head  and  cough,” 
He’d  let  his  bejewelled  finger  slip 
And  almost  caused  my  groin  to  rip— 

Diamonds  aren’t  a guy’s  best  friend! 

I came  to  the  final  station, 

Anticipating  with  elation 
Going  out  to  sea  with  Jim, 

But  it  seems  my  eyes  were  dim; 

I’d  taken  the  eye  chart  to  be 
URNSOB. 

This  is  what  I saw  and  said. 

My  chance  for  Navy  now  was  dead. 

The  corporal’s  face  froze  up  and  flushed; 

The  whole  large  room  was  strangely  hushed. 
When  I gave  “navy”  as  my  choice 
The  final  guy,  in  booming  voice, 

Said  “The  Army  is  where  you  will  go!” 

Then  he  dealt  a mighty  blow 
To  my  card,  with  rubber  stamp. 

Oh,  well — I didn’t  really  like  it  damp. 

Couldn’t  stand  a place  that’s  cramped. 

Twas  good  I had  my  plans  revamped. 

And  so— on  to  Army  camp! 

In  seven  days  we  d be  shipped  out — 

Time  to  settle  our  affairs. 

Now  that  we  fellows  had  no  doubt 
About  our  fate,  “Oh,  hell,  who  cares! 

Was  the  general  expression. 

Some  opted  to  dismiss  discretion; 

“Let’s  go  over  to  New  York!” 

“Yeah,  let’s  go  and  pop  a cork— 

Find  some  babes  and  have  some  fun!” 

But,  when  all  was  said  and  done, 

Our  worth,  combined,  was  16  bucks. 

Seven  guys  would  need  great  luck 
To  do  Manhattan  with  such  loot; 

The  subject  of  “some  babes  was  moot. 

We  got  over  to  midtown; 

No  one  knew  the  way  around. 

We  cheeked  the  Times  Square  movie  shows  — 
None  to  our  liking;  someone’s  nose 
Detected  hot  dogs  close  at  hand; 

Another  sniffed  us  out  some  Java; 

Next  it  was  a peanut  stand; 

Then,  looking  ‘cross  the  street,  “Let’s  have  a 
Nedick’s  orange  drink!”  Funds  grew  low. 

We  walked  along  Broadway;  “Let’s  go!” 

Said  one  guy,  “There’s  just  no  action!” 

We  had  had  the  satisfaction 
Of  food  and  drink;  no  new  aroma 
To  pursue;  a block  away 
A fresh  marquee  said  “Oklahoma, 

A new  musical”;  Broadway 
Was  about  to  change  direction, 
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Away  from  the  old-style  confection 
With  “Tea  for  Two  and  such  inane 
Lyrics;  sweeping  cross  the  plain 
Came  a wind  which  blew  away 
Ziegfeld  Review  of  yesterday, 

Replacing  it  with  dance  and  song 
Which  served  to  move  the  plot  along. 

The  musical  matured  that  day  — 

A new  genre,  here  to  stay. 

This  milestone  didn't  strike  me,  then. 

Only  decades  later,  when 
I read  about  it  in  the  papers; 

It  brought  to  mind  our  New  York  capers. 

That  March  day  in  forty-three, 

And  led  to  this  analogy: 

Seven  guys  also  matured. 

Starting  that  spring  day — endured. 

Along  with  many  millions  more, 

The  dislocations  of  a war. 

Some,  like  me,  by  roll  of  dice, 

Would  find  the  service  rather  nice  — 

Chance  for  schooling  and  advancement  — 

A considerable  enhancement 
Of  what  civilian  life  held  forth; 

Others  found  no  lasting  worth 
In  knowing  how  to  dig  a trench. 

Some  even  had  to  bear  the  stench 
Of  death  on  jungle-rimmed  beach  head, 

Or  European  coast,  instead. 

At  least  the  soldier  who  could  smell 
The  stench  of  battle  knew  full  well 
That  he  wasn’t,  yet,  the  one 
Who  was  rotting  in  the  sun. 

Yes,  we  were  rapidly  maturing, 

But  Mother’s  prompting  was  enduring. 

Our  Newark  and  New  York  outing  done 
We  turned  toward  home;  we  d hear,  "Now,  son, 
I’ve  washed  your  socks  and  underwear. 

And  packed  some  extra  tops — three  pair — 
What? — They  give  you  things  to  wear? 

They  may  not  have  your  size.  — Don’t  care?” 
Then,  dabbing  at  her  eyes,  “Your  hair 
Needs  combing — you’re  a sight,  for  fair! 

The  tales  of  my  first  Army  tour, 

Of  what  recruits  had  to  endure, 

Of  first  reaction  to  the  camp, 

Of  how  with  “G.I.  Issue”  stamp 
Army  gave  imprimatur, 

May  be  of  interest— I’m  not  sure. 

Twenty  toilets  in  a row — 

How  could  one  ever  hope  to  go 
Under  the  observant  eyes 
Of  10  or  20  other  guys? 

It  made  your  peristalsis  slow! 
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After  days  of  constipation  You  were  soft  or  prone  to  tear 

Came  relief  and  great  elation — You  would  have  been  considered  queer — 

I got  to  the  facility  Although,  back  then,  that  appellation 

Alone,  one  morning,  half  past  three,  Didn  t carry  connotation 

And  went  without  ass-ociation.  That  it  did  in  later  year. 


Talk  about  an  oxymoron  — 

With  20  guys  you  share  a john, 

Your  beds  are  bunks,  all  in  a row, 

One  guy  above,  1 guy  below — 

How  they  possibly  arrive  at 
Calling  a dog-face  a private 
Is  more  than  I will  ever  know! 

Camp  Dix,  so  called  “reception  center,” 
Was  where  a loving  country  sent  her 
Boys  to  get  their  welcome,  first. 

Would  basic  camp  be  better?  worse? 

It  seemed  Dix  bullied,  brow-beat,  bent  her 

Raw  recruits  to  do  her  will. 

Those  Dix  days  I remember,  still — 

The  callous  cadre,  so  sadistic 
Made  some  a section  eight  statistic. 

Made  other  guys  go  o’er  the  hill. 

Before  they  shipped  us  out  from  Dix, 

A tough  old  sergeant  got  in  licks, 

Telling  us  that  we  were  rotten, 

And  asking  how  the  Army’s  gotten 
Saddled  with  such  sorry  hicks. 

Actually,  I sanitized 

The  words  with  which  we  were  chastised. 
Four-letter  words  were  his  clear  choice, 
Delivered  in  a gravelly  voice; 

I admit  I was  surprised. 

Herded  in  to  get  your  shots, 

You  were  exposed  to  taunts  and  lots 
Of  warnings,  yelled  from  window,  door, 

Of  how  you  d pass  out  on  the  floor, 

And  how  the  needles  raised  up  knots. 

The  short  form  that  the  warning  took. 
Succinct  and  chilling:  “Watch  the  hook!” 

Is  it  any  wonder  that 

This  “welcome”  left  teenager  flat, 

His  self-esteem  severely  shaken. 

Feeling  fearful  and  forsaken, 

With  a wan  and  worried  look? 

When  your  uniform  was  issued, 

You  seriously  began  to  wish  you’d 
Never  gotten  in  this  plight, 

Even  thought  of  A.W.O.L.,  flight, 
Wondered  if  the  home  folks  missed  you. 

But  you  couldn’t  show  emotion. 

If  others  ever  got  the  notion 


A few  days  later,  you  entrained. 
Destination  not  explained; 

Even  made  you  draw  the  curtain 
So  you  would  remain  uncertain  — 

Or  did  they  feel  the  Germans  gained 

By  knowing  ragamuffin  crew 
Was  on  a train  a-puffin’  through 
Pennsylvania,  heading  west? 

The  Nazis  wouldn  t have  been  impressed. 
Would  have  said  “Das  machts  nicht  new!” 

In  sooty  cars  some  fell  to  rest; 

Others,  anxious,  paced  and  guessed, 
Saying  “We  ll  be  fighting  Japs’  — 

A few  weeks  on  the  west  coast,  perhaps, 
Then  possibly  Pacific  test. 

Some,  parting  curtains,  got  a view 
Of  landscape  we  were  passing  through, 
Saw  the  names  on  railroad  stations. 

By  such  blackout  violations 
We  traced  our  progress  till  we  knew 

We  had  arrived  in  Illinois. 

Experiencing  no  special  joy, 

We  were  told,  “This  is  Camp  Grant. 

No  leafing  tree,  no  grass,  no  plant 
No  warmth  or  comfort  to  enjoy 
For  we  were  barely  into  April; 

Reluctant  spring  still  had  a chill. 

We  were  shown  our  billets  — tents. 

Cold  breezes  whistled  in  through  rents 
In  canvas;  then  each  had  to  fill 
A sack  with  straw,  to  make  a bed. 

After  that  we  all  were  fed— 

Grits  and  southern-style  fried  Spam 
(Our  mess  sarge  hailed  from  Alabam). 
After  chow,  we  all  were  lead 

Into  a tent,  just  like  big  top, 

Were  told  for  weeks  we’d  never  stop; 
We’d  march,  salute,  do  double-time; 

We  d crawl  and  wiggle,  duck  and  climb; 
We’d  get  to  do  K.P.  and  mop. 

Less  than  wild  anticipation 
Followed  this  indoctrination. 

We  dropped,  exhausted,  on  the  straw, 
Filled  with  grits  and  shock  and  awe, 

And  dreamed  about  emancipation. 

Each  morning,  calisthenics,  drill; 
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Our  sergeant’s  cadence  count  was  shrill 
As  we  swung  on  down  the  road. 
Evenually,  we  felt  the  load 
Of  full  field  pack,  on  rugged  hill. 

Three  weeks  or  so  into  the  grind 
We  felt  more  fit,  and  were  to  find 
A certain  pride,  esprit  de  corps; 

We  tried  to  do  a little  more. 

To  be  a little  straighter-lined. 

We  surely  weren  t soldiers,  yet. 

We  clearly  posed  no  earthly  threat 
To  a foe,  foreign  or  domestic. 

But  as  a unit  we  progressed  quick. 

And  soon  began  to  fit  the  mold. 

Learned  to  do  what  we  were  told; 
Learned  to  salute  bar,  leaf,  and  star; 
Within  weeks  were  exemplar 
Of  military  spit  and  polish. 

Ready  to  defend,  demolish. 

To  crush  the  foe  without  regret. 

Well,  maybe  I exaggerate — 

You  see,  it  was  our  unit’s  fate 
To  serve  as  medics,  not  to  fight. 
Although  we  all  supposed  we  might 
Come  under  fire  and  maybe  take 

Some  shrapnel,  maybe  mortar  shell. 
One  thing  that  we  knew  quite  well 
Was  that  red  cross  on  truck  or  tent 
Would  not  protect  us  or  prevent 
Us  from  being  blown  to  hell. 

In  fact,  the  story  went  around 
That  the  foe  was  apt  to  pound 
Objects  clearly  marked  with  crosses, 
Because  to  inflict  such  losses 
Demoralized  and  wore  us  down. 

With  basic  nearly  all  behind  us, 

A non-com  spoke  up,  to  remind  us 
We  could  sign  up  for  a test 
To  see  for  what  we  re  suited  best. 

Then,  perhaps,  July  would  find  us, 

If  top  scorers,  off  to  school. 

I thought  I would  be  a fool 
Not  to  try;  of  course  I d hear, 

“Never,  ever,  volunteer.’ 

This  seemed  exception  to  the  rule. 

I took  the  test;  a week  or  so 
Later  on,  I learned  I d go 
To  university,  down  state. 

Those  selected  thought  it  great, 

But  the  part  we  didn’t  know 


Was  that,  in  true  Army  style, 

Some  general  ruled,  without  a smile. 

That  we  d all  be  engineers. 

Despite  the  fact  some  hated  gears. 

Of  physics  and  of  math  had  fears, 

And  had  planned  for  many  years 
To  follow  non-high-tech  careers. 

But,  after  we  had  thought  a while 
We  decided  we  would  give 
A try,  since  the  alternative 
Might  be  quick  trip  to  battle  zone, 

Or  some  other  fate,  unknown; 

We’d  embrace  slide  rule  and  live! 

Possibly  two  score  of  us 

Packed  our  gear  and  boarded  bus 

And  south  from  Rockford  made  our  way. 

Later  on  that  very  day 

We  wound  up  on  Illini  campus. 

Our  billet  was  a frat  house,  and 
We  shared  the  campus  with  three  thousand 
Other  men  in  uniforms. 

We  soon  sought  out  the  women’s  dorms 
And  tried,  with  whistles,  to  arouse  them. 

But  there  was  little  time  for  sport. 

We  were  told  where  we’d  report; 

What  building  held  the  sciences, 

With  complex  appliances, 

Bunsen  burner,  flask,  retort; 

Where  they  studied  music,  art 
(In  these  two  we  had  no  part); 

Where  to  seek  out  chaplain,  church. 

On  chaplain’s  role  I wasn’t  smart — 

Was  there  really  “T.S.”  slip? 

When  first  the  term  escaped  the  lip 
Of  one  who  d been  around  a bit, 

As  gospel  I accepted  it, 

Not  as  quip  of  one  who’s  flip. 

For  a while  I really  thought 
There  was  a paper  to  be  brought 
To  the  chaplain  when,  all  stressed. 

You  felt  the  need  of  love  and  rest. 

I’m  glad  I didn’t  ask  for  one! 

The  company  clerk  would  have  had  fun 
If  such  a paper  had  been  sought— 

I would  have  wound  up  twice  distraught! 

We  fell  into  a whirl  of  studies; 

Shared  fear  of  flunking  with  our  buddies; 
Explored  some  of  the  mystery 
Of  physics,  math,  and  history. 

Geography  and  English  lit. 

Also,  they  mixed  in  a bit 
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Of  Army  training — contour  maps. 

Marching,  marksmanship.  Perhaps 
The  discipline  that  suffered  most 
On  this  campus  Army  post 
Was  the  rite  of  reveille; 

Some  mornings  there  were  twenty-three 
Answering  roll  for  forty-some; 

Varied  voices  issued  from 
A single  throat,  in  fog  of  dawn; 

The  other  guys  just  slumbered  on. 

But  skipping  classes  didn’t  work; 

Anyone  who  sought  to  shirk 
Saw  the  end  of  college  days, 

And  got  to  join  in  foreign  frays  — 

This  threat  always  seemed  to  lurk. 

We  gave  thanks  for  each  weekend. 

Some  hours  to  unwind,  unbend, 

Drinking  at  McGillicuddy’s. 

We’d  collect  some  barracks  buddies 
And  head  there  with  two  bucks  to  spend. 

The  back  room  at  this  local  pub 
Is  where  we  got  to  bend  and  rub 
Elbows,  and  to  join  in  laughter. 

After  bit  we’d  raise  the  rafter 
With  some  songs — a pleasant  club. 

Occasionally  we  got  the  chance 
To  attend  a mixer  dance— 

More  rarely,  even  student  ball. 

With  big  band,  circling  lights,  and  all. 

A slow  set  got  you  cheek-to-cheek 
With  your  partner  for  that  week. 

You  d feel  a warm  Glenn  Miller  glow 
And  tighten  grip  on  soft  torso — 

A time  for  transient  romance. 

The  first  three  months  of  schooling  through, 

We  were  given  just  a few 

Days  off — one  week,  I do  believe — 

First  chance  to  go  home  on  leave! 

It  almost  seemed  like  a reprieve 
From  years  of  absence,  endless  wait, 
Although,  as  I recall,  the  date 
Was  just  barely  six  months  past 
When  I had  seen  the  home  town  last. 

In  truth,  I was  a homesick  yokel. 

The  way  I savored  every  local 


Landmark,  as  the  creaky  train, 

Through  a warm  late  summer  rain, 

Was  slowing,  whistle  blowing,  I knowing 
That  soon  we  would  be  chugging  in, 

And  soon  the  hugging  would  begin  — 

Although  a bit  restrained,  not  gushy; 

We  weren’t  given  to  be  mushy; 

For  Mom  a hug  and  kiss  on  cheek. 

For  Dad  some  manly  words  to  speak. 

And  hand  clasp — there  emotion  peaked— 

That,  at  least,  which  could  be  shown. 

Dad  and  Mom  would  be  alone. 

Sis  was  gone,  serving  the  nation 
In  DC  offices  on  ration; 

Defense  work  occupied  my  brother; 

Hence,  greeters  would  be  Dad  and  Mother. 

After  the  anticipation 
Of  coming  home,  the  situation 
Was  rather  bleak  when  you  arrived. 

You  found  the  home  front  folks  survived 
With  ration  stamps  and  not  much  gas, 

And  you  wondered  how  you  d pass 
The  seven  days  and  nights  allotted; 

You  shouldn  t spend  them  all  besotted — 

And  drinking  buddies  were  all  gone. 

You  could  sit  upon  the  lawn 
And  let  the  4-F’s  see  your  style, 

Enjoying  friends’  or  neighbors’  smile, 

But  that  grew  tiresome,  after  while. 

One  pleasant  pastime  was  to  clean 
The  plates  piled  high  with  Mom  s cuisine. 

You  would  half  avert  your  eyes 
At  gold-starred  windows — those  poor  guys 
Were  resting  now  on  some  strange  shore. 

But  their  home  folks  had  in  store 
Grief  which  would  outlast  the  war. 

Possibly  you’d  call  a lass 

Who’d  been  in  your  high  school  class. 

“I’m  home — tonight  let’s  live  it  up! 

“Yes,  but  I'll  have  to  give  it  up 
Quite  early;  I must  rivet  up 
Some  tanks  on  graveyard  shift.”  Alas, 

The  war  had  really  changed  the  place; 

You  might  as  well  get  back  to  base! 

Part  2 (of  10)  will  follow  in  an  upcoming  issui 


Dr.  Sykes  is  affiliated  with  Warren  Hospital,  Phillipsburg.  Address  reprint  requests  to  Dr.  Sykes,  428  Third  Street,  Belvidere, 
NJ  07823. 
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Medical  Society  of  New  Jersey 
Golden  Merit  Award 
recipients 


On  May  2,  1994,  during  the  228th  Annual  Meeting  of  the  Medical  Society  of  New  Jersey  (MSNJ) 
at  the  Trump  Taj  Mahal  Casino/Resort  in  Atlantic  City,  the  following  physicians  were  honored 
and  received  MSNJ’s  Golden  Merit  Award  indicating  they  held  the  degree  of  doctor  of  medicine 
for  50  years. 


Atlantic  County 

Herbert  David  Axilrod,  MD  Johns  Hopkins  44 

Harry  Philip  Goodman,  VI D St.  Louis  44 

Bergen  County 

Carmelo  Gregory  Caltabiano,  V1D  Boston  '44 

Kathleen  Virginia  Cuddihy,  MD  Albany  44 

Stradford  Tower  Draesel,  MD 


New  York  University  44 

Evelyn  Edith  Dresner,  MD 

George  Washington  44 

Bernard  Eisenstein,  MD  Temple  44 

Thomas  Francis  Lenihan,  MD 

New  York  Medical  44 

Francis  Thomas  Mathus,  MD 

New  York  University  44 


Peter  Minck,  Jr,  MD  Hahnemann  44 

Selma  Mitchel,  MD  Moscow  44 

Charles  August  Rentrop,  Jr,  MD  Arkansas  44 

Rafael  Manuel  Sanchez-Ubeda,  MD  ...  Harvard  44 

Juin  Ping  Tsai,  MD  Shanghai  44 

Jacob  J.  Vargish,  MD  Long  Island  44 

Burlington  County 

Morris  Allen  Robbins,  MD  Maryland  44 

Camden  County 

Warren  Yoder  Bibighaus,  V1D  Jefferson  '44 

Jerome  Richard  Dorkin,  MD  ....  Johns  Hopkins  44 

Carl  William  Filsinger,  MD  Pennsylvania  44 

Stuart  C.  Finch,  MD  Rochester  '44 

Edwin  Arthur  Gleason,  MD  Hahnemann  '44 

Wallace  Bentley  Hussong,  MD  Jefferson  44 

Eugene  H.  Kain,  MD  Jefferson  '44 

Rowan  C.  Pearce,  Jr,  MD  Pennsylvania  44 


VOL.  91 -NUMBER  6 JUNE  1994 


John  M.  Pulliam,  Jr,  MD  Jefferson  ’44 

Thomas  Harold  Tninzo,  MD  Marquette  44 


Essex  County 

Ogden  Bowers  Carter,  Jr,  MD 

New  York  University  44 

Seymour  Charles,  MD  ....  New  York  University  44 


Charles  Henry  Edwards,  MD  Jefferson  44 

M ervin  Edward  Fischman,  VI D Tulane  44 

Alfred  E.  Gras,  MD  Duke  ’43 

Robert  E.  Green,  VI D Cornell  44 

David  Hong-Jen  Huang,  MD 


St.  Johns  China  ’44 

Arthur  Charles  Kragen,  VI D 

New  York  University  44 


Burton  Levine,  MD  Arkansas  44 

Sanford  M.  Lewis,  \1D 

New  York  University  44 

Hillard  Mann,  MD  Jefferson  44 

Horace  Daniel  Marueei,  MD  Hahnemann  ’44 

Anthony  Merk,  MD  Hahnemann  44 

Joseph  Padovano,  MD  Long  Island  44 

Joseph  Lewis  Pedicini,  MD  Indiana  44 

Milton  Prvstowsky,  MD  South  Carolina  44 

Rose  Poliakoff  Prystowsky,  MD 

South  Carolina  ’44 

Robert  Elwood  Rich,  MD  Jefferson  44 

Thomas  C.  Ronnner,  MD  Hahnemann  '44 

Andrew  Bertrand  Royal,  MD  Meharry  44 

Irving  Schwartz,  MD  Long  Island  44 

Betty  Markscheid  Sobol,  MD 

New  York  University  44 

Shuenn  Jeou  Tsai,  VI D Women  s Christian  44 

Adele  Stevens  Vail,  MD  Columbia  44 

Edward  W.  Vemer,  MD  Meharry  44 
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Paul  Harry  Wannemacher,  MD  Jefferson  '44 

William  I.  Weiss,  MD  ....  New  York  University  '44 

Gloucester  County 

David  R.  Brewer,  Jr,  MD  Jefferson  ’44 

S.  Tliomas  Camp,  MD  Pennsylvania  ’44 

Hudson  County 

Bernard  M.  Altschuler,  MD  Tulane  '44 

John  Loring  Costello,  MD  Vermont  ’44 

Charles  L.  Cunniff,  MD  Columbia  ’44 

Julio  Rodriguez  Farinas,  MD  Havana  ’44 

John  F.  Hamill,  MD  New  York  University  44 

Salvatore  J.  La  Pilusa,  MD  Loyola  ’44 

Leonard  Lieberson,  MD  ....  New  York  Medical  ’44 

Harold  Perkel,  MD  New  York  University  ’44 

Ross  Joseph  Simpson,  MD 

New  York  University  ’44 

Alfred  Jerome  Swyer,  MD  Vermont  ’44 

Hunterdon  County 

Alexander  Charles  Mitchell,  MD 

New  York  University  ’44 


Mercer  County 

Joseph  Dondiego  Brenna,  MD  Duke  ’44 

Karl  Buchholz,  MD  Julius  Maximilians  ’44 

Martin  Epstein,  MD 

Western  Reserve  University  ’44 

Raymond  A.  McCormack,  MD  Jefferson  ’44 

Angelo  J.  Migliori,  MD  Hahnemann  ’44 

Anna  Theresa  Onorato,  MD  Hahnemann  44 

Carmen  A.  Prunetti,  MD  Hahnemann  ’44 

Levon  D.  Yazujian,  MD  Louisville  44 

Middlesex  County 

George  Michael  Benko,  MD  Cincinnati  ’44 

Edward  Aloysius  Brady,  Jr,  MD  Cornell  44 

Hadley  L.  Conn,  Jr,  MD  Indiana  ’44 

Seymour  Lifsehutz,  MD  ....  George  Washington  ’44 
Alexander  Konstanty  Niemiera,  MD 

Hahnemann  44 


Monmouth  County 

Bvong  C.  Kim,  MD  Pyong-Yang  ’44 

John  Burfitt  Movelle,  MD  Jefferson  44 

James  W.  Parker,  Jr,  MD  Howard  44 

Jose  Francisco  Pietri,  MD  Marquette  ’44 

Frederick  Charles  Steller,  MD  Temple  ’44 

Gerald  F.  Whalen,  MD  Cornell  44 


Morris  County 

Morton  Arthur  Beer,  MD  Cornell  ’44 

Edward  J.  Feeney,  MD  Jefferson  ’44 

James  Gerard  Foley,  MD  Jefferson  ’44 

Patricia  Mary  Kamsler  Gibney,  MD  ....  Temple  ’44 

Charles  E.  Hough,  MD  Jefferson  ’44 

Leo  Lewin,  MD  New  York  University  44 

Leon  D.  Rivas,  MD  Santo  Tomas  ’44 

Herbert  Jay  Rosen,  MD  Long  Island  ’44 

Morton  J.  Silk,  MD  Virginia  ’44 

Adolph  R.  Wichman,  MD  Long  Island  ’44 

Ocean  County 

Joseph  John  Camarda,  MD  St.  Louis  44 

Leon  James  Dwulet,  MD 

New  York  Medical  ’44 

Gorman  Jaffe,  MD  Tulane  ’44 

James  S.  Meehan,  MD  Georgetown  ’44 

Passaic  County 

Perry  David  Cohn,  MD  Loyola  ’44 

Rowena  T.  Y.  Li,  MD  St.  Johns  China  ’44 

Michael  R.  Ramundo,  MD  Maryland  44 

Jose  M.  Rivero,  MD  Havana  ’44 

Sidney  Fred  Wein,  MD  Louisville  ’44 

M.  Bernard  Winkler,  MD  Long  Island  ’44 

Louis  Alex  Zuckerman,  MD  Indiana  ’44 

Salem  County 

Robert  L.  Breckenridge,  MD  Jefferson  ’44 

Eugene  T.  Pashuek,  MD  Jefferson  ’44 

Somerset  County 

Robert  C.  Wilson,  III,  MD  Columbia  ’44 

Union  County 

Bruce  Joseph  Carroll,  MD  Loyola  ’44 

Albert  Michael  Falcone,  MD  Jefferson  ’44 

Bong  Hak  Hyun,  MD  Yonsei  ’44 

Lorraine  Laneuville  Jones,  MD  Meharrv  ’44 

George  Knauer,  Jr,  MD  Cornell  ’44 

George  F.  Lane,  MD  Tennessee  '44 

Theodore  Loizeaux,  MD  ....  New  York  Medical  ’44 

Henry  Joseph  Mineur,  MD  Columbia  ’44 

Elbert  Hugo  Pogue,  MD  Howard  ’44 

James  Wesley  Robinson,  MD  Harvard  44 

Manuel  Rowen,  MD  Ohio  State  ’44 

Edward  Bruce  Whitesell,  MD  Columbia  ’44 

Warren  County 

Ray  Chester  Cooper,  MD  Jefferson  ’44 

John  J.  McDonald,  MD  Hahnemann  '44 
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UIHEN  VOU  START  OUT  BV  GIUING 
UP  ALMOST  HALF  VOUA  MONEY 

IN  TAKES,  YOU  NEED  A PLAN 
TO  BEST  HANDLE  WHATS  LEFT... 

TH1  OIWAM  MNANCTA1 

me . ANN©tuN©is  a 

T3NANOA1 E1ANNHN©  §1E¥HOT 
AT  A 11¥!1  AND  E1AS©NA111 
111.  Wl  AE1  A E1©3ST1E1© 
IIN¥1§TM1NT  A©¥3S©E¥  HEM 
SUE1E¥3S1©  ®¥  SXt  Wl  HA¥1 
©¥1E  Si  ¥1AE§  3N  EH¥§HOAMS 
AN©  TH1HE  FUN  AN  CI  S . ©TO 
3N4PIMS©N  AEEEDACH  -CAN  HUE 
¥©3J  T©  F©EMTOATI  THi  El  AN 
THAT  ¥©©  Nil©... 

OUR  BROCHURE  IS  FREE  OF  OBLIGATION 

Kirwan  Financial  Advisory,  Inc. 

402  Middletown  Blvd.,  Suite  202 
Langhome,  PA  19047 
1-800-283-7666 
FAX  (215)  750-7791 


DOCTORS’  NOTEBOOK 


TRUSTEES  MINUTES 


A meeting  of  the  Medical 
Society  of  New  Jersey  (MSNJ) 
Board  of  Trustees  was  held  on 
April  10,  1994,  at  MSNJ  executive 
headquarters  in  Lawrenceville. 
Detailed  minutes  are  on  file  with 
the  secretary  of  your  county 
society.  A summary  of  significant 
actions  follows: 

Specialty  reports.  Received  re- 
ports from  UMDNJ,  noting  that 
Robert  Wood  Johnson  Medical 
School  was  named  one  of  the  top 
ten  comprehensive  medical 
schools  in  the  country  by  U.S. 
News  <b  World  Report;  New 
Jersey  Hospital  Association,  not- 
ing Gary  S.  Carter  is  the  new 
president  and  chief  executive  of- 
ficer; and  MSNJ  Auxiliary. 

Executive  director’s  report. 

1.  Essential  health  services 
commission — subsidized  insur- 
ance program.  Noted  that  2,700 
physicians  have  agreed  to  partici- 
pate in  the  program. 

2.  Department  of  Environ- 
mental Protection  and  Energy — 
disposal  of  waste.  Stated  that  a 
revised  violation  schedule  from 
DEPE  should  be  available  in 
several  months. 

3.  New  Jersey  Department  of 
Health  (DOH)  proficiency  test- 
ing. Noted  that  Len  Fishman,  act- 
ing commissioner  of  health,  is 
framing  a solution  to  proficiency 
testing,  which  would  mandate  ac- 
ceptance by  DOH  for  CAP  certi- 
fication and  proficiency  testing 
without  requiring  that  labora- 
tories simultaneously  go  through 
the  state  mechanism. 

4.  Litigation — biennial  licens- 
ing update.  Will  have  an  article 
written  for  NEW  JERSEY  MEDI- 
CINE to  help  physicians  under- 
stand the  legal  distinction  be- 
tween credentialling  and  privileg- 
ing. 


5.  Medicare— organ  panel 
laboratory  recoupment  status. 

Noted  that  a consolidated  appeal 
will  be  made  by  the  American 
Medical  Association  (AMA) 
through  Sidley  & Austin,  a Chi- 
cago-based firm. 

Council  on  Medical  Services. 

1.  Panel  discussion  on  HMOs 
and  managed  care.  Approved  the 
following  and  noted  that  Joseph 
Lucci  and  Neil  Weisfeld  will 
work  with  the  Council  to  imple- 
ment the  program: 

That  the  Board  of  Trustees  authorize 
the  Council  on  Medical  Services  to 
proceed  with  a program  or  discussion 
with  HMOs  on  their  particular  or- 
ganizations. 

Also,  noted  that  a letter  will  be 
written  to  John  Adessa,  president 
of  First  Option  health  plan,  ex- 
pressing MSNJ’s  objection  to  the 
nonpayment  of  psychiatric  ben- 
efits by  First  Option. 

2.  Survey  on  HMOs  and  man- 
aged care.  Approved  a written 
survey,  noting  that  randomly  poll- 
ing at  least  1,000  New  Jersey 
physicians  would  produce  a credi- 
ble sampling  pertaining  to  physi- 
cian satisfaction  with  HMOs  and 
managed  care  programs. 

Committee  on  Finance  and 
Budget.  Unanimously  approved 
the  following: 

1 . That  the  budget  for  the  fiscal  year 
beginning  June  1,  1994,  and  ending 
May  31,  1995,  in  the  amount  of 
$4,267,000  with  $2,700,000  to  be 
raised  through  member  assessments, 
be  adopted. 

2.  That  the  1995  assessment  be  set 
at  $375  per  regular  dues-paying 
member.  (No  change  from  prior 
year.) 

3.  That  the  1995  assessment  be  set 
at  $187.50  for  the  first  full  year  of 
regular  membership.  (No  change 
from  prior  year.) 


4.  That  the  1995  assessment  be  set 
at  $60  per  member  for  affiliate 
members  (no  longer  practicing  in 
New  Jersey).  (No  change  from  prior 
year.) 

5.  That  the  1995  assessment  for  as- 
sociate members  (interns-residents 
nonlicensed  in  New  Jersey)  and 
licensed  residents,  provided  the  in- 
dividual is  in  a residency  program 
entered  upon  within  a reasonable 
time  after  graduation  from  medical 
school,  be  set  at  $25.  (No  change 
from  prior  year.) 

6.  That  the  1995  assessment  be  set 
at  $10  per  student  for  medical  stu- 
dents. (No  change  from  prior  year.) 

7.  That  a uniform  policy  for  the  col- 
lection of  dues  payments  from  new 
members  by  the  county  medical 
societies  be  adopted  whereby  the 
dues  payments  are  collected  when 
the  membership  applications  are  re- 
ceived. 

Ad  Hoc  Committee  on 
Membership.  Approved  the 
following: 

That  the  Board  of  Trustees  approve 
the  engagement  of  Bonner  and  As- 
sociates to  undertake  a campaign  to 
actively  recruit  nonmember  physi- 
cians through  an  organized  strategy 
of  direct  mail  and  telephone  contact. 
That  the  administrative  costs  of  the 
recruitment  proposal,  which  will  not 
exceed  $2,000,  be  borne  by  MSNJ; 
and  the  consulting  fee  of  $250  per 
new  member  be  shared  by  MSNJ 
and  the  respective  county  medical 
society  based  on  the  proportion  of 
their  annual  dues  payment. 

Committee  on  Membership 

Services.  Approved  the  following: 

That  the  Board  of  Trustees  request 
the  Medical  Inter-Insurance  Ex- 
change (MIIX)  to  provide  the  Com- 
mittee on  Membership  Services  with 
a comparative  analysis  of  the  struc- 
ture, functional  approach,  and 
products  offered  by  MIIX  and  the 
Princeton  Insurance  Company. 
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MARY  ANN  HAMBURGER  HAS 

had  many  years’  experience  in 
medical-office  management.  Her 
service  is  expert  and  comprehensive. 

MARY  ANN  HAMBURGER  CAN 

make  a difference  in  your  practice, 
because  she  knows  today’s  complex 
world  of  medicine. 

MARY  ANN  HAMBURGER  IS 

dependable.  She  has  the  contacts, 
background  and  practical  know-how 
to  set  up  or  improve  your  office 
systems— from  billing  to  finances 
and  personnel. 


FOR  A ONE-TIME  CONSULTATION 
or  A CONTINUING  SERVICE— 

MARY  ANN  HAMBURGER 

ASSOCIATES  CAN  BRING  TO 
YOUR  PRACTICE  THE  MOST 
COMPREHENSIVE  MANAGEMENT 
DIRECTION,  BACKED  BY  YEARS 
OF  EXPERIENCE. 

FOR  A WHOLE  NEW  APPROACH 
TO  OFFICE  PRACTICE,  CONTACT: 

MARY  ANN  HAMBURGER 
ASSOCIATES 
74  HUDSON  AVENUE 
MAPLEWOOD,  NJ  07040 

201  763-7394 


ASSOCIATES  HELP  YOU? 


Are  You  Ready 
for  CLIA  & OSHA? 

Don't  make  costly  mistakes— have 

a qualified  laboratory  professional 

provide  the  help  you  need. 

• Complete  Office  Laboratory  Evaluations  for 
CLIA 

• Laboratory  Procedure  Manual  with  Quality 
Assurance  and  Quality  Control  Plans 

• Technical  Consultant  Maintenance  Plan 

• Complete  Office  Evaluation  for  OSHA  and 
DEP 

• Comprehensive  Safety  Manual 

• Customized  OSHA  Safety  Training  Programs 

• NEW!  Infection  Control  Plan  for  TB 

Authorized  distributor  of  NIOSH 
approved  HEPA  respirators 
v*  Training  and  fit  testing  available 


P.Q.L.  CONSULTANTS 

1 1 50  Concord  Drive,  Haddonfield,  NJ  08033 
For  Information  call:  609-428-POLC 
Programs  Serving  Over  500  POL's 
Throughout  New  Jersey 
Kathleen  L.  Voldish,  CLA  (ASCP),  President 
Over  20  Years  of  P O L.  Experience 
Don't  wait  until  inspection  day  to  find  out  you  are  not  in 
compliance— our  Clients  Pass  Inspections! 


BIMONTHLY 
MEDICAL  NEWSLETTER 
ON  HOW  TO  PASS  BOARD 
OF  INTERNAL  MEDICINE 

For  a FREE  First  Copy 
Mail  Your  Address  Label  (self-sticking) 
With  Four  (29  cents)  Stamps  to: 

MEDiCAL  NEWSLETTER 

389  East  Mt.  Pleasant  Ave. 

Livingston,  New  Jersey  07039 

For  Information  Call:  Dr.  Arora— 201-673-4410 


1 *800*SCAN-ITT 


SCAN-ITT  puts  your  patient  records  on  CD-ROM! 

ISP:’ • . 


COST  EFFECTIVE! 

• Save  valuable  office  space! 

• No  more  misplaced  records! 
• Protect  your  documents  from  loss  or  damage 

■ Complete  Affordable  Turn-key  system  available! 


For  more  information  contact  SCAN-ITT,  Inc. 
1-800-SCAN-nr  • FAX:  1-908-409-1360 
Email:  sales@scanitLcom 


1 •800*722-6488 


Joseph  A.  Britton  Agency  

As  specialists  in  medical  malpractice 
for  over  20  years,  we  understand  the 
unique  insurance  needs  of  New 
Jersey  physicians.  Our  advantages: 

• Currently  serve  thousands  of  the 
state's  physicians 

• Prompt  premium  quotes 

• Discounts  for  new  practitioners 

• Directly  issue  policies  and 
endorsements 

• Easy  payment  options 

• Prompt  guidance  in  claim  matters 

• Princeton  Insurance  Company’s 
Largest  Agent 

Our  fully  licensed,  knowledgeable  staff 
responds  to  questions  and  special 
requests  promptly  and  professionally. 

Joseph  A.  Britton  Agency,  Inc. 

855  Mountain  Avenue 
Mountainside,  NJ  07092 
908/654-6464  
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Fax:1  •908*409-1361 


Also,  referred  the  issue  of 
procedural  understanding  of  pro- 
gram offerings  between  MSNJ 
and  NJSME/MIIX  to  the  Ex- 
ecutive Committee  for  consider- 
ation at  its  next  meeting. 

Committee  on  Quality.  Ap- 
proved the  following: 

That  MSNJ  enter  into  discussions 
with  the  Payers  Coalition,  but  only 


if  MSNJ  is  given  the  responsibility  to 
determine  the  screening  criteria, 
their  implementation,  and  subse- 
quent monitoring. 

New  business.  Referred  the  de- 
cision of  whether  to  charge  a fee 
for  the  Golden  Merit  Award  Re- 
ception to  the  Executive  Commit- 
tee; also  approved  a recommenda- 
tion directing  the  Council  on 
Medical  Services  to  explore  the 


development  of  a list  of  major 
HMO  plans  with  an  analysis  of 
their  principle  features  and  the 
effect  of  those  features  upon 
physicians  and  their  patients;  and 
noted  that  MSNJ  is  given  time  at 
meetings  of  the  state  Board  of 
Medical  Examiners  for  brief  re- 
marks, and  members  concerns 
should  be  conveyed  to  Dr.  Cag- 
giano  or  Neil  Weisfeld.  □ 


UMDNJ  NOTES 


Public  shows  growing  accep- 
tance of  people  with  AIDS.  Most 
New  Jerseyans  (85  percent) 
would  accept  working  in  the  same 
place  as  an  HIV-infected  person 
and  would  send  their  child  to 
school  with  an  infected  classmate 
(76  percent),  but  few  (18  percent) 
are  willing  to  go  to  an  infected 
physician  or  dentist.  This  sharp 
spread  in  public  attitudes  toward 
AIDS  was  disclosed  in  the  latest 
UMDNJ-Eagleton  Institute  poll 
that  tested  both  opinions  and 
knowledge  about  the  disease.  The 
poll  surveyed  801  New  Jersey 
residents  selected  randomly. 

Sponsored  by  UMDNJ,  New 
Jersey  s university  of  the  health 
sciences,  and  funded  by  the 
Foundation  of  UMDNJ,  the  poll 
is  the  sixth  in  a series  conducted 
by  Eagleton  Institute.  The  poll 
asked  four  questions  of  in- 
dividuals 18  years  and  older. 

Medical  school  makes  top  10 
list.  UMDNJ-Robert  Wood  John- 
son Medical  School,  Piscataway/ 
New  Brunswick,  was  named  one 
of  the  top  10  comprehensive 
medical  schools  in  the  country  in 
the  U.S.  News  6-  World  Report 
annual  ranking  of  America  s best 
graduate  schools. 

UMDNJ  students  bring  health 
care  to  inner  cities.  Using  com- 
munity churches  and  civic  groups 
as  points  of  access,  UMDNJ  has 
instituted  an  innovative  program 
that  brings  preventive  health  care 


NEW  MEMBERS 


The  Medical  Society  of  New 
Jersey  would  like  to  welcome  the 
following  new  members: 


services  directly  to  Essex  County 
neighborhoods. 

In  the  program,  called  Com- 
munity 2000,  medical,  allied 
health,  dental,  and  nursing  stu- 
dents from  UMDNJ’s  Newark 
campus  work  with  12  Essex 
County  churches  and  various 
community  organizations  to 
provide  health  care  services  and 
health  education  programs. 

The  program  provides  custom- 
ized health  care  services  based  on 
each  community’s  individualized 
needs.  Dr.  Cynthia  Paige,  assis- 
tant professor  of  clinical  family 
medicine  at  UMDNJ-New  Jersey 
Medical  School,  is  faculty  admin- 
istrator. 

Community  2000  is  funded 
under  “Health  of  the  Public,”  a 
program  supported  by  the  Pew 
Charitable  Trusts  and  The  Robert 
Wood  Johnson  Foundation. 

UMDNJ -University  Hospital 
has  new  CEO.  William  L.  Vaz- 
quez has  been  named  vice-presi- 
dent and  chief  executive  officer  of 
UMDNJ-University  Hospital.  A 
veteran  hospital  administrator, 
Mr.  Vazquez  created  the  North 
Philadelphia  Health  System  in 
1990  by  implementing  his  plan  to 
merge  Girard  Medical  Center  and 
St.  Joseph’s  Hospital — inner-city 
hospitals  that  had  just  emerged 
from  Chapter  11  bankruptcy. 
Within  a 16-month  period,  both 
facilities  met  regulatory  standards 
and  their  combined  operational 

Bergen  County 

Constance  G.  Alfano,  MD 
Michael  J.  Conn,  MD 


losses  were  reduced  by  more  than 
$7  million. 

UMDNJ  specialist  has  new 
laser  treatment.  A new  advanced 
laser  treatment  that  removes 
wrinkles  precisely  and  painlessly 
is  being  used  for  the  first  time  on 
the  east  coast  by  Sandy  Mil- 
graum,  MD,  a dermatologist  at 
UMDNJ-Robert  Wood  Johnson 
Medical  School.  Called  an  “ultra- 
pulse” laser,  the  apparatus  safely 
vaporizes  damaged  or  wrinkled 
skin  with  a short  beam  of  intense 
hot  light.  The  procedure,  which 
takes  an  hour,  leaves  little  swell- 
ing and  requires  only  a one-week 
recovery  time. 

New  drug  therapy  reduces  leg 
cramps  in  diabetics.  A new  drug 
treatment  to  relieve  severe  leg 
cramps  suffered  by  many  dia- 
betics and  patients  with 
atherosclerosis  during  routine  ac- 
tivities is  being  developed  by  re- 
searchers at  UMDNJ-Robert 
Wood  Johnson  Medical  School. 
The  drug,  dichloro  acetate,  is 
being  studied  for  its  ability  to 
eliminate  intermittent  leg  cramps, 
which  often  affect  diabetics  and 
high-cholesterol  heart  patients. 
The  drug,  which  increases  the  ef- 
ficiency with  which  muscles  use 
oxygen,  also  may  delay  damage 
caused  by  poor  circulation  and,  in 
the  case  of  heart  patients,  delay 
the  need  for  bypass  surgery  if  the 
condition  is  not  life-threatening. 
□ Stanley  S.  Bergen,  Jr,  MD 


James  S.  Dolgin,  MD 
Gary  D.  Kronfeld,  MD 
Jan  C.  Kubieki,  MD 
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MANAGED 

Sf-puTA 

OnFt£|0n? 

1 m cpa 
4m  on 

We  can  help 

'fSpYDBB 

vs.  ham* 

Now  is  the  time  for  you  to  solidify  contracts  with 
managed  care  organizations  that  can  direct  patients 
to  your  office  - HMOs,  PPOs,  TPAs,  self-insured 
companies  and  others. 

MedHealth  Management  Corporation  maintains  a 
complete  database  of  managed  healthcare 
companies  licensed  to  operate  in  New  Jersey.  Our 
experienced  team  can  handle  all  of  your  contracting 
needs  including  identifying  appropriate 
opportunities  and  negotiating  reimbursement. 

Accounting  is  the  business 
language.  A CPA  is  the  team 
/ : i \y  !)  member  who  interprets  that 

language. 

This  service  is  available  to  individual  and  group 
practices  as  well  as  specialty  centers. 

MedHealth  Management  Corporation 

21 1 Essex  Street,  Suite  304 

Hackensack,  NJ  07601  (201 ) 342-91  55 

DENNIS  M-  NAJJAR,  CFP 

jy  • 1 Certified  Public  Accountant 

50  Mt.  Prospect  Ave. 
C,if1on’  NJ  07013 
1 P\  (201)  779-5005 

RockBank 

FILLS  THE 
PRESCRIPTION 

FOR  PROFESSIONAL 
FINANCING  NEEDS 


• UP  TO  100%  FINANCING  I REFINANCING  ON  OFFICE  CONDOS  & BUILDINGS  WITH  TERMS  UP  TO  25  YEARS 

(when  owner  occupies  at  least  51%  of  the  premises) 

• EQUIPMENT.  FURNITURE  & FIXTURES  FINANCING  WITH  TERMS  UP  TO  10  YEARS 

• COMMERCIAL  REVOLVING  CREDIT  LINES  WITH  NO  ANNUAL  CLEANUP  REQUIRED 

In  1992,  RockBank  received  the  SBA's  Award  for  Excellence  for  making  more  SBA  loans  to  more  businesses  than  any  bank  in  New  Jersey. 
Bauer  Financial  Reports  of  Florida  rated  RockBank's  capital  strength  with  four  stars. 

Small  business  expertise  and  capital  strength  make  RockBank  your  only  source  for  financing.  Call  today 
to  arrange  for  one  of  our  small  business  professionals  to  visit  you  and  discuss  your  financing  needs. 


MEMBERFDIC 

AN  EQUAL  OPPORTUNITY.  EQUAL  HOUSING  LENDER 
© 1993,  RockBank 


TOLL 
FREE 
IN  NJ 


1 800  722-6772  or  (908)  789-8830 
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Joel  S.  Gross,  MD 
Yigal  S.  Litvin,  MD 


Jorge  I.  Montalvan,  MD 
Vasiliki  L.  Saitas,  MD 
Maria  T.  Seibetta,  MD 
Konstantin  P.  Velis,  MD 


Jeffrey  D.  Schiller,  MD 
Leon  G.  Smith,  MD 

Gloucester  County 

James  M.  Bonner,  DO 
Jose  A.  Camacho,  MD 
John  B.  Catalano,  MD 
Louis  J.  Petrie,  DO 
Steven  P.  Singer,  MD 


Burlington  County 

Maurice  J.  Cairoli,  MD 
Michael  E.  Cane,  MD 
Patrick  J.  Hall,  MD 
William  L.  Niedrach,  MD 
Louis  S.  Ruvolo,  MD 

Camden  County 

Randy  B.  Ackerman,  MD 
Lyle  M.  Back,  MD 
Harry  Cantrell,  MD 
Harry  A,  Cooperman,  MD 
Eric  D.  Glasofer,  MD 
Louis  L.  Keeler,  III,  MD 
Neil  R.  Kramer,  MD 
Vincent  A.  McLaughlin,  MD 
William  A.  Morowitz,  MD 
Andrew  E.  Mulberg,  MD 
William  F.  Rosner,  MD 
Robert  E.  Steckler,  MD 
Philip  C.  Wry,  MD 

Cumberland  County 

Yogesh  Y.  Bhatt,  MD 
Thaddeus  J.  Grabowy,  MD 

Essex  County 

Anthony  C.  Berlet,  MD 
Wen-Ling  L.  Fan,  MD 
Joseph  G.  Parlavecchio,  MD 


PLACEMENT  FILE 


The  following  physicians  have 
written  to  the  executive  offices  of 
MSNj  seeking  information  on  op- 
portunities for  practice  in  New 
Jersey.  If  you  are  interested  in 
further  information  concerning 
these  physicians,  please  direct 
your  inquiries  to  them. 

Anesthesiology 

Geoffrey  W.T.  Ndeto,  MD,  36 
Franklin  Ave.,  Rosemont,  PA  19010. 
Nairobi  (Kenya)  1976.  Group  or 
partnership.  Available  July  1994. 

Gastroenterology 

Daniel  M.  Helburn,  MD,  350  E. 

17th  St.,  Apt.  19A,  New  York,  NY 
10003.  University  of  Vermont  1988. 
Board  certified  (IM).  Board  eligible 
(GASTRO).  Group,  partnership,  solo. 
Available  July  1994. 


Hudson  County 

John  R.  McGee,  MD 
Mohammad  Nouri,  MD 

Mercer  County 

Darmakusuma  Ie,  MD 
Scott  L.  Kay,  MD 
Yusef  M.  Khan,  MD 
Michael  E.  Peterson,  MD 
Marc  I.  Schwarzman,  MD 
Marc  I.  Storch,  MD 

Middlesex  County 

Fatima  Asghar,  MD 
Stephanie  D.  Duke,  MD 
Anthony  Greenberg,  MD 
Edward  T.  Mezic,  MD 
Steven  M.  Reich,  MD 
Maritza  M.  Santiago  , MD 
Sheldon  A.  Weinstein,  DO 

Monmouth  County 

Sharon  A.  Angelo,  DO 
Sheldon  E.  Goldofsky,  MD 
Ilene  J.  Goldstein,  MD 


Internal  Medicine 

Christine  Futh  Giacobbe,  DO,  260 
First  St.,  Apt.  9A,  Mineola,  NY 
11501.  NY  College  of  Osteopathic 
Medicine  1990.  Board  eligible  (IM). 
Group,  HMO,  hospital.  Available. 
Robert  C.  Giacobbe,  DO,  260  First 
St.,  Apt.  9A,  Mineola,  NY  11501.  NJ 
College  of  Osteopathic  Medicine 
1990.  Board  eligible  (IM).  Solo, 
group,  partnership.  Available  July 
1994. 

Nick  Mehta,  MD,  1946  Guernsey 
Ave.,  Abington,  PA  19001.  B.J. 
Medical  College  (India)  1978.  Board 
eligible.  Available. 

Pathology 

Maria  S.  Braganca,  MD,  43  S. 
Cadillac  Dr.,  Somerville  NJ  08876. 
GOA  (India)  1968.  Board  certified. 
Group.  Available. 


Morris  County 

Patrick  T.  Clancy,  MD 
Reva  Oren,  MD 
Duane  G.  Sossong,  DO 

Ocean  County 

Barinder  S.  Athwal,  MD 
Jaime  C.  Cornejo,  MD 
Laurel  A.  Feiner,  MD 
Suzanne  Steelman,  MD 

Passaic  County 

Ted  M.  Gerszberg,  MD 
Kenneth  L.  Herman,  DO 
Maninder  S.  Kahlon,  MD 
Kevin  Kearney,  MD 
Roger  P.  Kierce,  MD 
Robert  M.  Lintz,  MD 

Somerset  County 

Steven  E.  Georgeson,  MD 
Mary  E.  Hutchins,  MD 

Union  County 

David  K.  Brown,  MD 
David  D.  Bullek,  MD 
Patricia  Cucci,  MD 
David  E.  Gross,  MD 
Kathleen  H.  Leistikow,  MD 
Douglas  M.  Roth,  DO 
Susan  M.  Walsh,  MD 


Pediatrics 

Balathripura  S.  Jonnalagadda,  MD, 
6 Langley  Rd.,  Kendall  Park,  NJ 
08824.  Osmania  1975.  Board  eligible. 
Group  or  solo.  Available. 

Psychiatry 

Dorothy  Brozek,  MSN,  MD,  200  E. 

Wynnewood  Rd.,  D-l,  Wynnewood, 
PA  19096.  Albany  Medical  College 
1990.  Board  eligible.  Available. 

Surgery 

W.  Dean  Adams,  MD,  3617  38  St., 
NW,  Apt.  310,  Washington,  DC 
20016.  College  of  Physicians  & 
Surgeons  1989.  Board  eligible 
(SURG).  Group,  associate,  partner. 
Marc  S.  Saunders,  DO,  6815 
Lockwood  Blvd.,  Apt.  155, 
Boardman,  OH  44512.  NY  College  of 
Osteopathic  Med  1987.  Available. 


416 


NEW  JERSEY  MEDICINE 


MSNJ  ANNUAL  MEETING 


Governor  Christie  Whitman 
addressed  the  House  of  Delegates 
at  the  Medical  Society  of  New 
Jersey  s 228th  Annual  Meeting, 


held  on  May  1-3,  1994,  in  Atlantic 
City  (above).  Afterwards,  she  con- 
versed with  incoming  MSNJ 
President  Fred  M.  Palace,  MD 


(below).  Also  addressing  the  con- 
vention was  Acting  State  Health 
Commissioner  Len  Fishman. 
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4 


YOUR  READERSHIP 
STUDY 


IS  LOCATED 

BETWEEN  PAGES  392  & 393 


Thank  you  for  taking  the  time  to  complete 
and  return  this  survey. 

Your  response  and  comments  will  be  of 
great  assistance  in  the  continuing  improvement  of 
NEW  JERSEY  MEDICINE!! 
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Don’t  buy 
or  lease  a 
brand  new 
Mercedes 
Benz  until 
you  check 
out  our 
low  prices. 


We  are 

Ocean  Counties  Largest 
Mercedes  Benz  Dealer  offering, 


• FREE  loaner  cars 


• FREE  pick-up  & delivery 

• Sat.  Service/Parts  hours 


\ 

Call 

TOLL  FREE 
for  a NO- 
OBLIGATION 
price  quote 
...You’ll  be 
glad,  that 
you  did! 

v 


Mercedes  Benz  Porsche 


SAAB 


Audi 


MOTOR  CARS 


"We  anhf  loch  exfieidAiue!" 


Minutes  Away  Off  G.S.  Parkway  Exit  82 
Rdute  37  East  in  Toms  River 

Call  ahead  for  easy  directions  (908)  349-6900 
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IN  MEMORIAM 


CLARE  E.  BRINDLEY 


Born  in  Mt.  Hope,  Wisconsin, 
on  December  16,  1920,  Clare 
Evalyn  Brindley,  MD,  passed 
away  on  November  4,  1993.  Dr. 
Brindley  was  a medical  editor  and 
staff  physician  at  Merck  & Com- 
pany, Rahway,  and  staff  physician 
for  Merck,  Sharp  & Dohme  In- 
ternational, New  York.  Previ- 
ously, Dr.  Brindley  was  affiliated 
with  the  Medical  Service  Division 
at  Cl  BA  Pharmaceutical  Pro- 


ducts. Dr.  Brindley  was  awarded 
a medical  degree  from  the  Uni- 
versity of  Wisconsin  Medical 
School,  Madison,  in  1946.  She 
completed  an  internship  at 
Wheeling  Hospital,  West  Vir- 
ginia. She  was  a member  of  our 
Essex  County  component  and  of 
the  American  Medical  Associa- 
tion. Dr.  Brindley  resided  in  East 
Orange  and  Maplewood. 


ROBERT  J.  BRINNING 


We  have  received  word  of  the 
death  of  Robert  James  Brinning, 
MD,  on  November  23,  1993,  at 
the  age  of  68.  Dr.  Brinning  was 
born  on  September  24,  1925,  in 
Glen  Ridge.  He  was  awarded  a 
medical  degree  from  Temple  Uni- 
versity School  of  Medicine, 
Philadelphia,  in  1949.  He  re- 


ceived a New  Jersey  medical 
license  the  following  year.  Dr. 
Brinning  was  a surgeon  and  was 
affiliated  with  Saint  Barnabas 
Medical  Center,  Livingston.  He 
was  a fellow  of  the  American  Col- 
lege of  Surgeons,  and  a member 
of  our  Essex  County  component. 


JUSTUS  H.  COOLEY 


At  the  grand  age  of  83,  Justus 
H.  Cooley,  MD,  of  Branchburg 
Township,  died  on  October  27, 
1993.  Born  on  October  18,  1910, 
in  North  Plainfield,  Dr.  Cooley 
was  graduated  from  Harvard 
Medical  School,  Boston,  in  1937. 
He  completed  an  internship  at 
Orange  Memorial  Hospital  and  a 
residency  at  the  Eye  and  Ear  In- 
firmary, New  York.  Dr.  Cooley 
was  an  otolaryngologist  and  prac- 


ticed in  Somerville  from  1948 
until  his  retirement  in  1992,  and 
was  affiliated  with  the  Carrier 
Foundation,  Belle  Mead.  He  was 
president  of  the  staff  at  Somerset 
Medical  Center,  Somerville.  Dr. 
Cooley  was  a World  War  II 
United  States  Army  Medical 
Corps  veteran,  serving  as  chief  of 
the  Eye,  Ear,  and  Throat  Evacua- 
tion Hospital  in  North  Burma;  he 
was  awarded  the  Bronze  Star. 


ROBERT  F.  DOW 


Eighty-five-year-old  Robert 
Frederick  Dow,  MD,  of  Scotts- 
dale, Arizona,  passed  away  on 
November  15,  1993.  Born  on  May 
11,  1908,  Dr.  Dow  was  a 1934 
graduate  of  Georgetown  Universi- 
ty School  of  Medicine,  Washing- 
ton, DC.  Dr.  Dow  was  a pioneer 
in  the  field  of  physical  medicine 
and  rehabilitation.  During  his  ca- 
reer, Dr.  Dow  was  director  of 
physical  medicine  and  fever  ther- 
apy at  St.  Joseph’s  Hospital  and 


Medical  Center,  Paterson;  a con- 
sultant at  Walter  Reed  Army 
Medical  Center,  Washington, 
DC;  and  director  of  physical 
medicine  and  rehabilitation  at 
The  Mountainside  Hospital, 
Montclair.  Throughout  his  career, 
Dr.  Dow  maintained  an  interest 
in  veterans  and  served  as  a con- 
sultant to  the  Veteran’s  Adminis- 
tration. Dr.  Dow  was  a member 
of  our  Essex  County  component 
and  of  the  American  Medical  As- 
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ALBERT  L.  GAYDOS 


MARK  E.  KAHN 


ERWIN  P.  SACKS-WILNER 


sociation  and  a diplomate  of  the 
American  Board  of  Physical 
Medicine  and  Rehabilitation.  Dr. 

Eighty-two-year-old  Albert 
Lawrence  Gaydos,  MD,  passed 
away  on  October  27,  1993.  He 
was  born  on  August  5,  1911,  in 
Brooklyn,  New  York.  Dr.  Gaydos 
was  a 1938  graduate  of  the  Uni- 
versity of  St.  Louis,  Missouri.  He 
completed  an  internship  at  Mary 
Immaculate  Hospital  and  a 
residency  at  St.  Elizabeth 
Hospital,  both  in  New  York.  For 
over  50  years,  Dr.  Gaydos  was  a 
general  practitioner  and  surgeon 
in  Nutley.  He  was  affiliated  with 
St.  Mary’s  Hospital,  Passaic;  Clara 

We  regret  to  announce  the 
death  of  Mark  Edward  Kahn, 
MD,  on  January  30,  1994.  Dr. 
Kahn  was  born  on  March  27, 
1938,  in  Brooklyn,  New  York.  Dr. 
Kahn  was  graduated  from  Col- 
umbia University  College  of 
Physicians  and  Surgeons,  New 
York,  in  1963.  He  completed  an 
internship  and  a residency  at 
Bronx  Municipal  Hospital  Center, 
New  York.  Dr.  Kahn  specialized 
in  internal  medicine  and 
hematology.  During  his  medical 
career,  Dr.  Kahn  was  assistant  at- 


Ewing  resident  Erwin  Preston 
Sacks-Wilner,  MD,  passed  away 
on  December  8,  1993.  He  was 
born  on  June  21,  1913,  in  New 
York  City.  Dr.  Sacks-Wilner  was 
an  ophthalmologist  in  Trenton  for 
more  than  50  years.  Dr.  Sacks- 
Wilner  was  chief  of  the  ophthal- 
mology department  and  president 
of  the  staff  at  Helene  Fuld 
Medical  Center,  Trenton,  and  on 
the  staff  at  Wills  Eye  Hospital, 
Philadelphia,  and  William 
McKinley  Memorial  Hospital, 
Trenton.  In  addition,  Dr.  Sacks- 
Wilner  was  a faculty  member  at 
Rutgers  University  Medical 
School.  Dr.  Sacks-Wilner  was  a 
diplomate  of  the  American  Board 
of  Ophthalmology;  a fellow  of  the 


Dow  served  in  the  United  States 
Army  during  World  War  II. 


Maass  Medical  Center,  Belleville; 
and  the  Essex  County  Geriatric 
Center,  Cedar  Grove.  Dr.  Gaydos 
also  was  a physician  for  the  town 
of  Nutley,  Nutley  High  School, 
St.  Mary’s  School,  and  the  Nutley 
Police  Benevolent  Association. 
Dr.  Gaydos  was  a member  of  the 
Nutley  health  department,  of  our 
Essex  County  component,  and  of 
the  Nutley  Ambulance  Associa- 
tion. Dr.  Gaydos  served  in  the 
United  States  Army  during  World 
War  II. 


tending  at  Bronx  Municipal 
Hospital  Center;  an  internist  with 
Red  Bank  Medical  Associates, 
Red  Bank;  and  senior  attending  at 
Riverside  Medical  Center,  Red 
Bank.  Dr.  Kahn  also  completed  a 
fellowship  at  Albert  Einstein  Col- 
lege of  Medicine,  New  York.  Dr. 
Kahn  was  a member  of  our  Mon- 
mouth County  component  and  a 
diplomate  of  the  American  Board 
of  Internal  Medicine.  Dr.  Kahn 
resided  in  Red  Bank  and 
Shrewsbury. 


American  Academy  of  Ophthal- 
mology, of  the  American  College 
of  Surgeons,  of  the  International 
College  of  Surgeons,  and  of  the 
American  Academy  of  Facial 
Plastic  and  Reconstructive  Sur- 
gery; and  a member  of  our 
Mercer  County  component  and  of 
the  American  Medical  Associa- 
tion. Dr.  Sacks-Wilner  was 
graduated  from  Hahnemann 
Medical  College,  Philadelphia,  in 
1939.  Dr.  Sacks-Wilner  served  in 
the  United  States  Army  during 
World  War  II  and  was  awarded 
four  Battle  Stars  and  the 
Presidential  Citation. 
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CLASSIFIED 


SPACE  USE  IS 
FOR  MSNJ  MEMBERS  ONLY 

Copy  deadline:  5th  of  preceding 
month;  Payment  in  advance;  $5.00 
first  25  words,  100  each  additional. 
Count  as  one  word  all  single  words, 
two  initials  of  name,  each  abbrevia- 
tion, isolated  numbers,  groups  of 
numbers,  hyphenated  words.  Count 
name  and  address  as  five  words, 
telephone  number  as  one  word, 
Box  No.  000,  NEW  JERSEY 
MEDICINE  as  five  words. 


FINANCIAL  CHECK-UP-As  a prac- 
ticing Internist  I have  organized  a group 
of  experts  to  comprehensively  address 
your  complex  financial  needs  . . . Taxes, 
Investments,  Insurances,  Retirement, 
Estates.  Call  201-376-1244. 

SENIOR  SURGEON  SEEKS- Manage- 
ment position  in  Insurance  area.  Well 
versed  in  leadership,  quality  improve- 
ment and  personnel  management.  CV 
upon  request. Contact  Box  No.  76,  NEW 
JERSEY  MEDICINE. 

AVAILABLE  OTOLARYNGOLOGIST 

— Retired  Board  Certified  ENT  seeks 
part  time  office  work.  Box  No.  077,  NEW 
JERSEY  MEDICINE. 

PAT,  FIT  PHYSICIAN  WANTED- For 

urgent  medical/family  practice  center  in 
Somerset  County.  Excellent  working  en- 
vironment. Send  CV  to  P.O.  Box  6821, 
Bridgewater,  NJ  08807  or  call 
908-231-0777. 

PARI  TIME  PHYSICIAN  WANTED  — 

For  Family  Practice/Industrial  Medical 
Center  located  in  South  Jersey.  Board 
Certified  preferred.  This  established 
urgent  care  center  has  p/t  hours  available 
for  a personable  physician  who  enjoys 
working  with  a dedicated  staff.  This  is  an 
opportunity  to  meet  and  grow  with  the 
best.  Send  CV  to  P.O.  Box  2072,  Medford 
Lakes,  NJ  08055. 


PRACTICE  FOR  SALE -Internal 

Medicine  fee  for  service  practice  in  Mid- 
dlesex County.  Great  potential.  Terms 
negotiable.  Will  stay  to  introduce.  Write 
to  Box  No.  066  NEW  JERSEY 
MEDICINE. 

RADIOLOGY  PRACTICE -Two  years 
radiology  practice  is  available  soon,  for 
sale,  rent  or  partnership  in  Middlesex 
County.  Owner  relocating.  Call 
908-651-1110. 

RETIRING  — Magnificent  historical  100- 
year-old,  sixteen-room  vietorian-eolonial 
mansion  plus  equipped  five-room  office. 
Central  New  Jersey  near  four  hospitals. 
All  amenities.  Prestigious  neighborhood. 
Separate  two-car  garage,  fire/security 
system  throughout.  Central  A/C.  Must  be 
seen!  Write  to  Box  No.  074,  NEW 
JERSEY  MEDICINE. 

PRACTICE  FOR  SALE -Very  active 
General  Internal  Medicine  Practice,  25 
years  old,  in  South  Hudson  County,  ten 
minutes  from  NYC.  Gross  approximately 
$500,000,  no  laboratory  testing  only 
EKG’s  performed.  Will  stay  on  for  6 
months.  Presently  fee-for-serviee  only,  no 
HMOs.  Terms  negotiable.  Write  Box  No. 
078,  NEW  JERSEY  MEDICINE. 

EQUIPMENT  FOR  SALE— Continen- 
tal Pioneer  100  MA  x-ray  machine.  Ex- 
cellent condition.  Bargain.  Must  sell.  Call 
908-826-7676. 

EQUIPMENT  FOR  SALE— Two  exam 
tables.  You’ll  want  these  bargain  tables 
...  in  good  condition.  201-994-9956. 

EQUIPMENT  FOR  SALE  — Lab  equip- 
ment one  year  old.  Price  reduced  for 
immediate  sale:  Kodak  DT  60  analyzer 
with  Kodak  DTSC  Module,  QBC  + 2 
Hematology  system  with  printer  system 
(Epson  LX  810).  Phone  201-825-0535. 

EQUIPMENT  FOR  SALE- Burdick 
EKG,  Model  EK-10,  New,  never  used. 
Hamilton  examination  table,  E series 
(warmer  and  stool),  new,  never  used. 
Goose-neck  floor  lamps  (2),  new,  never 
used.  Call  Dr.  Donald  Greenspan, 
609-461-0429. 


OFFICE  FOR  SALE— Prime  location, 

professionally  furnished,  2000  square  feet 
of  excellent  building.  In  front  of 
Riverview  Medical  Center,  Red  Bank, 
NJ.  Call  908-775-2400  or  747-4127. 


OFFICE  SPACE-Edison  Medi-Plex 
Building  opposite  J.F.K.  Hospital,  fully 
equipped,  turn  key.  Rent:  day,  half  day, 
night.  908-494-6300. 

VACATION  RENTAL- British  Virgin 
Islands  (Virgin  Gorda).  Elegant  new  villa 
directly  on  own  private  snorkeling  beach, 
spectacular  panoramic  view  of  North 
Sound  including  Bitter-End,  (dive  school, 
etc.).  Perfect  weather  year  round.  3 
bedrooms,  2 baths,  magnificent  living 
room,  wrap  around  deck,  full  modem 
kitchen,  microwave,  dishwasher,  marina, 
fishing,  pool,  tennis.  (Restaurant,  provi- 
sioning, staff,  car,  available  extra.)  $2,500 
week.  1-800-848-7081.  Fax  609- 
924-9038. 


PARADISE  ISLAND,  NASSAU 
BAHAMAS  — Paradise  . . . Non-Smokers, 
Please.  Only  21/2  hours  from  EWR. 
Beautifully  furnished  and  fully  equipped 
luxury  first-floor  villa  nestled  among  palm 
trees  and  Bougainvillea.  Two  bedrooms, 
2 baths,  full  kitchen,  private  patio.  Pool, 
Paradise  Beach,  and  crystal-clear  water 
lie  just  ahead  outside  your  door.  Water 
sports,  golf,  tennis,  night  life,  casino,  fine 
restaurants,  duty-free  shopping  all  within 
a short  walk.  Maid  service,  security,  and 
friendliness  make  your  vacation  com- 
plete. Great  spot  all  year  round  for  cou- 
ples or  families.  Photos  available.  $1,950 
per  week.  201-267-9676. 


CLASSIFIED  ADVERTISING  IN- 
FORMATION—Please  send  all  inquiries 
and  Box  No.  replies  to  NEW  JERSEY 
MEDICINE,  Advertising  Office,  370 
Morris  Avenue,  Trenton,  NJ  08611.  Call 
609-393-7196  for  space  availability  and 
eligibility.  Space  Use  For  MSNJ 
Members.  Advance  payment  required. 
Please  make  all  checks  payable  to  MSNJ. 
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MSNJ  NEWSLETTER 


PHYSICIANS  AND  MANAGED 


COMPETITION 


A privately  practicing  physician 
serving  on  Hillary  Rodham  Clin- 
ton’s Health  Care  Reform  Task 
Force  has  called  on  physicians  to 
support  the  managed  competition 
model  of  health  system  reform. 

To  make  his  case,  Robert  A. 
Berenson,  MD,  a Washington, 
DC,  general  internist  active  in  de- 
veloping a PPO,  authored  a com- 
mentary in  the  important  journal 
Health  Affairs,  entitled  “Do 
Physicians  Recognize  Their  Own 
Best  Interests?” 

Dr.  Berenson  pleads  that 
physicians  would  fare  better  in  a 
regulated  market  than  in  an  un- 
regulated market.  “Instead  of  con- 
fronting the  dictates  of 
managers,”  he  declares,  “physi- 
cians should  become  the 
managers.”  And,  he  criticizes  the 
American  Medical  Association 
(AMA)  for  seeking  to  protect 
physicians  from  competition 
rather  than  supporting  competi- 
tion. 

Under  health  alliances,  argues 
Dr.  Berenson,  physicians  would 
have  substantial  negotiating 
leverage  because  patients  would 
be  free  to  follow  their  physicians 
into  the  physician’s  plan.  This 
leverage,  he  asserts,  would  be 
more  valuable  to  physicians  than 
the  antitrust  protections  being 
sought  by  the  AMA. 

The  physician  reformer  also 
suggests  that  physicians  would  be 
better  off  contracting  with  fewer, 
rather  than  more,  health  plans  in 
order  to  foster  collaboration  with 
plan  managers. 

Dr.  Berenson  concedes, 
though,  that  insurer-dominated 
plans  often  fail  to  treat  physicians 
fairly  or  to  seek  physician  input 
into  medical  policies.  Indeed,  the 
lack  of  responsiveness  of  managed 
care  plans  appears  to  be  a consis- 
tent recent  experience  of  most 
physicians. 


On  the  state  level,  meanwhile, 
a representative  of  the  Medical 
Society  of  New  jersey  (MSNJ) 
was  appointed  to  chair  a subcom- 
mittee on  health  alliances  for 
Governor  Whitman’s  Advisory 
Council  on  Health  Reform.  (This 
is  one  of  three  subcommittees  of 
the  council,  which  is  exploring 
the  effects  of  potential  federal 
legislation  on  the  Garden  State. 
The  other  panels  deal  with  access 
and  cost-containment  issues.) 

In  this  chairmanship  role, 
Bernard  Rineberg,  MD,  a Mid- 
dlesex county  orthopedic  surgeon 
and  past-president  of  the  Ameri- 
can Academy  of  Orthopaedic 
Surgeons,  has  become  exposed  to 
findings  indicating  the  cost-effec- 
tiveness and  other  advantages  of 
the  alliances. 

In  the  original  literature  on 
managed  competition  developed 
by  the  Jackson  Hole  group,  al- 
liances were  termed  “health  in- 
surance purchasing  cooperatives. 
Presumably,  by  consolidating  into 
groups,  individuals  and  small 
employers  who  lack  the  purchas- 
ing clout  of  a large  employer  are 
empowered  to  obtain  favorable 
terms  from  health  plans. 

Under  state  legislation  enacted 
in  1992,  the  group  purchasing  ap- 
proach has  been  applied  in  New 
Jersey  in  a modified  form, 
through  the  creation  of  model 
health  plans  that  must  be  offered 
to  individuals  and  small 
employers. 

These  model  plans  are 
established  by  three  new  reg- 
ulatory boards:  the  Essential 

Health  Services  Commission,  the 
Small  Employer  Health  Program 
Board,  and  the  Individual  Health 
Coverage  Program  Board.  MSNJ 
has  struggled  — thus  far  with  some 
notable  success — to  have  physi- 
cians named  to  all  three  entities. 

At  this  writing,  however,  al- 
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liances  appear  to  be  one  aspect  of 
President  and  Mrs.  Clinton’s 
proposal  that  is  not  expected  to 
survive  in  anything  like  its  or- 
iginal form.  Providers  and  busi- 
ness are  skeptical  of  alliances,  be- 
cause they  fear  the  emergence  of 
quasi-governmental  groups  with 
broad  regulatory  powers.  Ad- 
vocates of  a single-payer  system 
also  are  reluctant  to  support  al- 
liances, because  they  prefer  direct 
federal  authority  to  the  decen- 
tralization inherent  in  regional  al- 
liances. 


Managed  competition  often  is 
equated  with  managed  care,  and 
both  frequently  are  confused  with 
the  Clinton  proposal.  Events  and 
reasoned  discourse  on  both  the 
federal  and  state  level  dem- 
onstrate the  need  to  get  past  these 
dangerous  oversimplifications — 
and  past  both  liberal  and  con- 
servative ideologic  biases — in 
order  to  ascertain  physicians’  true 
best  interests.  □ Neil  E.  Weisfeld 


The  Medical  Society  of  New 
jersey  honored  Howard  D.  Slobo- 
dien,  MD,  editor-in-chief  of  NEW 
Jersey  Medicine , for  his  con- 
tinued pursuit  of  excellence  for 
the  award-winning  state  medical 


journal.  Over  the  past  years,  Dr. 
Slobodien  has  enhanced  the 
quality  of  this  publication  as  well 
as  the  scholarship  of  this  journal. 
We  applaud  Dr.  Slobodien  for  his 
untiring  efforts. 


Howard  D.  Slobodien,  MD,  (left),  and  Joseph  N.  Micale,  MD. 
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Joseph  A.  Britton  Agency  

As  specialists  in  medical  malpractice 
for  over  20  years,  we  understand  the 
unique  insurance  needs  of  New 
Jersey  physicians.  Our  advantages: 

• Currently  serve  thousands  of  the 
state's  physicians 

• Prompt  premium  quotes 

• Discounts  for  new  practitioners 

• Directly  issue  policies  and 
endorsements 

• Easy  payment  options 

• Prompt  guidance  in  claim  matters 

• Princeton  Insurance  Company’s 
Largest  Agent 

Our  fully  licensed,  knowledgeable  staff 
responds  to  questions  and  special 
requests  promptly  and  professionally. 

Joseph  A.  Britton  Agency,  Inc. 

855  Mountain  Avenue 
Mountainside,  NJ  07092 
908/654-6464  


Are  You  Ready 
for  CLIA  & OSHA? 

Don't  make  costly  mistakes— have 

a qualified  laboratory  professional 

provide  the  help  you  need. 

• Complete  Office  Laboratory  Evaluations  for 
CLIA 

• Laboratory  Procedure  Manual  with  Quality 
Assurance  and  Quality  Control  Plans 

• Technical  Consultant  Maintenance  Plan 

• Complete  Office  Evaluation  for  OSHA  and 
DEP 

• Comprehensive  Safety  Manual 

• Customized  OSHA  Safety  Training  Programs 

• NEW!  Infection  Control  Plan  for  TB 
v*  Authorized  distributor  of  NIOSH 

approved  HEPA  respirators 
V Training  and  fit  testing  available 


P.O.L.  CONSULTANTS 

1 1 50  Concord  Drive,  Haddonfield,  NJ  08033 
For  Information  call:  609-428-POLC 
Programs  Serving  Over  500  POL's 
Throughout  New  Jersey 
Kathleen  L.  Voldish,  CLA  (ASCP),  President 
Over  20  Years  of  P.O.L.  Experience 
Don't  wait  until  inspection  day  to  find  out  you  are  not  in 
compliance— our  Clients  Pass  Inspections! 


Supersonic 
patient  charts. 


No  sorting  through  stacks  of  paper. 
No  rewriting  medical  histories  when 
doing  a consultation  or  a hospital 
admission.  No  scrambling  to 
respond  to  a payer’s  request  for 
supporting  documentation. 

SmartClinic. 

Patient  information  collection  and 
reporting  software  for  group  practice 
and  managed  care  settings. 

Call  1-800-66-BERDY  for  a 
free  demo  diskette. 


Bringing  New  Technology  to  Traditional  Medicine. 


365  West  Passaic  Street,  Rochelle  Park,  NJ  07662 


Photo:  © Aris  Entertainment,  1991 
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TSTA 

CPA 


YD  uR 
IeAM* 


Accounting  is  the  business 
language.  A CPA  is  the  team 
member  who  interprets  that 
language. 


DENNIS  M.  NAJJAR,  CFP 

Certified  Public  Accountant 

50  Mt.  Prospect  Ave. 
Clifton,  NJ  07013 
(201)  779-5005 


HOW  CAN 


MARY  ANN  HAMBURGER  HAS 

had  many  years’  experience  in 
medical-office  management.  Her 
service  is  expert  and  comprehensive. 

MARY  ANN  HAMBURGER  CAN 

make  a difference  in  your  practice, 
because  she  knows  today’s  complex 
world  of  medicine. 

MARY  ANN  HAMBURGER  IS 

dependable.  She  has  the  contacts, 
background  and  practical  know-how 
to  set  up  or  improve  your  office 
systems— from  billing  to  finances 
and  personnel. 


FOR  A ONE-TIME  CONSULTATION 
or  A CONTINUING  SERVICE— 
MARY  ANN  HAMBURGER 
ASSOCIATES  CAN  BRING  TO 
YOUR  PRACTICE  THE  MOST 
COMPREHENSIVE  MANAGEMENT 
DIRECTION,  BACKED  BY  YEARS 
OF  EXPERIENCE. 

FOR  A WHOLE  NEW  APPROACH 
TO  OFFICE  PRACTICE,  CONTACT: 

MARY  ANN  HAMBURGER 
ASSOCIATES 
74  HUDSON  AVENUE 
MAPLEWOOD.  NJ  07040 

201  763-7394 


ASSOCIATES  HELP  YOU? 


ytwodc&ia  'jd.  d ayriSoidmiF,  &d€.,  COUNSELORS  AT  LAW 

PPed/Wna/i^e//  3&a///i  ^€a/ie 

► Evaluation  and  negotiation  of  managed  care  agreements  with 
Individual  Practice  Associations.  Preferred  Provider  Networks, 
Health  Maintenance  Organizations  and  Commercial  Insurers; 

► Advice  regarding  federal  and  state  laws  affecting  physicians' 
practices,  laboratories,  and  joint  ventures; 

► Representation  before  the  Newjersey  Board  ofMedical  Examiners, 
other  state  and  federal  agencies,  and  in  the  sale  of  physician 
practices  or  investment  interests. 

I 044  Route  22  West 
Mountainside,  Newjersey  07092 
(908)  789-7977  (908)  789-9699  Fax 


434 


NEW  JERSEY  MEDICINE 


PROFESSIONAL  LIABILITY 


Defense  costs.  Increases  in  the 
costs  of  defending  medical 
malpractice  cases  led  a na- 
tionwide $1.3  billion  hike  in  costs 
for  professional  liability  insurers 
in  1992,  according  to  Best’s 


figures  recently  reported  in 
Medical  Liability  Monitor. 

The  hike  was  responsible  for  a 
rise  in  the  loss  adjustment  ratio 
from  31  percent  to  33  percent, 
said  the  sources.  The  Physician 


Insurers  Association  of  America 
has  found  that,  between  1986  and 
1993,  average  defense  attorney 
costs  more  than  doubled,  to 
$18,541  per  case. 


HEALTH  CARE  FINANCING 


Transcribed  reports.  Physi- 
cians are  permitted  to  “auto- 
authenticate”  transcribed  medical 
reports  for  Medicare  benefi- 
ciaries, under  new  regulations  of 
the  federal  Health  Care  Financ- 
ing Administration  (HCFA). 

Such  authentication  may  occur 
by  computer  when  the  physician 
reviews  the  document  on-line;  by 
signing  off  a list  of  open  records; 
or  by  postcard  approval  of  tran- 
scripts mailed  to  the  physician  for 
review. 

A summary  of  the  new,  more 
lenient  HCFA  approach  was  sup- 
plied by  the  law  firm  of  Brach, 
Eichler  in  Roseland. 

ERISA  preemption.  The  U.S. 
Supreme  Court  may  agree  to  re- 


view the  New  York  State  aspect 
of  the  case  that  brought  down 
New  Jersey’s  DRG-based  hospital 
rate-setting  system.  At  stake  is  the 
potential  role  of  states  in  expand- 
ing access  to  health  care  through 
surtaxes — possibly  including  pro- 
vider taxes. 

In  a controversy  with  Travel- 
ers, the  high  court  would  consider 
whether  the  federal  Employee 
Retirement  Income  Security  Act 
(ERISA)  preempts  the  ability  to 
tax  employee  health  plans  to  fi- 
nance health  care  for  the  unin- 
sured. As  a principle  of  constitu- 
tional law,  federal  preemption 
forecloses  states  from  involve- 
ment in  the  preempted  activity. 

Subsequent  to  a May  1992 


federal  district  court  decision  that 
found  such  preemption,  New 
Jersey  deregulated  hospital  fi- 
nancing. The  decision  was  over- 
turned by  the  U.S.  Court  of  Ap- 
peals for  the  Third  Circuit  in 
1993 — too  late  to  stop  the  de- 
regulation set  in  motion  by  this 
state’s  Health  Care  Reform  Act. 

The  Third  Circuit  s decision 
was  unusual  and  created  a divi- 
sion among  the  courts.  As  recent- 
ly as  February  1994,  citing 
ERISA,  a federal  district  court  in 
Connecticut  struck  down  the 
Constitution  State’s  surcharge  on 
hospital  bills,  used  to  fund  un- 
compensated care. 

Sources  indicate  the  high  court 
will  take  the  case. 


yJH 


MALPRACTICE  TIPS 


Spinal  disc  surgery.  Reviewing 
54  patient  claims  involving  spinal 
disc  pathology,  a Medical  Inter- 
Insurance  Exchange  (MIIX) 
study  team  found  that  “the  de- 
cision to  perform  surgery  often 
was  questionable  and  often  was 
poorly  documented.  A report  is- 


sued by  the  four-member  study 
team  for  the  physician-owned 
New  Jersey  malpractice  insurer 
keyed  in  on  the  process  used  to 
decide  to  undertake  surgery,  and 
on  the  patient’s  role  in  that 
process. 

Problems  were  found  in  the 


preoperative,  intraoperative,  com- 
munication, and  documentation 
stages  of  patient  care.  Preop- 
eratively,  in  many  cases,  a con- 
servative regimen  was  not  in- 
itiated, documented,  or  afforded 
enough  time  to  succeed,  accord- 
ing to  the  report. 


Drug  diversion.  The  Citation, 
the  prominent  national  newsletter 
on  medical  malpractice  cases,  has 
warned  health  professionals  to  be 
wary  of  four  types  of  sources  of 
drug  diversion  that  can  lead  to 


state  disciplinary  action  against 
the  professional.  The  four  “D’s” 
of  diversion,  states  the  newslet- 
ter’s physician  president,  are: 
“dishonesty,”  abuse  by  physicians 
who  over-prescribe  controlled 


substances;  “disability,”  impair- 
ments among  physicians;  “duped,’ 
acquiescence  to  patients’  in- 
sistence on  medication;  and 
“dated,”  a failure  to  conform  to 
current  practice  guidelines. 


Plastic  surgery.  In  Atlanta,  a an  abdominoplasty  and  other  was  seen  by  a New  Jersey  plastic 

man  in  his  50s,  whose  weight  ex-  plastic  surgery.  During  the  first  surgeon.  During  this  period  the 

ceeded  400  pounds,  underwent  postoperative  month,  the  patient  patient  sustained  an  infection,  al~ 
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legedly  leading  to  septic  shock.  In 
Atlanta,  four  additional  surgical 
interventions  resulted. 

In  a New  Jersey  malpractice 
action,  the  patient  claimed  that 
the  additional  surgery  was  neces- 
sitated by  the  New  Jersey  physi- 
cian’s failure  to  advise  the  patient 
to  be  admitted  to  a hospital  for 
treatment  of  the  infection.  Testify- 
ing by  videotape,  the  Atlanta 
physician  stated  that  in  several 
telephone  conversations  the  New 
Jersey  physician  had  reported 
normal  progress  to  him  and  had 
not  indicated  any  reason  for 
hospitalization. 

Not  so,  argued  the  defendant 
New  Jersey  physician,  who  as- 
serted that  his  notes  showed  that 
he  had  indeed  advised  the  patient 
to  be  hospitalized.  Moreover,  the 
defense  showed  that  the  Atlanta 
physician’s  notes  referred  to  tele- 
phone conversations  with  the  de- 
fendant on  dates  when  the  pa- 
tient, in  fact,  was  in  an  Atlanta 
hospital. 

The  defense  further  contended 
that  the  patient  and  Atlanta  physi- 
cian were  personal  friends.  The 
verdict  was  for  the  defense. 

Respiratory  distress.  A 28- 
year-old  recovering  alcoholic, 
divorced  and  living  with  his 
mother,  was  admitted  to  a 
hospital  with  breathing  dif- 
ficulties and  throat  pain.  An 
otolaryngologist  correctly  diag- 
nosed the  relatively  rare  con- 
dition of  Ludwig’s  angina,  involv- 
ing the  lower  area  of  the  mouth, 
and  performed  an  incision  and 
drainage  procedure. 

Early  in  the  evening,  two  house 
physicians — a general  surgeon 
and  an  internist — examined  the 
patient  and  found  respiratory 
symptoms  sufficient  to  induce 
them  to  call  the  otolaryngologist 
at  home.  A few  moments  later  a 
nurse  found  the  patient  in 
respiratory  arrest.  He  died  one- 
half  hour  later. 

In  a New  Jersey  malpractice 
action,  the  plaintiff  claimed  that 
the  ENT  specialist  was  negligent 
in  failing  to  recommend  ad- 
mission to  a critical  care  unit,  and 


that  the  house  physicians  were 
negligent  in  failing  to  remain 
at  the  bedside  upon  observing 
breathing  problems.  The  respira- 
tory arrest  resulted  when  severe 
edema  prevented  air  from  passing 
through  the  trachea. 

Evidence  adduced  at  trial  in- 
dicated that  one  of  the  house 
physicians  had  noted  stridor,  a 
precursor  to  asphyxiation  caused 
by  pressure  from  air  being  forced 
over  the  vocal  cords.  The  house 
physician  who  first  found  the 
respiratory  symptoms  was  con- 
cluding a 36-hour  shift. 

The  otolaryngologist  came 
when  summoned,  but  arrived 
after  the  patient  expired.  In  his 
defense,  the  specialist  contended 
that  admission  to  a critical  care 
unit  was  unnecessary,  as  revealed 
by  the  fact  that  the  breathing  dif- 
ficulties were  detected  in  a timely 
fashion. 

Pain  and  suffering  were 
claimed  for  the  one-half  hour 
period  when  resuscitation  efforts 
were  undertaken.  The  decedent 
earned  $4,400  during  the  first 
quarter  of  the  year  in  which  he 
died,  and  contributed  up  to  $800 
toward  his  mother’s  mortgage 
payments.  The  jury  found  in  favor 
of  the  otolaryngologist  but  against 
the  house  physicians  and  awarded 
$50,000  in  pain  and  suffering  and 
$225,000  for  wrongful  death. 

Cardiac  surgery.  Immediately 
following  cardiac  bypass  surgery, 
a man  about  50  years  old  awoke 
in  pain  associated  with  a third- 
degree  burn  behind  the  right 
knee.  The  other  leg  had  been 
used  to  harvest  blood  vessels  for 
the  procedure.  In  a New  Jersey 
malpractice  action,  the  court 
ruled  that  the  injury'  would  not 
have  occurred  in  the  absence  of 
negligence  and  directed  a verdict 
in  favor  of  the  plaintiff,  with 
several  defendants  in  a position  of 
having  to  prove  that  their 
negligence  did  not  cause  the  in- 
jury. 

A general  surgeon  testified  on 
behalf  of  the  plaintiff  that  the 
most  likely  cause  was  a failure  to 
remove  moisture  after  Betadine® 


solution  was  applied  prior  to 
surgery.  By  affecting  the  ground 
for  the  electric  current,  the 
moisture  could  have  shifted  the 
exit  point  for  the  current  to  an 
unprepared  area. 

A plastic  surgeon  testified,  also 
for  the  plaintiff,  that  the  pain  was 
severe.  The  plaintiff  contended 
that  he  suffered  severe  pain  for 
six  weeks  and  scarring  and  that  a 
debridement  was  necessary. 
However,  the  defense  asserted 
that  the  pain  was  less  severe  than 
a second-degree  burn,  because 
nerves  were  killed. 

Defendants  included  the  hos- 
pital, several  residents  and 
nurses,  and  the  attending  sur- 
geon. The  jury'  found  against  two 
nurses  and  two  residents  who 
participated  in  prepping  the  pa- 
tient before  surgery.  The  jury’s 
award  was  for  $50,000. 

Pediatric  seizure.  A two-and- 
one-half-year  old  child  was  ad- 
mitted to  a hospital  for  her  ninth 
febrile  seizure.  A house  pediatri- 
cian administered  10  mg  of 
Valium®  through  an  intravenous 
push  at  a rate  of  1 mg  per  minute. 
To  assist  in  ventilation,  the 
pediatrician  used  an  ambubag. 
Another  seizure  ensued. 

In  a malpractice  trial  in  New 
Jersey,  the  child’s  family  alleged 
that  the  subsequent  seizure  was 
caused  by  an  excessive  dosage,  an 
overly  rapid  administration,  and  a 
negligent  failure  to  use  an  en- 
dotracheal tube,  and  that  the 
seizure  resulted  in  respiratory  ar- 
rest and  hypoxia  leading  to  pro- 
found mental  retardation  and  an 
inability  to  walk  or  talk. 

Excess  mucus  production  and 
the  absence  of  a swallow  reflex 
often  necessitate  suctioning  of  a 
patient  during  a seizure,  asserted 
the  plaintiff.  Arterial  blood  gas 
studies  performed  five  to  ten 
minutes  following  the  patient’s 
eventual  intubation  showed  high 
oxygen  levels  and  normal  carbon 
dioxide  and  blood  pH  levels.  The 
plaintiff  argued  that  these  find- 
ings were  consistent  with  the 
usual  aftermath  of  intubation. 

The  defense,  however,  con- 
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tended  that  a virus  may  have 
caused  the  alleged  brain  damage. 
The  defendant  pediatrician  also 
noted  the  difficulty  of  intubating 
a seizing  child.  A pharmacologist 
testified  for  the  defense  that  the 
dosage  used,  although  twice  as 
high  as  that  recommended  by  the 
Physicians’  Desk  Reference,  was 
appropriate  and  was  administered 
incrementally.  But,  the  plaintiff 
asserted  that  records  taken  by  a 
nurse  indicated  an  intravenous 
push  and  did  not  reflect  titration. 

The  plaintiff  sought  damages  of 
$100,000  per  year  for  nursing 
care,  $17,000  per  year  for  medical 
care  and  physical  therapy, 
$30,000  per  year  for  care 
provided  by  the  girl’s  parents,  and 
damages  for  future  lost  earnings 
and  for  loss  of  enjoyment  of  life 
that  was  said  to  be  nearly  com- 
plete. 

The  jury  returned  a verdict  of 
$1,380,000,  which  was  reduced 
by  one-half  due  to  the  jury’s  find- 
ing that  50  percent  of  the  injuries 
were  attributable  to  the  underly- 
ing condition.  Specific  awards  in- 
cluded $700,000  for  physical  ther- 
apy and  medical  care,  $400,000 
for  home  nursing  care,  $180,000 
for  future  lost  earnings,  $100,000 
for  the  parents  role,  and  nothing 
for  loss  of  enjoyment  of  life. 

Leg  injury.  While  playing  soc- 
cer, a 34-year-old  man  sustained 
a painful  lower  back  injury. 
Presenting  at  an  emergency  de- 
partment, the  patient  was  asked 
to  perform  the  straight  leg  raising 
test  for  an  emergency  physician, 
who  subsequently  discharged 
him. 

On  the  way  home,  the  patient 
developed  difficulty  moving  his 
lower  legs.  His  wife  called  the 
emergency  physician  and  spoke 
with  a nurse,  but  the  patient  did 
not  return  to  the  emergency  de- 
partment. Twelve  days  later, 
cauda  equina  syndrome  was 
diagnosed.  Surgery  eventually 
was  performed,  but  a permanent 
partial  foot  drop  resulted. 

During  a New  Jersey  trial  for 
malpractice,  the  plaintiff  and  de- 
fendant emergency  physician  dis- 


agreed whether  the  patient  had 
been  able  to  perform  the  leg  test, 
which  was  not  noted  in  the  rec- 
ords. They  also  disagreed 
whether  the  nurse  had  advised 
the  patient’s  wife  that  he  should 
return  to  the  emergency  depart- 
ment, and  whether  the  wife  had 
mentioned  the  lower  leg  problem 
or  merely  mentioned  increased 
pain. 

Finally,  the  parties  disagreed 
whether  the  patient  truly  had  ex- 
perienced difficulty  urinating 
throughout  the  period  before  the 
ultimate  diagnosis  was  made. 
Would  not  a patient,  asked  the 
defendant,  normally  see  a doctor 
before  experiencing  12  days  of 
difficulty  urinating?  The  verdict 
was  for  the  defense. 

Gynecologic  surgery.  In  the 
presence  of  extensive  adhesions, 
a 33-year-old  woman  was  under- 
going a laparotomy,  which  in- 
cluded the  use  of  an  elec- 
trocoagulator to  stem  bleeding. 
An  injury  to  the  ureter  occurred, 
leading  to  a malpractice  trial  in 
New  Jersey. 

According  to  the  plaintiff,  the 
injury  took  place  when  the  elec- 
trocoagulator burned  the  ureter, 
creating  a hole  that  resulted  in 
extravasation  of  urine  and  scar- 
ring stenosis.  She  stated  that  she 
is  required  to  void  every  one  to 
one-and-one-half  hours  and  can- 
not tolerate  medication  pre- 
scribed for  this  problem.  The 
permanent  urinary  urgency  and  a 
large  midline  scar  have  produced 
depression  and  enduring  emo- 
tional problems,  she  maintained. 
Possible  eventual  loss  of  the  left 
kidney  also  was  alleged,  due  to 
the  likelihood  of  further  scarring 
of  the  ureter. 

The  plaintiff  contended  that  the 
operation  was  intended  to  remove 
an  ovarian  cyst  that  had  been 
identified  in  her  native  country  of 
Chile  by  a gynecologist  to  whom 
she  presented  with  excessive  va- 
ginal bleeding.  She  stated  that  she 
decided  to  wait  until  returning  to 
the  United  States  before  under- 
going the  procedure. 

The  defendant  gynecologist, 


however,  asserted  that  the  patient 
had  consulted  him  due  to  infertili- 
ty and  that  the  purpose  of  the 
surgery  was  to  loosen  adhesions 
and  enhance  the  probabilities  of 
conception.  In  response,  the  de- 
fendant claimed  that  the  only 
mention  of  infertility  in  the  defen- 
dant’s records  was  contained  in 
preprinted  questions  that  may  or 
may  not  have  been  asked. 

A subsequent  treating  urologist 
testified  for  the  plaintiff  that  he 
diagnosed  stenosis  and  that  the 
plaintiff  should  have  diagnosed 
the  injury  to  the  ureter  earlier, 
when  distention  occurred,  in- 
dicating the  possible  accumula- 
tion of  urine.  The  urologist  con- 
tended that  a two-week  delay  in 
diagnosis  contributed  to  the  in- 
juries. And,  a subsequent  treating 
general  surgeon  testified  for  the 
plaintiff  that  he  found  a ruptured 
5 cm  ovarian  cyst. 

On  the  defendant’s  behalf,  an 
obstetrician-gynecologist  testified 
that  an  injury  to  the  ureter  is  a 
normal  complication  of  the 
procedure,  heightened  by  the 
presence  of  adhesions.  The  defen- 
dant maintained  that  the  ureter 
was  located  outside  the  expected 
location  and  that  the  arch  of  the 
electrocoagulator  is  difficult  to 
control.  The  plaintiff  countered 
that  the  defendant  had  failed  to 
attempt  to  locate  the  ureter,  even 
though  the  defendant  recognized 
the  possibility  of  injury. 

A verdict  of  $1,040,000  was  re- 
turned for  the  plaintiff.  □ James 
E.  George,  MD,  JD,  and  Neil  E. 
Weisfeld,  JD,  MSHyg 
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ENDORSED  BY  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

* 

IMPORTANT  FEATURES 

★ Non-Smoking  members  SAVE  30%  ★ FULL  lifetime  renewability. 

★ Guaranteed  renewable  and  non-cancellable.  ★ Optional  residual,  COLA.  & future  purchase  guaran- 

★ Choice  of  benefit  periods  including  lifetime.  tees  regardless  of  insurability. 

★ Professional  overhead  expense  coverage.  Are  you  ★ Personal,  highly  professional  service  for  each  mem- 

adequately  protected?  ber. 
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LETTERS  AND  VIEWPOINTS 


DIABETIC  RETINOPATHY 


The  recent  article  about 
diabetic  retinopathy  (NJ  MED 
31:251-255,  1994)  was  greatly  ap- 
preciated. The  American 
Academy  of  Ophthalmology  is 
sponsoring  a program  dedicated 
to  the  education  of  all  physicians 


MANAGED  CARE 


Despite  congressional  in-fight- 
ing  over  which  health  care  reform 
plan  will  emerge,  one  thing  is  cer- 
tain: managed  care  soon  will  be 
the  dominant  delivery  system  for 
medical  care.  Nearly  all  of  the 
proposed  plans  (except  for  the 
MeDermott-Wellstone  single 
payor  bill)  encourage  conversion 
ifrom  fee-for-service  medicine  to 
imanaged  care.  Notwithstanding 
the  lack  of  congressional  con- 
sensus, the  managed  care  stam- 
pede has  begun  in  earnest. 

But  is  managed  care  little  more 
than  a euphemism  for  rationing? 
Certainly  its  proponents  think 
not,  arguing  that  they  merely  are 
eliminating  the  unnecessary  pro- 
cedures and  excess  utilization  cul- 


PROFESSIONAL COURTESY 


I am  writing  to  support  the 
point  of  view  of  Howard  D. 
Slobodien,  MD,  as  expressed  in 
his  editorial  in  the  March  issue  of 
New  Jersey  Medicine  (91:149- 
150,  1994).  Why,  indeed,  should 
professional  courtesy  be  trashed? 
In  addition  to  those  reasons  he 
has  so  well  stated,  there  is 
another  reason. 


with  respect  to  the  appropriate 
care  of  diabetic  patients.  The  pro- 
gram is  called,  “Diabetes  2000,” 
and  currently  is  active  in  New 
Jersey  and  has  a large  representa- 
tion in  the  ophthalmic  community 
throughout  the  state.  We  have 


tivated  by  the  profit  motive  in- 
herent in  the  fee-for-service  cul- 
ture. Nevertheless,  managed  care 
relies  upon  two  basic  mechanisms 
to  achieve  savings:  bureaucratic 
impediments  or  financial  dis- 
incentives. One  example  of  bu- 
reaucracy at  work  is  the  Blue 
Cross-Blue  Shield  of  Michigan 
HMO  managed  care  sampler. 
This  complex  algorithm  depicts 
the  process  initiated  when  a 
specialist  recommends  a proce- 
dure. Patients  with  marginal  in- 
dications for  a given  procedure 
would  likely  “not  certify.” 

But  also  it  is  likely  that  sooner 
or  later  patients  will  suffer  unto- 
ward outcomes  as  a result  of  these 
bureaucratic  impediments  to  care. 


Like  his  experience,  mine  goes 
back  to  the  pre-health  insurance 
days.  At  that  time,  we  treated 
physicians  and  their  families  and 
members  of  the  clergy  without 
charge.  We  never  felt  burdened. 
Later,  as  doctors  and  the  clergy 
began  to  buy  Blue  Shield  and 
then  other  forms  of  health  in- 
surance, we  accepted  the  in- 


been actively  engaged  in  the 
battle  against  treatable  eye  dis- 
ease, through  lectures  and  in- 
formative programs.  D Ronald  D. 
Klug,  MD 


Most  clinicians  can  recall  cases  in 
which  marginally  indicated  proce- 
dures yielded  crucial  unantici- 
pated findings.  These  are  precise- 
ly the  patients  who  will  slip 
through  the  cracks  in  the 
algorithms  and  fall  squarely  into 
the  waiting  arms  of  malpractice 
lawyers. 

Despite  health  care  reform,  the 
standard  of  care  has  not  changed, 
nor  have  the  ethical  and  moral 
obligations  of  the  physician:  to 
represent  the  best  interests  of  the 
patient.  But  soon-to-be  under- 
employed fee-for-service  physi- 
cians need  not  despair,  for  there 
likely  will  be  plenty  of  work  avail- 
able as  expert  witnesses.  □ 
Michael  A.  Patmas,  MD 


surance  payment  as  “payment  in 
full,”  as  most  physicians  do  now. 

I never  felt  that  I was  giving 
anything.  I always  felt  honored 
and  proud  that  a fellow  physician 
had  chosen  me  to  treat  himself  or 
one  of  his  loved  ones.  □ Jesse 
Schulman,  MD 
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BOOK  REVIEWS 


APPLIED  PSYCHOTHERAPY 


Marian  R.  Stuart,  PhD , Joseph 
A.  Lieberman,  MD,  MPH.  West- 
port,  CT,  Praeger  Publishers, 
1993.  In  his  Discourse  on  Method, 
Descartes  warned,  “It  is  not 
enough  to  have  a good  mind.  The 
main  thing  is  to  use  it  well.”  Most 
medical  students  and  physicians 
have  proved  their  ability  to  learn, 
over  and  over  again.  Yet,  some  are 
more  effective  in  caring  for  their 
patients  than  others.  As  a primary 
care  physician  and  a teacher  of 
primary  care  physicians,  my  job 
goes  beyond  imparting  facts  that 
can  be  gleaned  from  any  textbook 
or  journal.  My  goal  is  to  populate 
our  profession  with  health  care 
providers  I would  choose  should 
I become  ill.  Certainly  I would 
want  my  physician  to  have 
knowledge  about  my  disease.  But 
beyond  these  basics,  I want  my 
physician  to  listen  to  my  con- 
cerns, to  understand  my  beliefs 
and  vulnerabilities,  to  respect  me 
without  harsh  judgment,  and  to 
help  me  through  this  maze  called 
life. 

The  Fifteen  Minute  Hour:  Ap- 
plied Psychotherapy  for  the 


Primary  Care  Physician  by 
Marian  R.  Stuart,  PhD,  and 
Joseph  A.  Lieberman,  MD,  MPH, 
is  a practical,  easy-to-read  guide. 
These  authors  have  spent  more 
than  15  years  working  with  family 
practice  residents.  Their  chapter, 
“The  Therapeutic  Qualifications 
of  the  Primary  Care  Physician,” 
reveals  their  insight  into  the  fears 
and  concerns  of  the  physician,  an 
often  overlooked  aspect  of  teach- 
ing any  new  skill.  There  are 
chapters  emphasizing  the  need 
for  a biopsychosocial  approach  to 
every  patient,  not  just  the  difficult 
ones.  Another  chapter  describes 
how  patients  typically  react  to 
stress.  Within  this  context,  pa- 
tients are  not  pigeonholed  by 
diagnosis.  Instead  their  reactions 
are  viewed  as  adaptations  to  a 
situation.  And,  thankfully,  behav- 
iors and  beliefs  are  amenable  to 
therapy. 

The  book  is  not  a psychiatric 
tome  of  complicated  concepts  that 
requires  an  entire  residency.  It 
offers  scenerios  of  typical  patient 
visits  where  a few  simple  ques- 
tions elicit  all  the  information 


necessary  for  giving  good,  holistic 
health  care.  Then  we  are  taught 
a few  simple  therapeutic  mea- 
sures to  encourage  change.  The 
patient  leaves  feeling  better  be- 
cause he  has  been  heard.  The 
physician  is  rewarded  by  not  feel- 
ing overwhelmed  during  the  en- 
counter. The  authors’  concern  for 
their  readers  becomes  especially 
apparent  in  the  final  chapter  that 
includes  axioms  about  caring  for 
the  caring  physician. 

As  a psychologist  and  an  ex- 
perienced family  physician,  I was 
truly  impressed  with  this  book. 
The  concise  headings,  logical  or- 
ganization, and  conversational 
style  demystifies  a complicated 
subject.  Empowered  with  these 
techniques,  I have  observed  resi- 
dents handle  difficult  situations 
with  confidence. 

I wish  I had  read  this  book 
earlier  in  my  career.  I encourage 
physicians  at  any  point  in  their 
career,  no  matter  what  their 
specialty,  to  read  it  now.  □ Paula 
S.  Krauser,  MD,  MA 


MODERN  MANAGEMENT  OF  PREMENSTRUAL  SYNDROME 


Samuel  Smith,  MD;  Isaac 
Schiff,  MD.  New  York,  NY,  W.W. 
Norton  i?  Co.,  1993.  The  variety 
of  emotional,  physical,  and  behav- 
ioral changes  associated  with  the 
luteal  phase  of  the  menstrual 
cycle  is  grouped  under  the  um- 
brella of  premenstrual  syndrome 
(PMS).  The  symptomology  may 
vary  from  a mild  persistent  dis- 
comfort to  a major  psychotic  epi- 
sode. A syndrome  that  has  over 
200  physical  and  emotional  symp- 
toms is  a therapeutic  challenge. 

The  initial  treatment  for  PMS 
consists  of  a combination  of 
education,  emotional  support, 
stress  reduction,  exercise,  and 
dietary  modification.  Symptom- 


directed  medical  management, 
such  as  diuretics  for  water  reten- 
tion and  psychotropic  agents  for 
emotional  symptoms,  is  a practical 
approach. 

The  chapter  on  therapy  by  Drs. 
Smith  and  Schiff  is  worth  the 
price  of  the  book.  The  authors 
give  an  excellent  discussion  of  the 
psychotropic  agents  that  are  avail- 
able, enabling  the  clinician  to  tar- 
get medication  to  symptoms. 

Ovulation  suppression,  with 
danazol,  GnRH-a,  and  .05  mg 
transdermal  estradiol,  has  its 
proponents.  Surgical  ablation  of 
ovarian  function  for  severe 
symptoms  is  suggested  if  other 
treatment  fails. 


As  an  overview  of  the  state  of 
knowledge  of  this  complex  syn- 
drome, the  editors  have  ac- 
complished their  task.  The  clini- 
cian, after  reading  this  text,  will 
have  a more  complete  under- 
standing of  this  mysterious  sub- 
ject. The  physician  will  have  the 
tools  to  diagnose  and  alleviate 
some  of  the  pain  this  disease 
engenders.  I recommend  this 
book  to  clinicians,  psychologists, 
and  advocates  of  women  and  their 
health  needs.  □ G.F.  Hansen, 
MD,  MPH 
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Private  Banking  for  Health  Care  Professionals 


If  you’re  managing  a growing  practice,  you  don’t  have  a 
moment  to  waste.  That’s  why  Central  Jersey  Bank  has 
established  a Health  Care  Professionals  Group,  a comprehensive 
team  approach  designed  to  provide  all  the  services  you  need 
through  a single  point  of  contact. 


Your  private  banker  will  call  in  other  specialists  as  you 
need  them  — for  example,  for  real  estate  purchases,  financing 
of  malpractice  insurance  premiums,  management  of  your 
401(k)  plan  or  sophisticated  cash  management  products.  We 
can  also  provide  counsel  for  your  personal  portfolio. 

To  meet  your  cash  flow  needs,  Central  Jersey  Bank 
provides  a substantial  unsecured  line  of  credit  at  an  attractive 
variable  rate  available  only  to  health  care  professionals. 

For  an  appointment  at  your  convenience,  call  John 
Parkhill,  Director  of  Private  Banking  for  Health  Care 
Professionals,  at  1-800-252-2611. 

Central  Jersey 
Bank 

Ready  for  today  And  tomorrow 

Equal  Opportunity  Lender 
Member  FDIC 
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ROCHE  LABORATORIES 


presents  the  winners  of  the  1993  President's  Achievement  Award 

Please  join  us  in  honoring  these  outstanding  Roche  representatives  who  have  distinguished  themselves 
by  a truly  exceptional  level  of  professionalism,  performance  and  dedication  to  quality  health  care. 
Throughout  the  year,  each  of  these  award-winning  individuals  has  consistently  exemplified  the  Roche  Commitment 
to  Excellence  and  we're  proud  to  invite  you  to  share  in  congratulating  them  on  their  achievement. 


Howard  Altschul 
Trenton,  New  Jersey 


Richard  Cohn 

The  University  of  Medicine  and 
Dentistry  ofNeiv  Jersey 


Rosemary  Doscher 
Bloomfield,  New  Jersey 


EDITOR’S  DESK 


TRUST  AND  MISTRUST 


This  editorial  was  penned  dur- 
ng  a long,  sunny,  delightful 
demorial  Day  weekend.  While 
canning  the  local  newspapers 
luring  interludes  between  family 
ictivities,  two  items  caught  my 
ittention:  the  announced  changes 
n the  New  Jersey  Department  of 
iealth  (DOH).  Governor  Whit- 
nan  had  signed  a bill  that  deleted 
he  requirement  that  the  com- 
nissioner  of  health  be  a physi- 
cian, and  she  had  submitted  the 
lame  of  Leonard  Fishman,  acting 
commissioner,  for  approval  as 
commissioner  of  health  by  the 
Senate. 

Len  Fishman  is  well  known  to 
jjicnany  of  the  physicians  in  our 
iitate.  He  previously  was  the 
[general  counsel  to  the  New  Jersey 
Association  of  Non-Profit  Homes 
:'or  the  Aging.  During  that  time 
pe  demonstrated  primary  concern 
cor  the  well-being  of  patients,  as 
do  all  of  us.  His  formal  presenta- 
tion at  the  Medical  Society  of 
New  Jersey  (MSNJ)  Annual  Meet- 
ing further  bolstered  that  im- 
pression, when  he  noted  the  in- 
evitable expansion  of  managed 
care  in  New  Jersey,  despite  the 
fact  that  85  percent  of  the  popula- 
tion was  not  yet  enrolled,  and 
emphasized  the  need  to  preserve 
!the  quality  of  care  while  assessing 
Ithe  role  of  health  maintenance  or- 
ganizations (HMOs),  whose  regu- 
lations had  been  adopted  in  1978 
and  never  had  been  revised. 
Despite  the  reluctance  of  many  of 
the  delegates  to  relinguish  the 
theoretical  advantage  of  having  a 
physician  as  the  commissioner  of 
health,  logic  prevailed.  The 
House  of  Delegates  overwhelm- 
ingly passed  a resolution  support- 
ing the  legal  change  that  has  oc- 
curred. This  was  an  action  whose 
time  had  come;  for  the  first  time 
in  memory,  we  were  confident  we 
had  an  administration  that  would 
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act  in  the  best  interests  of  our 
patients  and  would  utilize  the  re- 
sources of  responsible  medical 
groups,  including  MSNJ,  in  help- 
ing to  further  those  ends.  We  be- 
lieve and  trust  that  Governor 
Whitman  will  do  the  right  things 
for  us  by  doing  the  right  things 
for  our  patients. 

At  the  meeting,  the  Physicians 
Healthcare  Plan  of  New  Jersey, 
Inc.,  (PHP)  requested  full  support 
from  MSNJ.  This  plan,  patterned 
after  one  sponsored  by  the  Con- 
necticut Medical  Society,  is 
physician-owned  and  would  con- 
stitute the  only  such  combined 
HMO-IPA  in  the  state;  the  struc- 
ture of  the  insuring  component 
and  the  list  of  physician  practi- 
tioners would  be  determined  by 
physicians  alone  — those  who 
were  willing  to  contribute  time 
and  money.  The  sponsors  pointed 
out,  correctly,  that  this  was  the 
only  managed  care  plan  available 
in  New  Jersey  that  would  allow 
doctors  total  control  of  the  con- 
ditions and  pricing  of  the  delivery 
of  medical  care.  Debate  was 
fierce.  "Hold  harmless’  provi- 
sions constituted  an  issue.  So  did 
proposed  requirements  that 
members  of  PHP  also  be 
members  of  MSNJ  or  the  New 
Jersey  Osteopathic  Association.  It 
was  requested  that  the  boards  of 
these  organizations  also  be  al- 
lowed input.  And  it  was  noted 
that  a substantial  number  of  con- 
tributors were  needed  by  the 
middle  of  June  for  PHP  to  be  a 
viable  entity,  so  your  reading  of 
the  final  actions  in  this  issue  of 
New  Jersey  Medicine  will 
necessarily  be  tempered  by  what 
transpired  in  June. 

Managed  care  was,  predictably, 
a major  issue  during  the  meeting 
and  occupied  much  of  the  time  of 
two  reference  committees  and  of 
the  House  of  Delegates.  Among 


the  important  resolutions  and 
recommendations  were: 

® To  ask  the  state  Legislature 
to  require  managed  care  plans  to 
afford  due  process  to  physicians 
in  a manner  similar  to  the  Ameri- 
can Medical  Association  (AMA) 
proposed  Managed  Care  Fairness 
Act. 

• To  obtain  means  of  assuring 
that  HMOs  use  comprehensive 
quality  evaluation,  not  just  board 
certification,  in  accepting  physi- 
cians into  their  plans,  especially 
when  said  physicians  have  signifi- 
cant years  of  practice  experience. 

• To  get  legal  constraints 
against  insurers  who  use  undue 
financial  pressures  on  physicians 
or  hospitals  to  alter  needed  care 
of  patients. 

• To  have  our  Legislature 
force  insurers  to  accept  liability 
for  their  actions  when  they  refuse 
to  agree  to  the  care  recommended 
by  practitioners. 

• To  seek  "freedom  of  patient 
choice  legislation,  formerly 
known  as  "any  willing  provider,” 
that  is  fair  to  both  the  patient  and 
the  physician.  Paul  Armstrong 
and  Neil  Weisfeld  have  detailed 
the  vital  protection  being  denied 
patients  in  an  article  published  on 
May  29,  1994,  in  local  news- 
papers. They  note  that  both  the 
Small  Employee  Health  Program 
Board  and  the  Individual  Health 
Coverage  Program  Board  are  con- 
trolled by  insurers,  who  seem 
perfectly  content  to  let  cost  con- 
tainment, once  again,  deny  pa- 
tients proper  care.  Governor 
Whitman,  Len  Fishman,  physi- 
cians, and  others  are  anxious  to 
meet  with  insurers  to  reach  a 
sensible  common  ground.  Mr. 
Fishman  previously  had  sug- 
gested that  DOH  act  as  a broker 
for  differing  groups. 

• To  do  what  is  necessary, 
perhaps  with  the  aid  of  consumer 
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protection  agencies,  to  stop  the 
use  of  the  draconian,  heartless 
Millimen  and  Robertson  guide- 
lines now  being  used  by  some 
insurers  to  deny  needed  hospital 
care. 

• To  work  with  the  New 
Jersey  congressional  delegation  to 
change  federal  antitrust  laws  to 
allow  physicians  to  have  a level 
playing  field,  to  be  able  to  bargain 
collectively,  especially  with  large 
insurance  companies  and  groups. 
As  far  as  I am  concerned,  this  is 
the  number  one  issue  for  physi- 
cians as  we  contemplate  health 
care  or  health  insurance  or  health 
coverage  reform.  Without  the 
ability  to  bargain,  we  are,  as  the 
expression  goes,  dead  in  the 
water,  without  oars,  paddles,  or 
port — whether  we  would  be  deal- 
ing with  managed  care,  managed 
competition,  or  single-payer  plans. 

Many  other  issues  occupied 
our  time  at  Shangri-La  by  the  sea, 
otherwise  known  as  the  Taj 
Mahal.  They  included  quality  of 
care,  keeping  newborns  in  the 
hospital  with  their  mothers,  tort 
reform,  uncompensated  care,  re- 
quirements that  insurers  must  uti- 
lize properly  trained  personnel  in 
ascertaining  medical  information, 
and  expanded  use  of  certified 
medical  assistants  in  office  set- 
tings. Once  again,  I urge  you  to 
give  the  Transactions  your  careful 
scrutiny. 

* * * 

The  medical  profession  has  suf- 
fered the  slings  and  arrows  of 
outrageous  opponents  for  many 
years,  especially  from  certain 
media  big  wigs.  Chief  among 
them  is  the  editorial  staff  of  The 
New  York  Times.  Witness  the  lead 
editorial  of  Sunday,  May  29,  1994, 
titled  “The  AMA— Deja  Vu, 
Again.” 

They  write,  “Until  recently,  it 
looked  as  if  the  American  Medical 
Association  would  vigorously  sup- 
port national  health  reform  and 
thereby  end  an  inglorious  50-year 
record  of  steadfast  opposition.  . . . 
But  now  ...  it  has  backed  away 
from  employer  mandates  and  last 


week  proposed  a bill,  laughingly 

named  the  Patient  Protection  Act, 
that  could  eviscerate  the  Clinton 
plan.  Same  old  AMA.”  (All 
elisions  are  editorial,  for  the  sake 
of  brevity,  and  not  substantive.) 

Although  I am  not  in  accord 
with  some  elements  of  the  AMA 
plan,  I hardly  think  the  AMA  is 
a prime  player  in  “eviscerating” 
the  Clinton  plan.  The  Con- 
gressional Republicans  and  even 
the  Clintonian  Democrats  have 
seen  to  that.  President  Clinton 
has  conceded  that  almost  nothing 
in  his  more  than  1,300-page  plan 
is  inviolable,  not  subject  to 
change  or  deletion. 

But  let  us  continue.  “These 
[managed  care]  health  plans  are 
clamping  down  on  costs  by 
squeezing  out  inappropriate  treat- 
ment that  layers  of  unnecessary 
specialists  are  providing.”  Really? 
Who  confirmed  the  accuracy  of 
the  terms  'inappropriate”  and 
“unnecessary”?  The  Times  should 
ask  members  of  Congress  if  they 
would  abandon  their  type  of  cov- 
erage for  the  typical  managed 
care  plan  that  produces  huge 
profits  for  the  insurers.  The  Times 
should  ask  Canadians  why  they 
come  to  the  United  States  for 
care.  The  Times  should  consider 
that  indiscriminate  rationing  is 
not  cost-effective,  only  punitive. 

“The  AMA  would  prohibit 
health  plans  from  firing  doctors 
‘without  cause — a pernicious 
provision.”  So  now  The  New  York 
Times  would  abolish  due  process! 
It’s  not  enough  that  we  have  been 
denigrated  ad  tedium.  Now  we 
are  not  even  entitled  to  the  legal 
protection  afforded  the  most 
down-trodden. 

“Under  the  AMA  bill,  a health 
plan  could  deny  payment  . . . only 
if  the  attending  doctor  was  over- 
ruled by  a physician  in  the  same 
specialty  . . .;  the  bill  would  lead 
to  the  ludicrous  situation  where  a 
neurosurgeon  could  not  second- 
guess  an  orthopedic  surgeon’s 
treatment  of  lower  back  pain.” 
Get  real,  Times  editor,  or,  for  your 
attitude,  you  can  have  a 
dermatologist  determine  how 


your  disc  problem  will  be  han- 
dled. 

“Health  plans  need  the  flex- 
ibility to  . . . get  at  unnecessary  or 
inappropriate  procedures  . . . that 
account  for  as  much  [as]  one  in 
every  three  health  dollars.”  As  my 
old  biochemistry  professor  would 
ask,  “What’s  your  evidence?”  If 
the  Times  has  such  information,  it 
should  reveal  it  and  we  could  stop 
all  the  rhetoric  about  health  care 
reform;  there  would  be  enough 
money  to  correct  all  the  economic 
ills  now  existing. 

Finally,  the  Times  refuses  to 
accept  any  need  for  relief  from 
antitrust  rules,  saying  that  would 
“undermine  reforms  . . . that  at- 
tempt ...  to  drive  down  health 
costs.  Once  again,  we  hear  about 
costs,  costs,  costs.  If  this  is  the 
pivot  around  which  health  care 
resolves,  the  Times  should  con- 
cede the  business  nature  of  the 
debate  and,  in  all  fairness,  agree 
to  bilateral  bargaining  rights. 

* * * 

We  began  this  editorial  re- 
counting the  new  and  welcome 
mutual  trust  developing  in  New 
Jersey  between  the  executive 
branch  of  government  and  the 
practicing  physicians.  Unhappily, 
we  ended  it  by  noting  the  mutual 
mistrust  that  has  existed,  and  con- 
tinues to  exist,  between  many  of 
the  media  and  American 
medicine.  (If  I didn’t  mind  being 
redundant,  I would  repeat  my  ob- 
servation that  journalistic  ethics  is 
an  oxymoron.)  It  is  a depressing 
fact  of  life  that  the  media  wants 
to  consider  only  the  dark  side  of 
life.  By  digging  so  assiduously  for 
dirt,  they  often  fail  to  see  the 
flowers  or  the  sunshine.  □ 
Howard  D.  Slobodien,  MD 

It  is  a vice  to  trust  all,  and 
equally  a vice  to  trust  none. 

Seneca,  Letters  to 
Lucilius , 1st  cent. 

The  most  mistrustful  are 
often  the  greatest  dupes. 

Cardinal  De  Retz, 
Memo  ires,  1718 
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NEW  JERSEY  MEDICINE 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  5 is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 ■3'4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon5'  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000  s NDC 
53159-001-10. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 


PALISADES 

PHARMACEUTICALS,  INC. 

64  North  Summit  Street 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 


MEUijl 

Don't  Buy  Medical  Practice  & Office  Management 
Automation  Until  You  Have  Talked  to  Us, 

The  #1  Specialist  In  The  Region 


ARE  YOU  COLLECTING  ALL  THE 
MONEY  YOU’VE  EARNED? 

The  solution  is: 

"The  System"  by  MEDIX 

- ELECTRONIC  SUBMISSION  OF  CLAIMS  TO  MOST  CARRIERS 

- PROFILE  TRACKING  OF  INSURANCE  COMPANY  PAYMENTS 
- CLEAR  STATEMENTS  SHOWING  PATIENT  PORTION  DUE 

VS.  INSURANCE  PORTION  DUE 


P.O.  Box  10079  • Newark,  N.J.  07101-3079 


Call  201-648-0008  Ext.  181 
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IBM  is  a registered  trademark  of  the 
International  Business  Machines  Corporation 
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Sometimes  A Doctor 
Needs  A Specialist  Too! 

At  PHYLLIS  KESSEL  ASSOCIATES  we  have 
been  handling  the  marketing  needs  of 
physicians  for  more  than  sixteen  years  . , . 
with  sensitivity,  confidentiality,  good  taste 
and  astounding  results! 

We  have  been  providing  effective,  high- 
profile  public  relations  and  education  for 
more  than  100  of  your  colleagues,  achieving 
an  impressive  record  of  success  as  evidenced 
by  our  ever-growing  client  list. 

Write  or  call  to  receive  no-obligation 
information  about  how  our  Medical 
Marketing  Division  can  work  for  you. 

The  Medical  Marketing  Division  of  PHYLLIS 
KESSEL  ASSOCIATES  . . . because 
sometimes  a doctor  needs  a specialist  too! 


. a division  of 


fTledical  marketing-, 

phyllis  kessel  associates 


780  WEST  PARK  AVENUE  • OAKHURST,  NJ  07755 
908-531-7080 
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...Your  patient  could  be  exhibiting  symptoms 
indicating  a sleep  disorder.  We  can  help. 

The  Sleep  Disorders  Institute  staff  includes  : 
physicians  certified  by  the  American  Board  of 
Sleep  Medicine.  With  locations  throughout  the 
state,  the  center  offers  immediate  access  for 
competent,  experienced  sleep  diagnostics 
services. 

The;’  . d - has  successfully 

worked  with  hundreds  of  referring  physicians, 
by  offering. . . 

Professionalism:  For  over  a decade, 
our  staff  has  treated  thousands  of  patients  with 
sleep  disorders  — each  with  the  courtesy  and 
competence  you  would  expect  in  your 
own  office. 

Efficiency:  State-of-the-art  evaluation  tech- 
niques, including  our  home-like  overnight 
testing  center  and  in-home  testing  services.  We 
put  patients  back  in  your  care  in  the  shortest 
possible  time. 

Results:  Scheduling  is  usually  possible  within 
24  hours;  a telephone  report  to  the  referring 
physician  follows  a day  after  the  evaluation;  full 
written  reports  via  fax,  by  hand  or  regular  mail 
as  requested. 

For  further  information  regarding  the  Sleep 
Disorders  Institute,  call  our  patient  care 
coordinator  today:  1-800-327-5337. 

Now  a Medicare  Participating  Facility! 

The  Sleep  Disorders  Institute  is  a Medicare 
participating  facility  and  accepts  assignment 
for  all  medicare  patients.  In  addition,  services 
are  reimbursed  by  all  commercial  earners  and 
a vast  majority  of  HMO  and  managed  health 
care  programs. 


snoring/sleep  apnea 


fatigue/poor  sleep  quality 


insomnia/nighttime  myoclonus 


narcolepsy  and  more. 


Disorders 

Institute 
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LUEST  EDITORIAL 


EALTH  CARE  REFORM 


Few  public  issues  have  gripped 
; >ur  attention  so  much  as  health 
j -are  reform.  Hardly  a day  passes 
! vithout  discussion  of  the  implica- 
tions for  our  patients,  our  prac- 
tices, and  our  professional  satis- 
action.  Much  has  been  written 
md  the  debate  continues. 

The  President  s Health  Securi- 
ty Plan  has  been  announced  and 
s the  target  of  intense  scrutiny. 
Legislatures  will  be  concerned  in 
the  coming  years  with  fashioning 
i health  care  system  that  prom- 
ises equity,  universality,  and 
security  to  all  and,  at  the  same 
time,  addresses  the  problems  of 
cost  and  resource  allocation. 

While  federal  initiatives  may 
serve  as  the  background  for  na- 
tional reform,  implementation  re- 
mains the  prerogative  of  the  in- 
dividual states  in  our  democratic 
society.  Input  will  come  from  all 
sectors,  professional  and  non- 
professional, and,  whereas  health 
care  workers  may  believe  they 
have  the  inside  track  on  what  is 
perceived  to  be  the  medical 
profession  s best  interests,  it  is  be- 
coming clearer  that  all  citizens,  as 
the  ultimate  “consumers’  of  the 
health  care  product,  will  become 
more  assertive  in  terms  of  expec- 
tations in  health  care  delivery. 

It  has  been  argued  that  the  care 
of  the  sick  is  the  responsibility  of 
the  physician,  whereas  preventive 
care  is  everyone’s  responsibility. 
Acknowledging  a greater  empha- 
sis on  preventive  care  and  public 
health,  it  remains  to  be  de- 
termined to  what  extent  the 
public  will  be  willing  (and  able) 
to  assume  such  responsibility. 

In  this  special  issue  of  NEW 
Jersey  Medicine,  we  will  ex- 
amine several  aspects  of  health 
care  reform  and  explore  spe- 
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cifically  how  we,  in  New  Jersey, 
are  addressing  this  phenomenon. 

New  Jersey  has  been  an  activist 
state.  While  some  other  states 
have  achieved  notoriety  through 
their  innovations.  New  Jersey  has 
acted  in  response  to  its  own 
unique  pressures  to  seek  to  ac- 
commodate its  populace.  Joseph 
N.  Micale,  MD,  immediate  past- 
president  of  the  Medical  Society 
of  New  Jersey  (MSNJ),  points  out, 
in  his  introductory  overview,  how 
New  Jersey  has  chosen  a de- 
regulatory,  proeompetitive  path 
toward  change.  Instituting  a 
series  of  insurance  reforms  has 
helped  to  make  it  easier  for  in- 
dividuals to  obtain  health  in- 
surance at  affordable  rates. 

Nevertheless,  the  move  toward 
an  environment  dominated  by 
managed  care  raises  other  issues 
needing  attention:  competition 

for  clientele,  economic  con- 
straints, and  threats  to  the  prac- 
tice autonomy  of  physicians. 
Managed  care,  essentially  a 
process  by  which  health  in- 
surance can  be  provided  equit- 
ably, comprehensively,  and  in  the 
most  cost-efficient  manner,  pre- 
sents certain  confounding  dilem- 
mas for  health  care  professionals, 
especially  physicians,  who  view  it 
as  onerous,  intrusive,  and  disrup- 
tive of  the  patient-physician  rela- 
tionship. 

At  the  root  of  health  care 
reform  is  the  question:  What 
do  we  wish  to  achieve?  In  a series 
of  provocative  essays,  Joseph 
d Oronzio,  Benjamin  R.  Barber, 
and  Robert  Olick  examine  the 
ethical  and  social  underpinnings 
of  concern  about  health  and 
health  care  and  the  basis  for  de- 
fining our  health  care  needs. 

Pamela  S.  Dickson  and  Anne  R. 


Davis  help  to  orient  us  to  national 
and  state  initiatives  in  reconciling 
cost  and  access.  Neil  E.  Weisfeld, 
MSNJ’s  director  of  Education, 
Research,  and  Regulatory  Affairs, 
provides  an  analysis  of  New 
Jersey’s  developments,  giving  im- 
portant insights  into  how  our 
state’s  policies  are  formulated  and 
implemented.  Anne  Weiss,  the 
executive  director  of  New  Jersey’s 
Essential  Health  Services  Com- 
mission, informs  us  of  that  agen- 
cy’s role  in  policy  and  program 
development. 

Recognizing  the  paradigm  shift 
toward  a greater  role  for  preven- 
tive care,  Donald  B.  Louria,  MD, 
focuses  on  new  methodologies  for 
training  future  physicians  to  work 
effectively  in  a “new’  system  of 
health  care  resulting  from  what 
he  calls  the  most  dramatic 
changes  in  the  profession  since 
the  Flexner  report  earlier  this 
century. 

These  articles  by  no  means  ex- 
haust the  topic  of  health  care  re- 
form. Moving  from  these  some- 
what philosophical  treatments. 
New  Jersey  Medicine  will  pub- 
lish another  series  of  papers  look- 
ing at  more  concrete  issues,  in- 
cluding managed  care,  physician 
and  institutional  organization  with 
respect  to  newer  health  care  “en- 
tities,’ legal  implications  of  physi- 
cians’ contractual  arrangements, 
malpractice  issues,  and  regulatory 
affairs. 

How  will  these  changes  impact 
on  the  traditional  perspective  of 
the  practice  of  medicine?  How 
will  physicians  accommodate? 
Read  along  with  us  as  medicine 
undergoes  some  of  the  most  pro- 
found operational  changes,  per- 
haps, since  Hippocrates.  □ Alan 
J.  Lippman,  MD,  guest  editor 
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EDITORIAL  CRITERIA 
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CONTENT 


New  Jersey  Medicine  is  the 
official  organ  of  the  Medical 
Society  of  New  Jersey.  The  goals 
are  educational  and  informational. 
All  material  published  is 
copyrighted  by  the  Medical 
Society  of  New  Jersey. 

The  educational  contents  of 
each  issue  appear  as  scientific 
articles,  based  on  research,  or- 
iginal concepts  relative  to 
epidemiology  of  disease,  and 
treatment  methodology;  case  re- 
ports; review  articles;  clinical 
notes;  state  of  the  art  reports;  and 


special  articles,  that  include 
evaluations,  policy  and  position 
papers,  and  reviews  of  nonscien- 
tific  subjects.  Other  topics  in- 
clude professional  liability  com- 
mentary; critical  narration; 
medical  history;  pediatric  briefs; 
nutrition  update;  and  opinions. 
Editorials  are  prepared  by  the 
editor  and  by  guest  contributors 
on  timely  and  relevant  subjects. 
The  Doctors’  Notebook  section 
contains  organizational  and  ad- 
ministrative items  from  the 
Medical  Society  of  New  Jersey 


and  from  the  community.  Letters 
to  the  editor  and  book  reviews  are 
welcome  and  will  be  published  as 
space  permits. 

The  principal  aim  in  the 
preparation  of  a contribution 
should  be  relevance  to  diagnosis 
and  treatment  and  to  the  educa-  * 
tion  of  patients  and  professionals. 
Preference  will  be  given  to 
authors  from  New  Jersey  and  to 
out-of-state  lecturers  submitting  a 
suitable  manuscript  based  on  a 
presentation  made  to  an  audience 
in  New  Jersey. 


COPYRIGHT 


In  compliance  with  the 
Copyright  Revision  Act  of  1976 
(effective  January  1,  1978),  a 
transmittal  letter  or  a separate 
statement  accompanying  material 
offered  to  NEW  JERSEY  MEDICINE 
must  contain  the  following 


language  and  must  be  signed  by 
all  authors. 

"In  consideration  of  New 
Jersey  Medicine  taking  action  in 
reviewing  and  editing  my  sub- 
mission, the  author(s)  under- 
signed hereby  transfers,  assigns, 


or  otherwise  conveys  all  copyright 
ownership  to  the  Medical  Society 
of  New  Jersey,  in  the  event  that 
such  work  is  published  in  NEW 

Jersey  Medicine.” 


SPECIFICATIONS 


Submit  two  manuscripts  that 
must  be  typewritten  and  double 
spaced  on  8V2"  by  11"  paper. 
Statistical  methods  used  in 
articles  should  be  identified. 

The  title  page  should  include 
the  full  name,  degrees,  and  affilia- 
tions of  all  authors,  and  the  name 
and  address  of  the  author  to 
whom  reprint  requests  and  cor- 
respondence should  be  sent. 

The  author  should  submit  a 30- 
word  abstract  to  be  used  at  the 
beginning  of  the  article. 

Tables  must  be  typewritten  and 
double  spaced  on  separate  8V2"  by 
11"  sheets,  with  a title  and 
number.  Symbols  for  units  should 
be  confined  to  column  headings. 


and  abbreviations  should  be  kept 
to  a minimum. 

Illustrations  should  be  profes- 
sional quality,  black-and-white 
glossy  prints.  The  name  of  the 
author,  figure  number,  and  the  top 
of  the  figure  should  be  noted  on  a 
label  attached  to  the  back  of  each 
illustration.  When  photographs  of 
patients  are  used,  the  subjects 
should  not  be  identifiable  or 
publication  permission,  signed  by 
the  subject  or  responsible  person, 
must  be  included  with  the  photo- 
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The  practice  of 
medicine  in  an 
era  of  reform 

Joseph  N.  Mieale,  MD 


These  keynote  remarks  were  delivered  by  the  Medical  Society 
i of  New  Jersey’s  immediate  past-president  at  a health  care 
system  reform  conference.  The  author  reviews  the  state  of 
health  system  reform  confronting  New  Jersey  physicians,  and 
i the  need  to  work  together  for  change. 


-jr-  n November  1993,  New 

| | Jersey  inaugurated  a new 

' governor,  representing  a 
JL  change  in  the  political 
I party;  a change  in  philosophy  by 
l the  state  administration;  a change 
i in  gender;  and  a continuity  in  the 
( commitment  to  health  system  re- 
form. 

Allow  me  to  review  the  state  of 
health  system  reform  that  con- 
fronts physicians. 

Since  the  enactment  of  the 
Health  Care  Reform  Act  on  Nov- 
ember 30,  1992,  New  Jersey  has 
been  a reform  state.  Unlike 
several  other  states,  however, 
New  Jersey  has  chosen  a de- 
regulatory,  procompetitive  path 
toward  change.  We  have  ended  a 
system  of  hospital  rate  setting  that 
dominated  health  policy  for  the 
previous  15  years.  Under  bipar- 
tisan leadership,  we  have  in- 
stituted a series  of  insurance  re- 
forms—making  it  easier  for  peo- 
ple at  high  risk  to  obtain  health 
insurance  at  affordable  rates.  We 
have  set  up  a system  of  five  stan- 
dard health  insurance  plans,  plus 
an  HMO  package,  that  is  available 
to  all  small  employers  and  in- 
dividuals. And,  health  reform  in 
New  Jersey  includes  efforts  to 
change  uncompensated  care.  In- 
stead of  merely  reimbursing  hos- 


pitals for  all  free  care,  we  are 
developing  a program  of  subsi- 
dized insurance  so  that  people 
who  now  are  uninsured  can  ob- 
tain health  insurance  and  become 
paying  patients. 

But,  change  in  New  Jersey  in- 
volves more  than  deregulation. 
We  also  are  rapidly  evolving  into 
an  environment  dominated  by 
managed  care. 

What  does  managed  care 
portend  for  New  Jersey  physi- 
cians? Mainly,  and  over  the  long 
term,  managed  care  signals 
greater  competition  for  patients — 
or,  in  the  new  lexicon,  for  “cov- 
ered lives. 

Managed  care  also  indicates 
price  suppression.  Physician  fees 
and  income  will  be  constrained. 
Capitation  arrangements  place 
physicians  at  financial  risk  for 
higher  than  expected  utilization. 

And,  that  is  not  all.  As  most  of 
us  are  learning,  managed  care 
means  less  practice  autonomy  by 
physicians.  Third-party  payers  are 
the  new,  sometimes  uninvited 
partners  in  clinical  decision  mak- 
ing. 

Our  experts  in  managed  care 
have  spoken  eloquently  about  the 
new  opportunities  that  many 
proactive  physicians  will  enjoy  in 
an  era  of  managed  care.  Our 


purpose  here  is  not  to  discuss 
managed  care  per  se.  Our 
purpose  here  is  to  explore  how 
actions  taken  by  state  government 
during  the  next  four  years,  under 
Governor  Christie  Whitman,  are 
likely  to  affect  the  practice  of 
medicine,  so  that  we  can  best 
prepare  and  position  ourselves  to 
our  advantage. 

There  are  other  aspects  of  re- 
form: New  ways  must  be  found  to 
finance  graduate  medical  educa- 
tion that  had  been  supported 
through  regulated  hospital  rates. 
The  Board  of  Medical  Examiners 
has  embarked  on  a course  of  re- 
gulating the  “business  practice  of 
medicine,”  greatly  expanding  its 
potential  influence  over  medical 
practices.  Changes  in  the  certifi- 
cate-of-need  (CN)  process  place 
physicians  under  the  control  of 
CN  regulations.  Bans  on  so-called 
“self-referrals  place  additional 
restrictions  on  medical  coordi- 
nation of  care.  Finally,  new  reg- 
ulatory bodies  — most  notably,  the 
Essential  Health  Services  Com- 
mission— are  becoming  at  least  as 
important  as  the  Department  of 
Health  in  creating  and  im- 
plementing health  policy  in  our 
state. 

Moreover,  we  all  are  keenly 
aware  that  the  face  of  change  in 
medicine  also  involves  national 
reforms.  Health  alliances  may 
emerge  as  huge  purchasing  coop- 
eratives controlling  the  market  for 
health  care.  The  Clinton  adminis- 
tration has  proposed  a system  of 
caps  on  health  care  spending.  The 
federal  administration  also  has 
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proposed  the  creation  of  a Na- 
tional Health  Board  to  dominate 
the  health  care  system. 

Besides  change,  and  the  dis- 
comfort of  change,  we  are  em- 
barking on  an  era  of  choices.  As 
physicians,  we  can  choose,  for  ex- 
ample, to  fight  to  preserve  the 
status  quo,  to  preserve  many 
familiar  features  of  the  health 
system:  undisputed  physician 

autonomy;  fee-for-service  preva- 
lence in  the  marketplace;  the 
presence  of  a large  uninsured 
population,  approximately  one 
million  of  the  seven  million  peo- 
ple in  New  Jersey;  an  almost 
hopelessly  inadequate  Medicaid 
system;  soaring  health  care  costs, 
as  health  care  already  consumes 
one  dollar  of  every  seven  dollars 
spent  in  our  state  or  nationwide; 
and  a declining  physician  image. 

Or,  instead  of  that  status  quo, 
we  can  choose  to  support  and  in- 
fluence the  course  of  change.  We 


can  work  to  preserve  fee-for- 
service  as  a friendly  alternative  to 
managed  care.  We  can  promote 
formal  negotiation  as  a means  of 
setting  reimbursement  rates.  We 
can  help  assure  that  quality  of 
care  is  protected  in  every  aspect 
of  reform.  We  can  resist  over- 
regulation, excessive  paperwork 
burdens,  and  inflexible  spending 
caps  that  will  punish  sick  people. 

There  is  another  dimension  of 
choice  facing  New  Jersey  physi- 
cians: the  decision  to  embark  on 
internal  changes  in  the  way  we 
work. 

The  era  of  cost  constraints 
forces  us  to  demonstrate  value  in 
the  services  we  provide  to  pa- 
tients. We  need  to  show  that  we 
are  providing  optimal  care  at 
limited  cost. 

We  can  choose  to  change  by 
developing  more  effective  link- 
ages and  groups  to  enhance 
physicians’  market  leverage. 


We  can  act  as  prudent  business  f 
people  instead  of  acting  as  if  busi-  1 
ness  decisions  are  not  part  of 
medical  practice.  Some  people 
may  believe  that  physicians  must 
not  behave  as  wise  business  peo- 
ple. This  view  is  not  informed  by 
a knowledge  of  economics. 

And,  we  can  choose  to  improve  J 
our  communication  skills — our 
ability  to  negotiate,  our  ability  to 
work  together  with  patients  and 
with  other  health  care  personnel, 
and  our  ability  to  influence  the 
general  public. 

So,  change  is  not  just  a matter 
of  external  pressure.  It  also  is  a 
matter  of  what  we  do  as  in- 
dividuals, as  groups,  and  as  a 
profession.  ■ 

Dr.  Micale  is  the  immediate  past-presi- 
dent of  the  Medical  Society  of  New 
Jersey.  These  keynote  remarks  were 
delivered  at  a conference  on  January 
26,  1994. 
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What  is  the  good 
of  health  care  system 
reform? 

Joseph  C.  d’Oronzio,  PhD,  MPH 


The  ethics  of  health  care  system  reform  are  best  viewed  as 
parallel  to  clinical  ethics.  The  individual  good  of  patient  care 
is  a microcosm  of  the  social  good  of  reform.  By  writing  clinical 
ethics  "large”  we  may  help  construct  a new  American  "health 
care  Commons,  ” matching  public  good  and  private  interests. 


■■  ■ ■ he  day  President  Clinton 
delivered  his  Health 

I Security  Act  to  Congress, 

JL.  the  movement  took  to 
the  streets.  Hillary  Rodham  Clin- 
ton sat  before  a congressional 
committee  later  that  week  and 
spoke  of  her  education  in  health 
care. 

“Gentlemen,”  she  began,  “the 
first  thing  I learned  from  talking 
to  the  American  people  about 
health  care,  is  that  there  are  280 
million  health  care  experts  out 
there.” 

The  committee  members 
smiled  politely.  Waving  his  hand 
i in  recognition  of  the  jest,  the 
committee  chairman  gazed  down 
upon  the  First  Lady. 

“And,”  he  said,  “there  are  50 
states  in  the  union.”  That  got  a 
laugh. 

Both  of  these  gestures  at  uni- 
versality— enumerating  the  entire 
population  of  the  country  and 
counting  every  state  govern- 
ment— are  central  to  the  issue  of 
reforming  our  health  care  de- 
livery systems.  The  states  have 
been  left  with  all  the  problems 
not  solved  by  either  the  federal 
government  or  private  insurers. 
New  Jersey  has  been  a prominent 
player  in  state  innovations.  As  the 
thrust  of  this  special  issue  of  NEW 
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JERSEY  Medicine  amply  dem- 
onstrates, the  commitment  still  is 
as  strong  as  the  problems  are 
persistent.  The  role  of  the  50 
states  is  one  epicenter  of  the 
political  universe  of  health  de- 
livery reform. 

When  one  speaks  of  the  ethical 
universe  of  health  care  delivery 
reform,  however,  we  need  first  to 
address  the  other  epicenter — the 
people.  Politics  is  ethics  writ 
large.  If  the  first  principle  of 
clinical  ethics  is,  “the  patient 
comes  first,”  then  the  foremost 
consideration  of  system  reform  is 
the  health  benefits  of  the  people. 
This  is  the  “good”  of  health  care 
reform.  There  are  “280  million 
experts  out  there  because  it  is 
the  experiences  ol  individuals 
that  makes  health  care  real,  con- 
crete, and  meaningful.  It  is  not 
difficult  to  conjure  up  an  ethical 
obligation  to  each  and  all  of  them. 

Are  we  not  a society  that  cares 
for  the  more  vulnerable  and  dis- 
advantaged among  us?  The  rhe- 
toric of  this  question  carries  con- 
siderable weight.  We  already 
have  answered  affirmatively  in 
the  context  of  unemployment, 
social  security,  health  care  for  the 
elderly,  education  for  the  young, 
and  universal  civil  rights  for  a 
whole  range  of  individuals  of 


diverse  color,  religion,  physical 
ability,  and  sex,  to  name  only  a 
few  of  the  categories.  In  this  con- 
text, reforming  the  delivery 
system  is  the  extension  of  the  first 
ethical  imperative  of  the  healing 
professions  into  a social  realm. 
This  “good  of  reform  is  a 
macroscopic  parallel  to  doing 
right  by  an  individual  who  has 
become  ill. 

Teach  one.  There  is,  in  ad- 
dition, a social  benefit  secondary 
to  the  universal  delivery  of  health 
care.  No  matter  how  we  organize 
the  delivery  of  health  care,  we  are 
teaching  the  values  embodied  in 
the  system.  If,  as  is  the  case,  ac- 
cess to  care  for  all  is  not  a part 
of  the  delivery  system,  we  are 
hard  put  to  maintain  the  universal 
good  of  health  care  as  a value. 
Insofar  as  every  social  institution 
conveys  its  values  by  its  practices, 
this  hypocrisy  darkens  the  bright 
mosaic  of  our  social  commit- 
ments. It  may  be  argued  that  the 
widening  breech  between  the 
practice  of  health  care  delivery 
and  the  larger  social  values  we 
hold  dear  is  at  the  root  of  health 
care  reform  initiatives. 

So,  we  must  add  to  the  initial 
overriding  ethical  virtue  of  pro- 
viding health  benefits  to  all  in- 
dividuals, the  educational  impact 
of  the  system  itself.  That  is,  a 
reformed  system  of  health  care 
delivery  also  will  exemplify  and 
teach  social  goods  responsive  to 
the  broader  social  values  we  have 
embraced.  As  we  shall  see,  educa- 
tion also  is  of  practical  importance 
for  the  system  to  work. 
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More  than  one  philosopher  has 
remarked  that  of  all  the  human 
traits,  a common  sense  of  good  is 
the  one  most  often  claimed  by  all, 
but  recognized  by  few.  Politics 
also  is  frequently  the  errant  child 
of  ethics.  The  political  trick  is  to 
formulate  the  ethical  values  of 
health  reform  into  a clear, 
legislative  voice.  There  are  some 
preliminary  steps  to  this  exercise 
of  writing  ethics  so  large. 

TELLING  THE  TRUTH 
ABOUT  RELORM 

In  wars  of  partisan  ideology, 
the  first  casualty  is  the  truth. 
Given  the  contentiousness  of  the 
political  debate  over  health  care 
reform,  truth  telling  must  be  the 
first  ethical  issue  to  address.  The 
value  of  truth  telling,  in  a clinical 
setting,  is  not  simply  to  ‘face  the 
facts’  of  the  matter.  By  putting 
the  facts  on  the  table,  it  is  an 
opportunity  to  explore  underlying 
assumptions  and  values.  “Do  we 
[really]  need  reform  of  the  health 
delivery  system?  We  may  not  get 
an  answer  that  we  will  all  accept 
as  the  truth,  but  asking  the  ques- 
tion will  tease  out  the  values  and 
supportable  facts  we  need  to  clari- 
fy that  we  mean  by  the  “good’  in 
health  care. 

No  one  has  seen  enough  cases 
of  “truth  or  “good’  to  qualify  as 
an  expert  consultant.  There  are 
those  who  have  denied  that  there 
is  a need  to  reform  the  current 
systems  of  delivering  care.  A 
sincere  account  of  their  negative 
response  to  the  question  will  spell 
out  a concept  of  health  care  and 
of  social  values  just  as  surely  as 
one  that  ardently  supports  health 
care  delivery  reform. 

We  need  to  hear  guileless 
statements  of  principle  from  those 
who  disagree  with  us.  This  pri- 
mary value  of  telling  the  truth 
facilitates  exploration  of  honest 
differences.  It  is  an  ethical  value 
the  full  dimensions  of  which  are 
immediately  recognizable  by 
every  health  care  provider.  Tell- 
ing the  truth  engenders  trust  in 
judgment,  ensures  the  integrity  of 
the  critique,  and  places  a check 


on  fantasy  and  denial.  It  also  is 
a social  value  at  the  very  core  of 
the  democratic  dialogue  that  dis- 
ciplines our  duty  to  agree  to  dis- 
agree with  reasonableness.  The 
alternatives  are  the  political  tac- 
tics of  demagoguery,  fear  monger- 
ing,  temporizing,  and  filibuster. 
Communicating  honest  differ- 
ences is  what  dies  in  partisan  con- 
flict. 

So,  let  us  sedate  all  those  little 
gremlins  who  play  gloomy  games 
in  our  gray  matter,  rearranging 
our  best  synapses.  It  is  hard 
enough  to  grapple  with  the  real 
dilemmas  of  health  care  delivery 
reform.  To  insinuate  partisan 
ideology  into  this  serious  debate 
short  circuits  civic  conversation 
and  is  an  unethical  breech  of  faith 
and  good  will. 

PRIORITIES  & ECONOMICS 

“There  is  no  getting  around  it,” 
we  often  hear,  “if  you  cut  costs, 
you  will  cut  quality.  And  the  re- 
joinder: “There  are  many  ex- 
pensive therapies  that  go 
nowhere.  More,  and  expensive 
care,  is  not  always  quality  care.” 

Perhaps  nothing  so  conflicts  us 
as  the  money  question.  To  get  the 
best  care  in  the  world,  we  think 
we  have  to  pay  the  highest  dollar. 
If  we  must  contain  costs,  we  fear 
compromised  care.  How  can  we 
get  the  best  care  and  contain 
costs?  The  conflict  appears  to  us 
to  be  between  the  intrinsic  value 
of  our  health  and  the  value  of  the 
money  with  which  we  buy  health 
care,  or  some  other  desirable 
goods.  Are  there  ethical  dimen- 
sions to  this,  or  are  we  in  a 
straight-forward  “guns  or  butter 
quandary? 

We  need  to  ask,  “What  is  the 
climate  that  sustains  this  con- 
flict?” What  have  we  apparently 
agreed  to  disagree  about?  Both 
sides  of  this  debate  accept  mea- 
suring priorities  by  the  price  of 
this  or  that  medical  service.  At  the 
same  time,  neither  is  ready  to  ac- 
cept economics  as  a definitive 
measure  of  value.  In  short,  we  are 
ambivalent  because  we  have  no 
moral  common  ground. 


Setting  priorities  is  about  both 
“access’  and  “comprehensive-  I 
ness”  of  health  care.  Who  gets  j 
what  care?  Money  is  our  accepted 
marker  for  the  quantity  of  care— 
how  many  of  the  uninsured  for 
whom  we  can  pay.  But  the  cal-  i 
cuius  for  the  noneconomic  “good” 
of  quality  care  is  less  well 
established.  We  have  been  able  to 
ignore  these  distinctions  and  for 
years  we  tried  the  easy,  “money 
is  no  object”  approach.  That 
formula  finally  is  up  against  the 
quantity  barrier  of  limited  dollars. 
As  we  strain  in  the  search  for  an 
alternative,  we  fear  the  decline  of 
quality.  The  “ethical  dilemma”  is 
contained  within  the  choices  re- 
quired to  balance  “access”  and 
“comprehensiveness,”  “scope” 
and  “appropriateness,”  “quantity” 
and  “quality,”  and  “universality” 
and  “cost  containment.” 

To  illustrate  the  “quantitative” 
side  first,  let  us  look  at  the  access 
wager  New  Jersey  made  with  the 
Health  Care  Financing  Adminis- 
tration (HCFA)  more  than  a de- 
cade ago.  The  New  Jersey  De- 
partment of  Health  (DOH)  bet 
that  we  could  use  the  diagnosis- 
related  group  (DRG)  system  to 
contain  (read  “regulate”)  hospital 
costs  so  well  that  we  will  deliver 
care  for  less  than  it  would  cost  if 
we  stayed  within  the  Medicare 
rules.  The  cost-benefit  trick,  as 
we  know,  was  to  maintain  both 
the  scope  and  appropriateness  of 
the  care  under  the  waiver. 

A separate  layer  of  funding  was 
introduced  to  account  for  the 
uninsured  patients  in  hospitals, 
who  might  otherwise  raise  the 
cost  and  diminish  the  access 
profile.  The  late  Uncompensated 
Care  Trust  Fund  required  all  the 
insured  patients  to  accept  a 
surcharge  on  their  bills  to  be  re- 
distributed to  the  hospitals  that 
delivered  care  to  patients  who 
had  no  insurance.  This  “managed 
cost  shifting”  was  a bold  innova- 
tion, widely  supported  even  as  it 
seemed  to  put  in  place  incentives 
that  were  to  strain  some  aspects 
of  the  larger  financing  system  of 
which  it  was  a part. 
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The  New  Jersey  experiment  in 
ill-payer  DRG  reimbursement 
vas  watched  with  cautious  ad- 
niration  by  the  other  49  states.  In 
L988,  however,  Medicare  upped 
he  ante  by  lowering  their  fee 
Lchedule  and,  by  1992,  DOH 
hrew  in  its  cards  and  pushed 
iway  from  the  gaming  table.  The 
experiment  fell  apart  because 
nore  uninsured  health  care  was 
delivered  than  could  be  tolerably 
cost  shifted  and  surcharged. 
There  was  a limit  to  the  amount 
:>f  money  allowed  in  the  system, 
and  cash  trumped  care. 

The  Legislature,  recently,  let 
the  pendulum  swing  from  its  reg- 
ulatory apex  in  a liberated  gesture 
of  confidence  in  the  “market. 
!'Now,  as  it  arcs  rapidly  toward  a 
deregulated  system,  we  need  to 
ask  if  the  assumptions  really  have 
changed.  That  is,  will  this  de- 
regulation place  a priority  on  high 
quantity,  full  scope,  broad  access 
to  medical  care,  correcting  the 
system-gaming  of  high  regula- 
tion? Or,  will  the  desired  cost- 
containment,  resulting  from  the 
interplay  of  market  forces,  tilt  the 
flow  of  money  to  those  providers 
who  do  not  have  the  expenses  of 
high-volume-low-paying  custom- 
ers? Will  cash  trump  again  if 
there  is  no  discipline  to  assure 
universal  access  to  the  market- 
place? 

PRIORITIES  AND 
QUALITY  CARE 

The  other  horn  of  the  dilemma 
is  “comprehensiveness,”  the 
qualitative  side  of  the  issue.  For 
as  we  have  worked  with  a limited 
number  of  insured,  in  the  past, 
the  liberated  financial  streams 
enabled  us  to  expand  the  range  of 
appropriate  services.  Now,  as  we 
expand  access,  we  must  turn  to 
the  issue  of  prioritizing  which  re- 
sources will  be  appropriate  for  all. 

Many  have  looked  to  the  Or- 
egon initiative  as  the  model  for 
this  exercise.  It  involves  some 
degree  of  community  standard 
consensus,  it  has  a clear  focus  on 
public  health  benefits,  and  it  sorts 
out  priorities  on  outcome  mea- 


sures as  much  as  possible.  The 
Oregon  model,  however,  is  a 
waiver  solely  from  Medicaid 
rules.  Its  limitations  on  certain 
identified  services  apply  only  to 
that  poor  population.  Thus,  at  the 
same  time  that  it  is  an  inspiration 
for  the  reasonable  prioritizing  of 
appropriate  care,  it  also  is  an  ex- 
ample of  the  greatest  ethical 
danger  of  such  efforts.  For  by  a 
public  regulatory  exercise,  medi- 
cal care  we  consider  “appro- 
priate” for  general,  private  reim- 
bursement, may  be  restricted  for 
the  most  vulnerable  sector  of 
society. 

The  vulnerable  also  are  a dis- 
tinctively unattractive  market  sec- 
tor. Comprised  of  fragile  elderly, 
chronically  mentally  ill,  minority 
populations,  and  children,  it  is  a 
market  that  would  not  fare  well 
in  the  context  of  purely  com- 
petitive models  of  health  delivery. 
It  is  doubtful  that  the  quality 
measures,  upon  which  we  hope 
that  competition  to  be  based,  will 
be  extended  to  all  sectors  of  the 
market.  This  has  led  some  to  as- 
sert that  the  true  ethical  basis  of 
managed  competition  lies  in  its 
ability  to  contain  costs,  but  only 
if  it  allows  for  redistribution  to 
these  sectors. 

An  Institute  of  Medicine  (IOM) 
task  force  expressed  this  concern 
as  it  embarked  upon  a program  of 
assessing  health  care  reform  with 
special  attention  to  appropriate- 
ness and  quality  of  care  issues. 
Setting  out  to  define  quality  (“the 
degree  to  which  health  services 
for  individuals  and  populations 
increase  the  likelihood  of  desired 
health  outcomes  and  are  consis- 
tent with  current  professional 
knowledge”)  proved  less  trouble- 
some than  deciding  what  to  do 
with  the  concept,  particularly  in 
the  face  of  cost  containment 
through  competitive  mechanisms. 

This  is  the  ethical  dimension  of 
the  “guns  or  butter  problem: 
The  societal  choice  puts  the  vul- 
nerable between  the  rock  of 
regulation  and  the  hard  place  of 
competition.  Exactly  the  same 
goodwill  and  high  principles  of 


well-intentioned  scientists  that 
defines  high  quality  and  ap- 
propriate care,  also  describes  too 
well  the  downside  of  resource  al- 
location. New  Jersey  shares  this 
dilemma  with  both  the  Oregon 
model  and  IOM  project.  That  is, 
each  clearly  sees  the  need  to 
unbundle  the  dysfunctional  con- 
figuration of  quality  and  cost  that 
marks  the  current  state  of  affairs. 
And,  each  struggles  with  the 
ethical  problems  of  allocation 
within  a system  reconfigured  to 
respond  to  the  social  value  of  uni- 
versal access. 

PRIVATE  INTERESTS  AND 
PUBLIC  GOOD 

The  concept  of  universal  access 
to  health  care  has  this  ethical 
paradox  at  its  origins.  On  the  one 
hand,  “access”  is  the  code  word 
for  being  assured  that  sick  people 
without  financial  resources  get 
appropriate  medical  care.  There 
is  an  ethical  imperative  to  provide 
care  for  the  sick — whether  paying 
or  not— and  this  value  ought  to 
give  direction  to  any  reformed 
system. 

In  a second  sense,  access  to 
care  means  that  the  providers  of 
health  care  should  get  paid  for 
their  services.  Free  care  on  the 
part  of  providers  is  difficult  to 
support,  even  in  the  best  of  times. 
Why  should  they  not  be  paid  for 
services  to  poor  and  wealthy 
alike?  Indeed,  this  impulse  was  at 
the  origins  of  the  Blue  Cross 
"Christmas  Club  idea  for  health 
insurance  in  the  Great  Depres- 
sion. It  lived  on  in  Medicare  and 
Medicaid,  capturing  the  elderly 
and  poor.  And  now  it  is  the  focus 
of  health  security  initiatives  to  ad- 
dress the  37  to  50  million  under- 
and uninsured  people. 

This  is  private  interest  beget- 
ting public  benefit  in  its  most 
benign  form.  It  is  a constructive 
wedding  of  altruism  and  greed. 
From  insurance-based,  cost-plus 
reimbursement  to  regulatory  con- 
straint to  market  forces  and 
profit-making,  we  are  in  a con- 
stant struggle  to  provide  for  the 
public  good  within  a system  of 
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private  interests.  But  does  “ac- 
cess,” defined  as  insurance  cov- 
erage, in  this  second  sense,  meet 
the  standard  of  “access,”  under- 
stood as  availability,  as  in  the  first 
sense? 

We  do  not  get  off  the  ethical 
hook  by  insurance  alone.  In  order 
to  provide  for  both  senses  of  “ac- 
cess,” we  need,  for  example,  to 
build  an  infrastructure  of  avail- 
able caregivers. 

Addressing  the  double-headed 
access  problem,  then,  unearths 
many  smaller,  territorial  issues 
such  as  workforce  redistribution. 
From  specialist  to  primary  care; 
pediatric  providers  to  geriatri- 
cians; from  suburban  and  hospital 
practice  to  rural  or  inner  city; 
and,  from  physician  to  advance 
practice  nurse  and  physician’s  as- 
sistant. This  internal  redistribu- 
tion of  turf  means  contracting 
something  other  than  a marriage 
of  greed  and  altruism,  of  private 
interest  and  public  good. 

The  older  philosophical  basis 
for  attaining  the  balance  is  found 
in  the  writings  of  classical,  utili- 
tarian political  economy.  For  the 
pure  liberals,  there  is  no  direct 
altruism.  There  is  only  derivative 
altruism  that  might  result  from  a 
more  fundamental  self-interest. 

Thus,  in  one  of  its  more 
familiar  versions,  the  rough  and 
tumble  of  the  market  will  push 
out  lower  quality,  weaker,  and 
more  expensive  products. 
Through  that  process  we,  the 
American  people,  might  expect 
higher  quality  and  cheaper 
products  to  emerge,  not  out  of  the 
goodness  of  the  entrepreneurs’ 
motives,  but  out  of  the  baseness 
of  them:  to  capture  a market,  to 
engross  and  to  gouge  the  opposi- 
tion, and  to  stake  out  one’s  own 
territory,  wealth,  and  security. 
There  was  some  dishonesty  built 
into  the  theory  and  a little  short- 
range  cheating  of  the  customer, 
but  it  was  all  with  benign  greed 
and,  in  the  end,  it  did  increase  the 
greater  wealth  of  the  human  com- 
munity. Unfettered  private  in- 
terest, in  this  model,  yields  a 
greater  public  good. 


TOWARD  A HEALTH  CARE 
COMMONS 

This  model  still  pervades  some 
of  our  activities,  but  for  the  past 
century  or  more,  a model  of  direct 
altruism  emerged  in  some  social 
domains  that  are  aimed  directly  at 
the  public  good.  Education  is  the 
least  controversial  example  com- 
monly used.  Health  care,  we  are 
told  with  increasing  poignancy,  is 
in  this  category  for  the  rest  of  the 
industrialized  world.  Social  desire 
and  the  political  will  is  at  the  root 
of  the  difference.  As  America  has 
struggled  with  private  vice  and 
public  benefit,  other  societies 
have  put  this  function  onto  the 
Commons  of  the  body  politic. 
There  the  decisions  of  who  gets 
what,  when,  and  how  is  a com- 
munal event  in  which  the  gains 
and  losses  of  all  are  shared  and 
understood. 

It  is  worth  noting  that  all  those 
industrialized  countries  that  place 
health  care  on  the  Commons 
were  once  ruled  by  an  aristo- 
cracy. The  paternalism,  noblesse 
oblige,  obedience,  and  charity 
that  are  part  of  that  traditional 
value  system  are  foreign  to  us. 
Nevertheless,  we  are  on  cusp  of 
joining  the  industrialized  post- 
aristocratic  world.  Soon,  control 
of  the  turf  on  our  health  care 
Commons  will  be  mediated  on 
the  basis  of  community  standards. 

This  process  already  is  under- 
way in  New  Jersey,  as  deregula- 
tion is  celebrated  with  coalition 
building  and  a frenzy  of  joint-ven- 
turing. Perhaps  it  is  upon  these 
emerging  “managed  care”  institu- 
tions (such  as  hospital-physician 
organizations)  bargaining  with  the 
consumer  cooperatives  (health  al- 
liances) that  an  American  Com- 
mons will  be  built. 

MORAL  DISCOURSE  ON  THE 
HEALTH  CARE  COMMONS 

No  one  sits  alone  on  the  Health 
Care  Commons.  Its  dimensions 
tell  a story  of  overcrowding. 
Roughly  one  out  of  every  ten  peo- 
ple in  the  United  States  is 
employed  in  the  health  care  “in- 


dustry.” This  is  consistent  witi 
spending  13  to  14  percent  of  th- ' 
gross  domestic  product  on  healtl 
care,  creating  the  largest  singk 
sector  of  our  economy.  There  ar< 
more  job  descriptions  in  a tertiar 
care  hospital  than  any  other  in 
stitution  in  any  industry.  It  i: 
densely  and  diversely  populatec 
with  well-defined  professiona 
and  occupational  interests.  The 
venture  of  reorganizing  this  com- 
ponent of  our  economy  will  be 
the  most  ambitious  peacetime  ac- 
tivity since  the  New  Deal.  It 
threatens  to  be  as  divisive  and 
promises  to  be  as  beneficial. 

The  vociferousness  of  interests 
is  so  widely  accepted  that  health 
reform  already  has  been  charac-i 
terized  as  the  most  heavily  lob- 
bied issue  in  the  history  of  Con- 
gress. To  avoid  anything  more 
than  cacophony,  everyone  cannot 
speak  at  the  same  time.  Nor  is  it 
possible  for  anyone  to  dominate, 
or  for  that  matter,  to  lead  without 
the  cooperation  of  the  others. 
These  are  the  disciplines  of  moral 
discourse  that  can  transform  rela- 
tions of  hierarchy  and  private  in- 
terest into  ones  of  equity  and 
public  good. 

To  attain  even  a small  measure 
of  the  variety  of  diverse  goals 
each  interest  group  desires,  nego- 
tiation and  compromise  are  the 
orders  of  the  day.  As  each  special 
interest  is  weighed  alongside 
other  legitimate  interests,  both 
need  constantly  to  be  measured 
against  the  overriding  goal  of  the 
reform.  There  are  these  numer- 
ous “special  interests,  but  none 
so  great  as  the  goal  of  the  whole 
enterprise. 

This  goal  for  health  care  de- 
livery is  really  about  our  “280 
million  experts.  It  is  not  about 
these  individuals  as  customers  or 
purchasers  of  plans  run  by  busi- 
nesses. And  it  is  not  always  about 
these  people  as  patients.  The 
moral  grounding  of  health  reform 
starts,  as  does  the  moral  founda- 
tion of  patient  care,  with  treating 
people  as  intrinsically  dignified 
and  worthy. 

The  peoples’  desires,  moreover, 
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also  are  subject  to  negotiation  and 
compromise.  When  they  become 
patients,  people  are  ravenously 
uncompromising  for  the  return  of 
health  to  their  bodies  and  minds. 
There  seems  to  be  no  limit  to 
their  expectations;  no  sense  of  re- 
sponsibility for  the  financial  or 
health  impact  of  destructive  life- 
styles; and  little  understanding  of 
the  limits  of  medicine  and  less 
empathy  for  the  art  of  uncertainty 
on  its  margins.  Anxious  at  being 
shortchanged  for  under  treat- 
ment, the  notion  of  over  treat- 
ment completely  escapes  their 
comprehension.  Medical  futility 
and  eventual  death  is  sometimes 
recognized,  but  rarely  in  this 
lifetime.  And  providers,  for  dif- 
ferent reasons,  often  go  along.  For 
too  many  denizens  of  our  com- 
mons, “Live  Free  and  Don’t  Die” 
has  been  the  essential  motto  of 
our  health  care  system. 

The  Commons  also  must  ac- 
( commodate,  and  be  accommo- 
dated by,  other  peripheral  players 
' whose  interests  have  been  thrust 
i into  the  dialogue  by  accidents  of 
1 history.  Prominent  among  these 
are  the  financial  and  adminis- 
' trative  intermediaries  — the  in- 
surance companies,  lawyers,  gov- 
ernment agencies — whose  skills 
are  needed  to  serve  the  moral 
consensus  of  the  Commons.  The 
value  of  their  participation  is 
significant,  but  it  is  as  an  instru- 
ment toward  the  attainment  of 
i ethical  purposes,  not  as  their 
source. 


With  the  dimensions  and  per- 
sonnel of  the  Commons  thus 
characterized,  we  have  been 
brought  back  to  the  original  ques- 
tion, but  at  a higher  level,  ad- 
dressing responsibility.  Moral  dis- 
course does  not  obliterate  self- 
interest,  but  it  enlightens  it. 
Responsibility  for  initiating  this 
process  attaches  to  power.  The 
professionals — physicians,  nurses, 
hospitals,  and  all  their  staffs  who 
provide  health  care — have  been 
at  the  helm  of  this  enormous  in- 
dustry as  it  slowly  entered  into 
crisis.  Physicians,  in  particular, 
have  taken  the  brunt  of  responsi- 
bility and  have  felt  the  need  to 
respond  to  the  challenge. 

This  is  completely  appropriate 
and  it  falls  within  professionals’ 
commitment  to  enhance  the 
quality  of  the  therapeutic  rela- 
tionship. As  much  as  professionals 
must  negotiate  with  the  newer 
demands  of  the  public  interest, 
they  must  contribute  to  the 
formulation  of  those  demands. 
This  requires  education  as  an  in- 
creasingly integral  part  of  health 
care.  Education  is  for  the  preven- 
tion of  illness,  for  the  citizen’s 
recognition  and  understanding  of 
the  limits  of  medical  care,  and  for 
an  appreciation  of  the  judgment 
calls  on  benefit  and  burdens  of 
specific  modalities. 

Developing  a consensus  reflect- 
ing community  values  and  pro- 
fessional standards  on  these  is- 
sues is,  moreover,  a continuing 
conversation.  Changes  of  every 


sort  in  health  care  — organization, 
treatment,  finance,  and  re- 
search— show  no  sign  of  abate- 
ment and  are  the  continuing  sub- 
ject of  communication  and 
negotiation.  As  the  restructuring 
of  the  system  and  the  reordering 
of  priorities  continue,  the  demand 
to  maintain  an  ethical  compass 
reading  is  only  increased.  With- 
out participation  by  all  in  this  dis- 
course we  default  to  either 
momentum  or  inertia,  which  is 
how  the  problem  was  built  in  the 
first  instance.  H 
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Health  care  reform: 
Federal  and 
state  initiatives 


Health  care  reform  initiatives,  addressing  the  three  fundamental 
objectives  of  access,  quality,  and  cost  control,  will  serve  to 
reorient  health  care  from  a facility-based  to  a coverage-based 
orientation.  New  Jersey  physicians  need  to  think  about  the 
changes  in  health  care  policy. 


The  key  issues  in  health 
care  policy  have  not 
changed;  what  has 
changed  is  how  we  think 
about  improving  access  and  main- 
taining quality,  while  simultane- 
ously reducing  costs.  All  the  plans 
under  consideration  nationally 
and  in  New  Jersey  include  recom- 
mendations intended  to  address 
each  of  these  issues. 

At  a national  level,  policy  direc- 
tions may  be  clarified  by  examin- 
ing the  more  prominent  of  the 
proposals  before  Congress.  Major 
bills  from  both  parties  are  in  com- 
mittee; however,  the  version  that 
finally  passes  will  include  per- 
mutations and  combinations  not 
predictable. 

In  most  plans  being  proposed, 
the  access  question  is  being 
answered  by  offering  health  care 
insurance  to  the  many  people 
who  do  not  have  it  now.  How- 
ever, expanded  coverage  ad- 
dresses only  one  aspect  of  access, 
financial.  It  does  not  directly  ad- 
dress geographic  access,  or  the 
availability  of  providers,  the  focus 
of  many  initiatives  in  previous 
years.  Nevertheless,  there  seems 
to  be  a consensus  that  financial 
access  is  the  more  fundamental 
problem  and  broader  insurance 
coverage  is  the  starting  point. 


Many  proposals  also  address 
payment  problems,  another  as- 
pect of  financial  lack  of  access. 
The  low  reimbursement  rates  for 
Medicaid,  for  example,  that  serve 
to  limit  access  by  limiting  the 
number  of  available  providers, 
will  be  a moot  point  in  the  future 
if  the  Medicaid  population  is  cov- 
ered by  insurance.  Thus,  geo- 
graphic access  may  be  expected 
to  follow  financial  access. 

The  McDermott  and  Clinton 
proposals  espouse  universal  and 
mandatory  coverage  at  the  outset. 
Others  seek  expansions  over  cur- 
rent levels,  achieved  through  a 
variety  of  incentives,  including 
state  and  regional  purchasing 
pools  (Cooper),  and  insurance 
subsidies  (Chafee  and  Michel). 
Portability,  community  rating, 
and  guaranteed  issue  are  goals  of 
all  of  the  proposed  insurance 
plans.1 

The  first  bill  out  of  committee 
was  written  by  Senator  Stark.  The 
House  Ways  and  Means  Health 
Subcommittee  has  voted  to  rec- 
ommend his  bill  for  consideration 
by  the  full  committee.  This  action 
shows  that  by  moving  ideological- 
ly closer  to  the  center  of  the 
political  spectrum,  it  is  possible  to 
act  on  health  care  reform.  Re- 
moved from  the  bill,  in  order  to 


Pamela  S.  Dickson,  MBA 
Anne  R.  Davis,  PhD 


achieve  the  votes  needed  for 
passage,  was  a proposed  payroll 
tax  increase  for  all  employers. 

An  implicit  assumption  in  the 
discussions  of  wider  insurance 
coverage  is  its  direct  relationship 
to  cost.  A clear  benefit  of  the  ex- 
pansion is  expected  to  be  a slow- 
ing of  the  increase  in  health  care 
costs.  The  plans  now  under  con- 
sideration assume  that  health  care 
will  be  obtained,  at  least  more 
readily,  if  insurance  covers  most 
of  the  costs.  Thus,  patients  will 
avoid  waiting  to  seek  care  until 
they  are  more  seriously  ill,  and 
their  treatment  costs  are  higher. 
There  also  is  likely  to  be  a 
decrease  in  costs  for  Medicare 
and  Medicaid  in  the  future,  as 
more  people  join  the  ranks  of  the 
insured. 

Another  overlap  between  the 
boundaries  of  access  and  cost  is 
the  renewed  enthusiasm  for 
managed  care.  Managed  care  or- 
ganizations can  take  a variety  of 
forms,  but  generally  emphasize 
primary  and  preventive  services, 
provided  by  an  individual  or  a 
group  of  individuals  who  assume 
overall  responsibility  for  each 
enrollee’s  health  status  and  care. 
Proponents  believe  that  this  type 
of  organization  can  reduce  the 
need  for  more  expensive  emer- 
gency room  care,  and  decrease 
the  utilization  of  expensive 
specialty  care  by  directing  care  to 
the  primary  caregiver  and  then  to 
the  appropriate  specialist  pro- 
vider, as  needed. 

Managed  care  organizations  are 
represented  in  all  plans  being 
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proposed  in  Congress.  However, 
the  emphasis  received  varies 
greatly  between  the  different 
plans.  It  is  a “major  feature”  of 
the  Clinton,  Chafee,  and  Cooper 
plans.  In  others,  managed  care  is 
not  a major  feature,  but  is  simply 
encouraged  by  banning  state  laws 
that  impede  its  development 
(Stearns,  Michel).  The  Clinton 
plan  instead  supports  use  of 
primary  care  group  practices.1 

Other  significant  changes  in 
the  new  proposals  relate  to  quali- 
ty assessment.  In  the  past,  quality 
was  the  domain  of  physicians. 
Under  their  guidance,  the  quality 
of  care  provided  in  the  United 
States  became  the  gold  standard 
for  the  world.  If  any  criticism  was 
made  of  physicians  in  this  coun- 
try, it  was  that  their  concern  for 
quality  was  so  dominant  as  to  oc- 
casionally disregard  cost.  How- 
ever, as  costs  for  health  care  in- 
creased over  time,  so  did  the  in- 
terest in  quality.  Changes  in 
health  care  policy,  from  regula- 
tory control  to  more  competitive, 
market-oriented  models,  now  em- 
power new  players  who  need  dif- 
ferent kinds  of  information.  These 
newly  enfranchised  consumers 
and  purchasers  want  to  make  the 
wisest  decisions  possible  about 
the  health  care  they  receive  or 
buy.  They  are  eager  for  informa- 
tion to  use  in  their  decision  mak- 
ing, and  they  care  about  cost  and 
quality. 

Therefore,  it  is  not  surprising 
that  at  least  referenced  in  all 
health  care  reform  proposals  is 
closer  scrutiny  of  current  medical 
practices,  and  evaluation  and 
analysis  of  the  costs  and  benefits 
associated  with  these  practices. 
Every  plan  recommends,  at  a 
minimum,  comparative  value  in- 
formation for  health  care  pur- 
chasers. Some  go  much  further, 
with  outcome  or  performance 
measurement  mandated. 

The  paradigm  shift  to  outcomes 
also  signifies  a change  for  health 
care  facilities.  In  the  future, 
facilities  will  be  defined  more  in 
terms  of  the  outcomes  patients 
experience.  It  will  be  essential  for 


every  institution  to  know  as  much 
as  possible  about  what  happens  to 
each  patient,  and  there  will  be  a 
new  emphasis  on  measurement, 
assessment,  and  evaluation. 

Under  the  rubric  of  quality  of 
care  are  several  discrete  compo- 
nents. Measurement  of  quality, 
using  the  Donabedian  classi- 
fications, may  focus  on  structure 
(facilities,  equipment,  supplies, 
policies,  and  procedures),  process 
(things  done  to  or  for  or  by  pa- 
tients), or  outcome  (changes  in 
patient  health  status  attributable 
to  the  care  received).  The  ideal  is 
to  be  able  to  relate  outcome  to 
structure  and  process.  This  means 
we  know  which  practices  and 
procedures  produce  good  out- 
comes for  patients.  We  also  must 
apply  this  knowledge  to  the  struc- 
tures and  processes  of  health  care 
service  delivery  so  that  change 
actually  occurs. 

Just  as  rising  costs  served  to 
focus  the  national  debate  on 
quality  of  care,  costs  remain  an 
integral  part  of  the  quality  debate. 
The  issue  generally  is  cast  in  a 
benefit/cost  relationship,  and  in- 
cludes care  that  is  not  efficacious 
and  care  that  is  unnecessary.  The 
former  presumes  that  scarce 
health  care  dollars  can  be  spent 
more  wisely  by  being  directed  to- 
ward the  most  efficacious  prac- 
tices and  procedures  and  the  lat- 
ter presumes  the  unnecessary 
provision  of  services  is  of  greater 
concern. 

Dr.  Arnold  Reiman  has  sug- 
gested that  15  to  30  percent  of 
medical  and  surgical  procedures 
are  not  medically  indicated,  and 
an  almost  equal  number  are 
marginally  indicated.  Several 
major  studies  conducted  in  recent 
years  have  supported  his  position. 
The  well-known  Clinical  Ap- 
propriateness Initiative  was  a 
joint  effort  between  RAND,  the 
Academic  Medical  Center  Con- 
sortium, and  the  American 
Medical  Association.  One  of  its 
studies,  for  example,  found  that 
17  percent  of  endoscopies,  17 
percent  of  angiographies,  and  32 
percent  of  endarterectomies  rep- 


resent inappropriate  over  use.2 
Many  similar  types  of  studies 
have  been  published,  focusing  on 
a wide  range  of  procedures. 

The  federal  government  took 
the  lead  in  quality  assessment 
when,  in  1989,  Congress  created 
the  Agency  for  Health  Care 
Policy  and  Research  (AHCPR).  It 
is  the  federal  government’s  focal 
point  for  health  services  research, 
including  medical  effectiveness 
research.  Through  a broad  base  of 
scientific  research,  AHCPR  seeks 
to  enhance  the  quality,  ap- 
propriateness, and  effectiveness 
of  health  care  services,  and  access 
to  these  services.  AHCPR  also 
seeks  to  promote  improvements 
in  clinical  practice  and  in  the  or- 
ganization, financing,  and  de- 
livery of  health  care  services. 

The  AHCPR  agenda  is  sum- 
marized by  Linda  Demlo,  the 
director  of  the  Office  of  Pro- 
gram Development  for  the  agen- 
cy: AHCPR  is  actively  pursuing  a 
research  agenda  designed  to  iden- 
tify the  most  effective  ways  to 
prevent,  diagnose,  and  manage 
health  care  problems  and  to  com- 
municate that  knowledge  to  prac- 
titioners and  patients.  The  de- 
velopment of  clinical  practice 
guidelines,  medical  review  cri- 
teria, performance  measures,  and 
standards  of  quality  mandated  by 
AHCPR’s  authorizing  legislation 
are  important  tools  for  quality  as- 
surance and  quality  improvement. 
Related  research  on  methods  and 
measures  and  the  effects  of  quali- 
ty improvement  is  underway.3 

Clinical  practice  guideline  de- 
velopment is  based  on  research 
findings  and  expert  opinion.  The 
latter  is  provided  by  private  sec- 
tor panels  of  physicians,  nurses, 
consumers,  other  health  care  ex- 
perts, and  nonprofit  entities 
under  contract.  Topics  under 
study  include:  acute  pain,  mam- 
mography, cancer  pain,  otitis 
media,  heart  failure,  urinary  in- 
continence, cardiac  rehabilitation, 
HIV  illness,  pressure  ulcer 
prevention,  cataracts,  stroke  re- 
habilitation, benign  enlarged 
prostate,  depression,  sickle  cell 
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disease,  pressure  ulcer  treatment, 
low  back  pain,  Alzheimer’s  dis- 
ease, anxiety/panic  disorders,  and 
smoking  cessation/prevention. 

As  of  September  1993,  six  prac- 
tice guidelines  for  use  in  the 
medical  setting  had  been  de- 
veloped: acute  pain  management: 
operative  or  medical  procedures 
and  trauma;  urinary  incontinence 
in  adults;  pressure  ulcers  in 
adults:  predication  and  preven- 
tion; sickle  cell  disease;  manage- 
ment of  functional  impairment 
due  to  cataract  in  adults;  and 
diagnosis  and  treatment  of 
depressed  outpatients  in  primary 
care  settings.  Ten  more  guide- 
lines are  scheduled  for  develop- 
ment in  1994. 5 

The  Patient  Outcomes  Re- 
search Teams  (PORTs)  represent 
the  largest  number  of  medical  ef- 
fectiveness treatment  studies  in 
the  United  States.  There  are  14 
PORTs,  funded  at  an  estimated 
$5  to  $6  million  over  five  years. 
They  are  multisite  research  proj- 
ects that  examine  alternative 
methods  for  diagnosing,  treating, 
managing,  or  preventing  par- 
ticular conditions,  in  order  to  de- 
termine which  methods  work 
best.  Conditions  under  study  in- 
clude: heart  attack,  cataracts, 

stroke  prevention,  prostate  dis- 
orders, diabetes,  hip  fracture 
and  osteoarthritis,  schizophrenia, 
pneumonia,  ischemic  heart  dis- 
ease, childbirth,  gallbladder  dis- 
ease, prevention  of  low  birth- 
weight,  low  back  pain,  and  total 
knee  replacement.5 

Another  example  of  quality  as- 
surance initiatives  at  the  federal 
level  is  the  new  direction  taken 
by  peer  review  organizations 
(PROs),  the  independent  physi- 
cian groups  contracting  with 
HCFA  to  oversee  medical  care. 
The  PRO’s  new  Fourth  Scope  of 
Work  is  directed  toward  making 
care  better  in  the  future  through 
the  use  of  quality  improvement 
tools  to  assess  medical  practice. 
Information  feedback  and  techni- 
cal assistance  will  replace  the 
prior  emphasis  on  identification 
of  errors  and  retrospective  re- 


view. Cooperative  improvement 
projects  will  be  directed  toward 
changing  certain  widespread  pat- 
terns of  care  that  represent  ex- 
treme deviations  from  standard 
practices.  No  longer  will  review 
of  individual  cases  and  actions 
taken  against  individual  practi- 
tioners and  providers  be  needed. 

NEW  JERSEY  INITIATIVES 

As  New  Jersey  moves  from  a 
regulated  health  care  environ- 
ment toward  new  reform  in- 
itiatives, it  too  is  addressing  ac- 
cess, quality,  and  cost.  Like  other 
states,  New  Jersey  is  initiating 
progressive  programs  to  expand 
financial  access  to  health  care 
services  for  its  citizens  through 
extended  insurance  coverage.  Ef- 
forts include  reform  of  the  in- 
dividual and  small  employer 
health  insurance  markets;  provi- 
sion for  portability,  guaranteed 
issue,  and  community  rating;  and 
a subsidy  enabling  low-income 
persons  to  purchase  coverage. 

The  Essential  Health  Services 
Commission  hopes  to  implement 
Health  Access  New  Jersey  in 
summer  1994.  By  providing  af- 
fordable insurance  to  an  unin- 
sured population,  the  Com- 
mission foresees  reducing  the 
burden  on  charity  care.  Health 
Access  New  Jersey  will  prove  to 
be  a model  for  states  developing 
similar  programs,  and  for  the 
federal  government  as  well. 

Health  Access  New  Jersey  will 
provide  subsidies  for  health  ben- 
efits coverage  plans  provided  by 
carriers  currently  participating  in 
the  individual  market.  Eligible 
populations  will  be  New  Jersey 
residents  whose  income  falls 
within  poverty  guidelines  (not  to 
exceed  300  percent  of  poverty), 
and  who  are  not  eligible  for  other 
programs.  Also  eligible  are  work- 
ing people  who  are  uninsured, 
and  whose  employers  have  not 
discontinued  health  insurance  for 
employees  during  the  past  12 
months.  Spouses  and  dependents 
of  the  uninsured  may  be  included 
if  they  meet  income  guidelines, 
and  spouses  and  dependents  of 


the  insured  may  be  included  if  an 
employer  does  not  offer  family 
coverage  and  has  not  discon- 
tinued coverage  in  the  last  12 
months. 

The  subsidies  will  draw  from  a 
legislated  funding  baseline  of  $50 
million  in  1994  and  an  additional 
$50  million  each  year  until  1997 
when  the  funding  will  reach  $200 
million.  The  subsidies  will  vary 
depending  on  individual  or  family 
incomes,  and  on  family  size. 
Participating  carriers  in  New 
Jersey  will  market  the  plans 
with  four  pricing  tiers:  single, 
husband-wife,  family,  and  parent- 
child. 

Not  only  access,  but  quality  of 
care  also  is  being  addressed  in 
New  Jersey.  Associated  with  ex- 
panded insurance  coverage,  and 
the  managed  care  component  of 
new  insurance  packages,  plans 
are  being  made  to  implement  a 
quality  measurement  tool  that 
will  permit  comparisons  among 
the  different  managed  care  pro- 
grams. The  tool  will  utilize  an  ex- 
isting data  collection  instrument, 
developed  by  health  plan  repre- 
sentatives and  purchasers  to  stan- 
dardize the  way  in  which  per- 
formance is  measured  and  re- 
ported throughout  the  industry. 
The  Health  Employer  Data  and 
Information  Set  (HEDIS)  consists 
of  aggregate  data  about  quality 
(preventive  medicine,  prenatal 
care,  acute  and  chronic  disease, 
and  mental  health),  access  and  pa- 
tient satisfaction,  membership 
and  utilization  of  services,  and 
finance. 

In  addition  to  the  HEDIS 
measures,  other  quality  measures 
such  as  percentage  of  cases  of 
breast  cancer,  cervical  cancer, 
and  colorectal  cancer  first  diag- 
nosed at  stage  III  will  be  added. 
There  also  will  be  an  expanded 
patient  satisfaction  survey  used  in 
conjunction  with  HEDIS. 

Within  the  larger  context  of  in- 
itiatives, both  federal  and  state, 
the  New  Jersey  Department  of 
Health  (DOH)  has  implemented 
several  quality  assessment  ini- 
tiatives that  are  more  narrowb 


VOL.  91 -NUMBER  7 JULY  1994 


targeted.  The  following  projects 
are  a disparate  group,  but  clearly 
illustrate  the  different  types  of 
quality  improvement  efforts  that 
are  needed  in  the  field  of  health 
care.  They  also  will  serve  as  a 
foundation  upon  which  future  ini- 
tiatives will  be  built. 

The  current  risk-stratification 
system  for  patients  undergoing 
CABG  will  provide  risk-adjusted 
outcomes  preoperatively,  so  that 
surgeons  will  have  information 
about  expected  outcomes  at  the 
time  when  that  information  is 
most  useful  in  making  practice 
decisions.  All  of  the  hospitals  in 
New  Jersey  that  are  licensed  to 
perform  CABG  surgery  will  be 
given  software  that  performs 
these  calculations. 

Another  project  in  New  Jersey 
is  a surveillance  system  for  track- 
ing multiple  antibiotic-resistant 
bacteria  (MARB).  Cited  by  the  In- 
stitute of  Medicine  as  an  emerg- 
ing threat  to  health  in  the  United 
States,  MARB  is  being  addressed 
by  a statewide  hospital  laboratory- 
based  surveillance  system.  It  has 
been  cited  by  the  Centers  for  Dis- 
ease Control  and  Prevention  as  a 
model  for  adoption  by  other 
states. 

The  system  uses  blood  isolates 
as  an  easy,  rapid,  inexpensive  sur- 
rogate for  blood  stream  infections. 
Validation  of  the  surveillance 
system  occurred  in  1991,  and 
since  that  time,  DOH  has  been 
working  with  the  New  Jersey  In- 
fectious Disease  Society,  the  Uni- 
versity of  Medicine  and  Dentistry 
of  New  Jersey,  the  New  Jersey 
Graduate  Program  in  Public 
Health,  and  the  Centers  for  Dis- 
ease Control  to  develop  and  test 
a causal  model  for  MARB.  The 
next  step  will  be  to  generate  a 
cost-effective  method  to  prevent 
the  development  and  trans- 
mission of  MARB. 

Another  surveillance  project  is 
the  Pediatric  Sentinel  Sur- 
veillance System.  Jointly  de- 
veloped by  DOH  and  the  New 
Jersey  Chapter  of  the  Academy  of 
Pediatrics,  this  surveillance  sys- 
tem was  implemented  in  1993.  It 


provides  office-based  pediatri- 
cians with  a monthly  listing  of 
diseases  diagnosed,  using  ICD-9 
codes.  Although  the  system  is  vol- 
untary, there  are  30  offices  using 
it  at  this  time,  and  new  pediatric 
offices  are  being  added  to  the 
system  every  month.  A newsletter 
provides  epidemiologic  informa- 
tion to  all  pediatricians,  not  only 
those  within  the  computer 
surveillance  system. 

A fourth  quality  assessment  ef- 
fort is  a joint  effort  of  HealthStart, 
DOH,  and  the  federal  Depart- 
ment of  Health  and  Human 
Services.  They  are  engaged  in  a 
major  effort  to  expand  the  ac- 
cessibility and  scope  of  maternal 
and  child  health  services  for 
Medicaid-eligible  pregnant 
women  and  children  under  age 
two.  Initiated  in  1988,  the 
HealthStart  project  has  been  rec- 
ognized by  the  National  Gov- 
ernor’s Association  and  the  Na- 
tional Conference  of  State  Legis- 
latures as  a national  model.  It  in- 
cludes new  data  collection  effort, 
data  linkages  with  existing 
databases,  and  on-site  visits,  in- 
terviews, and  medical  record  re- 
views, and  provides  researchers  a 
rich  information  base  for  examin- 
ing the  effect  of  greater  access  on 
clinical  outcomes.  The  results 
have  been  encouraging,  showing 
an  increase  in  newborns  with 
normal  birth  weights,  fewer 
problems  with  labor  and  delivery, 
reduction  in  prematurity  and 
neonatal  mortality,  and  lower 
hospital  costs  for  newborns. 


Statewide  implementation  o 
these  quality  assessment  initia 
tives  will  hasten  the  shift  ffon 
facility-based  measures  to  plan- 
based  measures.  In  a more  pro- 
competitive  environment,  facili- 
ties will  compete  for  health  care 
dollars  on  the  basis  of  patients 
outcomes.  It  will  be  in  their  besi 
interests  to  be  active  participants 
in  the  process  of  measuring  quali- 
ty and  conveying  the  results  to 
patients,  payers,  and  other  pur- 
chasers of  care,  because  the  level 
of  care  from  facilities  will  improve 
and  the  patients’  outcomes  will  be 
better.  I 
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Without  proper  legal  counsel,  your  practice  could  be  in  jeopardy. 


At  Kern  Augustine,  we  dedicate  our  practice  to 
counseling  health  professionals.  Whether  you  are 
structuring  business  agreements  or  need  expert  advice 
on  today’s  growing  maze  of  regulations,  we  can  help  you 
to  avoid  costly,  time-consuming  problems.  Unlike  most 
other  health  law  firms,  our  principal  interest  is 
representing  the  interests  of  physicians  — not  hospitals. 


And,  our  attorneys  offer  you  years  of  experience  and 
knowledge  in  the  field.  Because  of  this,  we  can  help  you 
capitalize  on  opportunities  unique  to  your  profession  — 
while  taking  careful  steps  to  avoid  risk.  To  profit  from  our 
expertise,  please  Mnn 

call  our  nearest  All^  ustine  Conro\ 

office  today.  Hoi  Schoppmann, 


Dental  Rates  Now  Reduced  By  10  Percent 

A 10%  rate  reduction  on  MSNJ  dental  coverage  follows  two  consecutive  annual  renewals 
with  no  rate  increases.  The  reason?  Good  claims  utilization  of  this  experience-rated  program 

means  favorable  rates  to  you. 

Health  Care  Rates  Now  Renewed  At  No  Change 

And  remember,  that's  no  change  from  a 10%  rate  reduction  implemented  in  July,  1993- 
Prior  to  that,  renewal  rates  had  remained  unchanged  since  1991-  Again,  good  claims  utilization 
allows  the  MSNJ  Health  Care  Plan  to  consistently  renew  its  commitment  to  lower  premiums. 


Comprehensive  Coverage.  Competitive  Costs.  Provider  Choice. 

You  can  judge  the  MSNJ  Health  Care  and  Dental  Plans  by  their  comprehensive  coverage 
and  competitive  rates.  And  by  their  following.  Our  health  care  and  dental  programs  are  the 
plans  of  choice  for  thousands  of  MSNJ  members.  You  have  total  freedom  in  choosing  hospital 
and  physician  providers,  without  reducing  benefits  for  choosing  one  provider  over  another. 

For  more  information,  please  call 
William  Bloor,  Assistant  Vice  President, 

Donald  F.  Smith  & Associates 

3120  Princeton  Pike,  P.O.  Box  6509,  lawrenceville,  NJ  08648-0509 
Telephone  (609)  895-1616  (800)  227-6484 

Plans  are  underwritten  by  Blue  Cross  and  Blue  Shield  of  New  Jersey  and  are  not  available  to  residents  of  New  York  State. 

[DONALD  E SMITH QJ ASSOCIATES) 
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Neil  E.  Weisfeld,  JD,  MSHyg 


Health  care  reform 
in  New  Jersey: 

A physician  s guide 


Highlighting  state  developments  that  generated  diverse 
reforms,  the  author  summarizes  the  recent  course  of  health 
system  reform  in  New  Jersey  and  identifies  key  issues  facing 
all  New  Jersey  physicians  during  the  current  Whitman 
administration. 


On  July  1,  1991,  few  peo- 
ple guessed  that  the 
highly  regulatory 
Health  Care  Cost  Re- 
duction Act  passed  by  the  New 
Jersey  Legislature  would  be 
superseded  within  17  months  by 
a landmark  Health  Care  Reform 
Act  that  would  dismantle  much  of 
the  state’s  regulatory  apparatus. 

For  that  matter,  few  New 
Jersey  residents  expected  state 
government  health  care  initiatives 
to  be  at  once  accelerated  and  ov- 
ershadowed, within  barely  two 
years,  by  a historic  initiative 
unleashed  by  a new  president  and 
his  wife,  both  of  whom  were  little 
known  at  the  time. 

In  1994,  as  the  administration 
of  New  Jersey’s  50th  governor, 
Christine  Todd  Whitman,  takes 
root,  the  twin  dichotomies  of 
competition  versus  regulation 
control  and  federal  versus  state 
control  continue  to  dominate  the 
state’s  health  policy  terrain. 
Familiarity  with  that  landscape 
will  help  physicians  endure  and 
thrive,  despite  an  unsettled, 
rapidly  changing  environment. 

Governor  Jim  Florio’s  in- 
auguration in  January  1990 
signaled  certain  change  in  health 
care.  For  the  previous  12  years, 
the  state  had  one  of  the  most  in- 


tensively regulated  health  care 
environments  in  the  country. 
Most  notably,  the  Garden  State 
contributed  diagnostic-related 
groups  (DRGs)  to  the  national  lex- 
icon through  a rate-setting  system 
that  fully  reimbursed  hospitals, 
while  nearly  ignoring  the  direct 
payment  of  physicians.  Rut,  Mr. 
Florio  and  his  top  aide — Chief  of 
Management  and  Planning  Bren- 
da Bacon  — sought  reforms  that 
would  impose  even  greater  dis- 
cipline on  the  state’s  health  care 
costs.  Through  another  series  of 
regulatory  measures,  Mr.  Florio 
and  Ms.  Bacon  intended  to  in- 
crease access  to  care.  However, 
they  appeared  less  ready  to  tackle 
the  third  element  of  the  health 
policy  triad:  quality  of  care. 

The  1991  legislation,  sponsored 
by  Senator  Richard  J.  Codey  (D- 
Essex  County)  and  promoted  by 
the  administration,  revamped  the 
uncompensated  care  system  for 
hospitals  and  beefed  up  the 
health  planning  system.1  Physi- 
cians would  be  required  to  obtain 
certificates-of-need  for  health 
facilities  costing  more  than  one 
million  dollars,  prohibited  from 
making  self-referrals,  and  barred 
from  dispensing  long-term  sup- 
plies of  drugs. 

The  ink  was  barely  dry  on  the 


1991  act  before  the  State  Depart- 
ment of  Health,  prodded  by  Ms. 
Bacon,  began  developing  a huge 
and  comprehensive  State  Health 
Plan.  Despite  the  ambition  of  this 
undertaking,  the  state  sought  re- 
markably little  input  from  health 
care  providers.  When  one  portion 
of  the  plan  called  for  closing 
selected  hospitals,  hospital  pedi- 
atric units,  and  hospital  maternity 
units,  the  Medical  Society  of  New 
Jersey  (MSNJ)  led  a statewide 
protest.  In  response,  the  “veto- 
proof’  Legislature,  elected  in  the 
November  1991  voters  taxpayer 
revolt,  declared  the  entire  plan 
only  advisory.2 

In  the  meantime,  new  clouds 
gathered  over  the  regulatory 
horizon.  In  May  1992,  Federal 
District  Court  Judge  Alfred  P. 
Wolin  struck  down  the  mech- 
anism used  to  finance  the  state’s 
uncompensated  care  system.3  Be- 
cause reimbursing  urban  hospitals 
for  uncompensated  care  was  an 
essential  part  of  the  rate-setting 
system’s  mission,  the  court  de- 
cision doomed  the  rate  system, 
long  the  centerpiece  of  the  state’s 
entire  regulatory  framework. 

Anxious  to  preserve  hospitals’ 
financial  viability  while  protecting 
private  third-party  payers  from 
having  to  absorb  the  costs  of  char- 
ity care,  bad  debt,  and  low 
Medicare  reimbursement,  people 
representing  diverse  interests 
convened  to  head  off  a crisis. 
During  summer  1992,  the  Coali- 
tion for  Health  Care  Reform  ham- 
mered out  a set  of  consensus  prin- 
ciples under  the  guidance  of  an 
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Figure  1.  Governor  Christine  Todd  Whitman  acknowledges  applause  as  she 
begins  her  inaugural  address  at  the  Trenton  War  Memorial  on  January  18, 
1994.  Photographer:  Wayne  Hollendonner  ®MSNJ. 


outside  consultant  skilled  in  dis- 
pute resolution,  Patricia  W. 
Moore  of  Boston.  The  Coalition 
included  most  of  the  major  in- 
terested private-sector  organiza- 
tions— ranging  from  the  powerful 
New  Jersey  Business  and  In- 
dustry Association  and  AFL-CIO 
to  major  insurers  and  health 
maintenance  organizations — as 
well  as  the  state’s  hospital  associa- 
tion and  MSNJ. 

As  a purely  voluntary  con- 
sortium of  groups  representing  a 
broad  range  of  interest  groups, 
the  reform  Coalition  was — and 
remains  today — able  to  develop 
practical  compromises  on  impor- 
tant issues  outside  the  glare  of 
publicity  and  the  heat  of  partisan 
politics.  Indeed,  the  Coalition  is 
a model  of  interest-based  negotia- 
tion on  health  policy  issues  that 
could  be  useful  to  other  states,  or 
even  on  a national  scale. 

Most  of  the  elements  of  the 
Coalition’s  package  now  have 
been  codified  in  legislation,  in- 
cluding: an  end  to  hospital  rate- 
setting; several  years  of  gradually 


diminishing  relief  for  fiscally 
strapped  hospitals;  a new 
subsidized  insurance  program  to 
turn  charity  care  patients  into 
covered  beneficiaries;  a reduced 
regulatory  role  for  the  State  De- 
partment of  Health  and  a cor- 
respondingly more  assertive  role 
for  a new  Essential  Health 
Services  Commisison;  and  relaxed 
eertificate-of-need  requirements . 
However,  the  same  issue  that 
prolonged  Coalition  meetings  for 
weeks — how  to  finance  relief  for 
urban  hospitals — also  stymied 
fiercely  tax-averse  legislators. 
Eventually,  the  groups  most  con- 
cerned agreed  to  a formula  tap- 
ping a surplus  in  the  state’s  un- 
employment fund,  and  legislators 
eagerly  seized  this  temporary 
solution. 

The  Health  Care  Reform  Act 
was  passsed  on  November  30, 
1992,  and  instantly  signed  by  the 
governor.4  Companion  legislation 
established  small  employer  and 
individual  covered  programs  to 
bring  more  people  into  the  in- 
surance fold.  The  goal  was  to  re- 


duce uncompensated  care,  which 
was  rapidly  climbing  to  one  j 
billion  dollars  annually — about 
$140  per  New  Jersey  resident. 
The  companion  bills  also  con- 
tained features  to  keep  premiums 
affordable  for  high-risk  demo- 
graphic groups  (“community  rat- 
ing”) and  to  standardize  most  in- 
surance plans  into  the  new 
products  (“mandatory  con- 
version ).  Then,  just  as  this  re- 
form legislation  was  being  im- 
plemented, came  the  Clintons. 

The  Clinton  plan  has  distracted 
many  New  Jersey  physicians  at- 
tention from  the  state  scene, 
where  issues  with  more  im- 
mediate impact  on  the  state’s 
health  care  providers  are  being 
decided.  Consider  the  following: 

Item:  The  state  reform  legisla- 
tion includes  a subsidized  in- 
surance program  that — for  the 
first  time — offers  New  Jersey 
physicians  reimbursement  for 
treating  traditionally  uninsured 
patients.  Strong  physician  support 
for  this  program  could  enhance 
physician  opportunities,  demon- 
strate to  legislators  the  advantages 
of  a physician-friendly  health 
policy,  and  begin  to  resolve 
problems  in  access  to  care  among 
840,000  uninsured  residents  of 
New  Jersey. 

Item:  While  diverse  regulatory 
concepts  are  being  advanced  on 
the  federal  level,  managed  care 
companies  are  rapidly  converging 
on  New  Jersey,  seizing  op- 
portunities to  out-negotiate  physi- 
cians who,  eyes  trained  on  Wash- 
ington, DC,  have  adopted  a wait- 
and-see  attitude. 

Item:  Election  of  a new  gov- 
ernor, who  has  demonstrated  a 
greater  willingness  than  her 
predecessor  to  listen  to  physicians 
and  MSNJ  representatives,  may 
offer  a greater  opportunity  for 
physicians  to  participate  in  craft- 
ing new  state  health  policies 
(Figure  1). 

Item:  Key  boards  established 
by  the  1992  state  reform  law— 
including  the  Essential  Health 
Services  Commission,  Small 
Employer  Health  Insurance 
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Board,  and  Individual  Health 
Coverage  Board— have  yet  to  be 
sufficiently  responsive  to  physi- 
cian concerns.  For  example,  ben- 
efit plans  developed  by  the  latter 
two  boards  are  relatively  lean  in 
preventive  care.  But,  then,  these 
boards  virtually  are  ignored  by 
much  of  the  physician  communi- 
ty- 

Item:  If  New  Jerseys  de- 

regulatory  approach  proves  suc- 
cessful, our  state  can  provide  a 
powerful  argument  against  the 
necessity  of  “health  alliances.” 
These  alliances  in  the  Clinton 
plan  are  intended  to  bolster  con- 
sumers market  leverage,  to  avoid 
excessive  health  care  cost  in- 
creases, and  to  provide  universal 
insurance.  The  states  reforms 
were  designed  for  the  same  lofty 
purpose,  but  with  minimal  reg- 
ulatory intrusions. 

Item:  Even  under  President 
Clinton  and  Mrs.  Clinton’s  or- 
iginal plan,  states  would  retain  a 
key  role  in  developing  implemen- 
tation programs.  States  choices 
include  a single-payer  system, 
various  options  in  creating  health 
alliances,  and  diverse  controls  on 
managed  care  companies,  in- 
surers, and  providers.  Now  is  a 
critical  time  for  physicians  to  de- 
velop ties  with  payers  and  other 
interests  to  ensure  a seat  at  the 
table  when  these  decisions  are 
made. 

Item:  Whether  reform  is  struc- 
tured along  regulatory  or  pro- 
competitive  lines,  and  whether  it 
is  spearheaded  on  the  federal  or 
the  state  level,  the  key  to  physi- 
cian survival  will  be  the  same: 
proof  of  value.  Physicians  must  be 
prepared  to  offer  convincing  de- 
monstrations that  they  provide 
patients  with  optimal,  cost-effi- 
cient care  (Figure  2).  Strategies 
that  are  centered  on  value,  im- 
plemented before  the  new 
marketplace  calcifies,  responsive 
to  managed  care  pressures,  and 
feasible  will  be  the  best  ways  to 
protect  physician  interests. 

Writing  last  summer  in  Health 
Affairs,  New  Jersey’s  com- 
missioner of  health  and  architect 


MSNJ’s  200th  president,  William  E. 
Ryan,  MD,  of  Mercer  County,  who 
is  hoard  certified  in  family  medicine, 
internal  medicine,  rheumatology,  and 
geriatrics.  Photographer:  Wayne 

Hollendonner  ®MSNJ. 

of  the  highly  regulatory  and  ill- 
fated  State  Health  Plan  tried  to 
explain  what  had  gone  wrong.5 
The  rate-setting  system’s  cost- 
shifting  ultimately  was  unwork- 
able, suggested  former  Com- 
missioner Bruce  Siegel,  MD, 
MPH,  and  the  article’s  senior 
author,  Kevin  G.  Volpp,  because 
business,  labor,  and  consumers 
were  forced  to  shoulder  the  in- 
creasingly heavy  burden  of  un- 
compensated care  and  insufficient 
Medicare  payments.  And,  in  a 
question  that  opens  a window  on 
the  regulatory  mind,  these  writers 
asked:  “Can  a system  in  which 
people’s  access  to  care  is  de- 
termined by  where  they  work  and 
live,  their  age,  or  their  income 
ever  be  rationalized  by  trying  to 
bring  these  pieces  together  into  a 
coherent  whole?”  The  question 
rhetorically  implies  that  only  na- 
tional health  insurance — a single- 
payer system — would  be  rational. 

In  a similar  vein — and  at  about 
the  same  time — two  other  pro- 


regulatory  New  Jersey  health 
policy  framers  wrote  in  the  in- 
fluential Journal  of  American 
Health  Policy : “If  national  health 
reform  comes  about,  New  Jersey 
will  be  well  positioned  to  take 
advantage  of  it.  If  there  is  no  re- 
form, or  if  only  a modest  proposal 
is  adopted.  New  Jersey  will  be 
hard  pressed  to  control  its 
uninsured  population  and  to 
maintain  its  urban  hospitals.”6 
These  writers,  a former  New 
Jersey  assistant  health  com- 
missioner and  a legislative  staffer, 
see  a need  for  greater  efforts  to 
expand  access  to  care.  Recogniz- 
ing this  need,  physicians  who  find 
ways  to  care  for  people  who  now 
lack  health  insurance  will  do  the 
profession,  the  state,  and  them- 
selves a great  service. 

Another  bell  of  concern  was 
sounded  by  an  analyst  on  staff  at 
The  Robert  Wood  Johnson  Foun- 
dation in  Princeton,  in  an  assault 
on  New  Jersey’s  approach 
published  in  the  Journal  of  the 
American  Medical  Association.7 
New  Jersey’s  program  regulating 
hospital  rates  held  down  costs,  in- 
sists Joel  C.  Cantor,  ScD,  so  dis- 
mantling the  program  was  a mis- 
take. Would  competition  work? 
No,  declares  Di.  Cantor:  “Pa- 
tients are  unable  to  be  informed 
consumers  and  are  insulated  from 
price  signals  by  insurance.”  He 
concludes:  “The  New  Jersey 

unreform  is  an  unstable  com- 
promise that  will  unravel  sooner 
or  later. 

The  pro-regulatory  analysts’ 
skepticism  about  the  stability  of 
New  Jersey’s  reforms  may  be  ex- 
aggerated. Market-based  strate- 
gies appear  most  unstable  to 
those  who  distrust  markets. 
Under  the  November  1992  state 
legislation,  primary  authority 
rests  with  the  Essential  Health 
Services  Commission  to  oversee 
the  development  of  a system  with 
several  strong  features:  standard 
health  care  plans  widely  available 
to  uninsured  and  underinsured 
groups,  such  as  employees  of 
small  firms,  seasonal  and  marginal 
workforce  participants,  and  familv 
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members  of  employees  who  lack 
family  health  care  coverage;  ef- 
forts to  increase  information  avail- 
able to  payers  and  consumers 
about  the  quality  of  care  provided 
by  competing  providers;  reduced 
subsidies  to  urban  hospitals,  and 
new  subsidies  to  help  currently 
uninsured  people  obtain  cov- 
erage; and  use  of  the  Commission 
as  a creditable  forum  for  policy 
making  based  on  diverse  input,  as 
opposed  to  state  government 
processes  that  payers  and 
providers  found  irrational, 
unwieldy,  and  unresponsive. 

So  far,  MSNJ  has  supported  the 
deregulatory  approach.  But, 
MSNJ  leaders  are  concerned 
about  the  viability  of  inner-city 
hospitals,  the  inroads  rapidly 
made  by  managed  care  com- 
panies, and  the  ability  to  preserve 
a state  market-based  system 
under  national  reforms. 

In  September  1993,  on  the  eve 
of  President  Clinton  s address  to 
the  nation  on  health  reform, 
MSNJ  released  its  own  proposal 
for  state  measures.  Cast  in  terms 
that  the  President  used,  such  as 
“health  alliances,”  the  proposal 
clearly  placed  MSNJ — and,  by  ex- 
tension, the  state’s  physician  com- 
munity— on  the  side  of  reform  to 
increase  access  to  care  while 
holding  down  cost.  But,  the 
proposal  also  contained  strong 
features  to  foster  quality  of  care, 
fee-for-service  payment,  provid- 
ers’ leverage  in  the  marketplace, 
tort  reform,  and  reductions  in 
paperwork  burdens. 

As  the  Whitman  administration 
takes  shape,  MSNJ  must  decide 
among  several  legislative  strate- 
gies, such  as  support  for  greater 
regulatory  oversight  of  managed 
care,  support  for  inner-city 
hospitals,  and  efforts  to  expand 
primary  care.  In  devising  this 
strategy,  MSNJ  must  balance 
seemingly  competing  interest 
among  its  own  members:  physi- 
cians excluded  from  managed 
care  networks  want  the  networks 
opened  to  all  providers,  through 
any  willing  provider  legislation. 


which  is  opposed  by  physicians 
who  have  carved  out  advan- 
tageous managed  care  positions 
for  themselves;  physicians  practic- 
ing in  affluent  suburbs  are  less 
interested  in  assuring  the  pros- 
perity of  inner-city  teaching 
hospitals  that  tend  to  dominate  or 
minimize  suburban  hospital  pro- 
grams; and  primary  care  physi- 
cians see  reform  as  a chance  to 
reduce  income  disparities  that  re- 
ward procedure-oriented  care 
more  than  prevention-based  care. 
Some  physicians  are  tending  to 
support  the  interests  of  their 
specialty  while  ignoring  the  in- 
terests of  the  profession  overall — 
a virtually  sure-fire  formula  for 
disaster. 

One  force  for  reform  is  fed  by 
the  government’s  desire  to  effect 
universal  access  and  redistribute 
health  services  to  benefit  under- 
served populations,  as  argued  by 
such  champions  of  regulation  as 
those  just  cited.  Another  force  for 
reform  is  fed  by  the  desire  of 
powerful  economic  interests  to 
control  spiraling  insurance  costs 
while  preserving  marketplace 
flexibility.  Another  force  for  re- 
form is  fed  by  patients  who  fear 
a loss  of  benefits  or  who  lack  ben- 
efits, and  who  are  unsure  about 


the  impact  of  health  reforms  on 
their  lives.  Trapped  by  these  ti- 
tanic forces,  New  Jersey  physi- 
cians must  fight  for  wriggle  room. 

■ 
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Some  of  the  finest 
medical  specialists 
in  New  Jersey 
work  in  our 
lending  department 

But  they  specialize  in  treating  doctors,  not  patients. 

In  fact,  our  Medical  Banking  Group  has  effectively  treated 
New  Jersey  physicians  to  well  over  $110  million  in  loans 
and  leases  for  starting  or  expanding  private  practices 
(part  of  a healthy  $512  million  we've  invested  in  the 
health  care  industry). 

And  along  with  the  money  it  takes  to  afford  those 
practices,  our  Medical  Banking  Group  has  been  providing 
the  financial  advice  it  takes  to  run  them.  Successfully. 

If  that’s  the  way  you’d  like  your  practice  to  run,  call 
Tom  Ferris  at  1-201-646-5858,  or  Norm  Buttaci  at 
1-609-987-3561. 
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Participatory  democracy  in 
health  care:  The  role  of  the 
responsible  citizen 

Benjamin  R.  Barber,  PhD 


Health  care  reform  is  not  just  about  finding  solutions  to  health 
care,  but  about  creating,  or  recreating,  a vigorous  and  resonant 
sense  of  what  it  means  to  be  an  American  citizen.  The  first 
step  in  health  care  reform  is  to  create  citizens,  and  you  will 
have  everything  you  need. 


In  medicine,  there  are  two 
models  of  the  patient  that 
help  to  clarify  the  role  of 
the  responsible  citizen  in 
health  care:  the  passive/reaetive 
patient  whose  health  seems  to  be 
a matter  for  doctors,  for  hospitals, 
and  for  public  policymakers.  This 
patient  demands  care,  blames 
others  when  things  go  badly,  and 
looks  at  every  moment  of  crisis  to 
litigation — the  lawsuit  as  healer. 
“I’m  sick.  Who  can  I sue?”  “The 
operation  didn’t  work.  Find  me  a 
lawyer!  The  second  model  is  the 
patient  who  is  engaged  in  his  own 
health  care.  This  patient  sees 
himself  not  only  as  responsible  for 
his  own  health,  but  sees  doctors 
and  the  government  as  partners 
and  collaborators  in  health  care. 
This  patient  engages  in  and  takes 
responsibility  for  health  decisions, 
whether  it  is  the  decision  of 
which  doctor  to  see  or  whether  or 
not  to  seek  care  and  what  kind  of 
care  to  seek.  And  when  things  go 
badly,  no  less  than  when  things 
go  well,  these  patients  are  willing 
to  say,  “Well,  that’s  my  respon- 
sibility. Those  were  my  choices. 
I’m  part  of  the  process.” 

Most  doctors  will  tell  you  that 
the  second  patient  has  a much 
better  chance  of  successful  thera- 
py, indeed  a much  better  chance 


not  to  become  ill  at  all,  than  the 
first  patient,  who  sees  his  health 
as  somebody  else’s  responsibility. 
And  as  it  is  with  patients,  so  it  is 
with  citizens.  Citizens  who  wait 
for  the  government  to  act  for 
them  or  go  looking  for  somebody 
to  blame — “Who  will  we  throw 
out  of  office  next?  they  ask — are 
poor  citizens.  We  choose  our 
representatives;  we  elect  them; 
and  we  sit  back  and  pursue  our 
private  lives.  Then  in  two  or  four 
years,  blaming  them  for  not  hav- 
ing solved  our  problems,  we 
throw  them  out  of  office  and  elect 
others,  all  the  while  exempting 
ourselves  from  any  responsibility 
for  health  care,  for  education,  or 
for  the  work  of  democracy. 

If  Americans  are  cynical  about 
national  government,  they  retain 
a little  more  hope  about  what 
goes  on  locally  in  their  own  com- 
munities. It  is  there  they  see  an 
arena  for  their  citizenship,  a the- 
ater for  their  civic  activity.  It  is 
there  they  feel  they  can  make  a 
difference.  It  is  there  that  their 
voices  get  heard.  I want  to  urge 
that  this  model  be  of  strong  de- 
mocracy and  local  responsibility 
strengthened  in  America.  We 
need  to  take  advantage  of  its 
promise.  I am  not  saying,  “Let’s 
take  a cynical  nation  and 


somehow  infuse  it  with  a foreign 
spirit  of  hope  it  has  never  had 
before.”  I am  suggesting  that  we 
tap  a powerful  native  tradition  of 
participation,  engagement,  activi- 
ty, and  deliberation  at  the  local 
level  and  use  it  to  get  our  fellow 
citizens  involved  in  health  care,  in 
education,  in  all  of  those  policy 
issues  that,  in  fact,  start  at  the 
local  level. 

The  quality  of  health  care  is  not 
just  the  question  of  how  we  deal 
with  sickness  and  pathology.  It  is 
a question  of  whether  our  towns 
or  cities  will  feel  like  healthy 
places  to  live.  It  is  a question  of 
the  “quality  of  life,”  the  quality, 
as  former  Governor  Florio  said,  of 
our  hope.  Is  our  hope  realistic? 
Or  is  it  an  empty  hope?  Ultimate- 
ly, a foolish  hope  is  useless.  It 
must  be  a form  of  hope  connected 
to  power,  a form  of  hope  that  can 
be  made  as  real  as  civic  activity— 
as  real  as  the  capacity  to  make  a 
difference. 

Moreover,  if  we  are  able  to  de- 
velop a politics  modeled  on  more 
participation,  more  activity,  more 
engagement,  and  more  responsi- 
bility, we  will  tolerate  far  less 
“blameitis  on  the  part  of  our 
citizens  than  with  which  we  con- 
front. What  does  it  really  mean 
to  engage  people?  What  will 
change?  First  of  all,  character  and 
quality  of  how  we  approach  our 
lives.  When  we  approach  de- 
mocracy as  a question  of  self-gov- 
ernment in  common  and  not 
simply  of  electing  representatives 
who  then  are  responsible  for  all 
the  decisions,  we  thrust  the 
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responsibility  back  on  ourselves 
and  necessarily  become  more 
public  spirited.  I want  to  suggest, 
first  of  all,  that  participatory  local 
politics  hones  our  capacity  to 
hear,  to  listen,  and  to  understand 
where  others  are  coming  and 
their  needs.  We,  in  our  political 
process,  get  talked  at  and  talked 
to  a great  deal;  the  sign  of  being 
“politically  active”  often  is  to  go 
and  talk.  But  the  real  art  of  de- 
mocracy, what  creates  the 
possibility  of  common  ground,  is 
the  capacity  to  listen:  to  hear 
others,  to  engage  them  sym- 
pathetically, to  understand,  for 
example,  why  they  are  so 
outraged  at  the  idea  of  abortion 
or  why  they  are  so  outraged  at  the 
idea  of  a woman  not  free  to  make 
those  choices  for  herself.  (Could 
the  abortion  issue  ever  do  with 
some  listening  on  both  sides?) 
And  that  is  true  of  many  other 
crucial  issues  in  society  where  so 
little  listening  is  done. 

Participatory  democracy  and 
citizen  politics  permit  us  to  listen 
to  one  another  and  develop  skills 
of  mutual  empathy.  Listening  is  a 
crucial  skill  because  it  engages 
our  imagination  in  politics.  There 
is  nothing  that  requires  more  im- 
agination than  putting  yourself  in 
other  people’s  places,  asking, 
“Why  their  passion,  whence  their 
rage?  Why,  when  it  seems  so 
wrong  to  you,  do  they  seem  to 
believe  what  they  believe  so 
deeply?  Why  does  it  matter? 
There  is  no  better  definition  of 
democratic  politics  than  the  art  of 
imagination.  The  art  of  imagina- 
tion, putting  yourself  in  other 
people’s  places,  extends  your  own 
sense  of  your  interests  to  encom- 
pass the  interests  of  others 
through  understanding. 

A second  feature  of  partici- 
patory politics,  which  is  important 
to  the  policy  process,  important  to 
engaging  citizens  in  deliberation 
about  issues  like  education  and 
health  care,  has  to  do  with  the 
character  and  direction  of 
political  communication.  In  our 
democracy  we  have  a great  deal 
of  “vertical  communication — 


what  social  scientists  call  “elite- 
mass  communication  — leaders 
talking  to  the  people  and  oc- 
casionally people  talking  back  to 
their  leaders.  What  is  the  first 
thing  that  every  citizen  is  told  to 
do?  “Write  a letter  to  your  con- 
gressman. Talk  back.”  There  are 
ample  opportunities  for  our 
leaders  to  talk  to  us  and  there  are 
even  quite  a few  opportunities  for 
us  to  talk  back  to  our  leaders, 
partly  through  the  press  and  the 
media,  and  sometimes  directly  at 
public  hearings.  What  is  missing 
in  our  democracy  is  not  vertical 
communication,  but  lateral  com- 
munication. Where  do  we  ever 
have  the  opportunity  to  talk  to 
one  another — citizens  talking  to 
citizens?  Democracy  is  not  just 
about  leaders  talking  to  citizens 
and  citizens  talking  back  to 
leaders  through,  say,  elections.  It 
also  is  about  citizens  talking  to 
one  another.  That’s  how  you 
reach  common  judgments. 

If  we  are  going  to  be  powerful 
as  citizens,  we  need  to  talk  to  one 
another,  deliberate  together,  de- 
velop common  policies  that  we 
believe  in.  That  means  projects 
like  the  Citizens  Committee  on 
Biomedical  Ethics.  But  there 
should  also  be  a Citizens  Commit- 
tee on  Education,  a Citizens 
Committee  on  Welfare,  and  a 
Citizens  Committee  on  Home- 
lessness. Actually,  there  already 
are  citizens  committees  in 
place — they  are  called  the  town  of 
Newark,  the  state  of  New  Jersey, 
the  United  States  of  America. 
This  country  is  a citizens  commit- 
tee; that  is  why  it  is  a democracy. 

What  do  Americans  share? 
What  do  rich  and  poor  Ameri- 
cans, black  and  white  Americans, 
men  and  women  share  in  the 
health  care  area?  What  do  they 
have  in  common?  Are  they  always 
forced  apart?  Are  employers  and 
employees  so  distinctive?  Do  we 
not  all  have  a long-term  interest 
in  a healthy  nation?  And,  if  we  do, 
is  not  that  the  public  good,  the 
common  ground  that  can  be  built 
upon?  Juries  do  this  all  the 
time — one  of  finest  examples  of 


participatory  democracy  at 
work — and  even  their  mistakes 
can  educate  a nation.  If  we  can 
entrust  life  and  death,  capital  de- 
cisions to  our  fellow  citizens,  we 
ought  to  be  able  to  entrust  the 
discovery  of  a common  public 
policy  in  health  care  and  educa- 
tion to  our  fellow  citizens  as  well. 

In  the  health  care  field  we  are 
looking  for  innovative  thinking 
from  some  great  leader  who  will 
come  in  and  make  it  work  for  us. 
Emiliano  Zapata,  the  great  re- 
volutionary leader  of  Mexico, 
once  said  great  leaders  make  a 
weak  people:  I think  that  can  be 
true  for  America.  We  have  come 
to  rely  on  and  to  look  to  a kind 
of  heroic  leadership:  “Where  is 
the  Kennedy  of  this  era?”  This  is 
the  Oliver  Stone  complex:  “If 
only  Kennedy  had  lived,  what  a 
difference  that  would  have 
made.”  It  is  as  if  Americans  were 
pawns  for  these  last  30  years,  as 
if  we  must  be  saved,  as  if,  because 
he  died,  we  are  doomed.  That 
attitude  toward  leadership  is 
paralyzing  and  deeply  dangerous 
to  democracy  and  it  obstructs  the 
forging  of  intelligent  social 
policies. 

There  is  a remarkable  speech 
that  the  Populist  leader,  Eugene 
Debs,  made  in  the  late  19th  cen- 
tury. At  a meeting  where  people 
were  shouting  for  him,  screaming, 
“He’s  here.  He’ll  save  us.  He’ll 
lead  us  out  of  the  darkness!  Debs 
replied  simply,  “Too  long  have 
the  workers  of  the  world  waited 
for  some  ‘Moses’  to  lead  them  out 
of  bondage.  He  has  not  come,  he 
will  not  come!  I would  not  lead 
you  out  if  I could.  For  if  I could 
lead  you  out,  I could  lead  you 
back  into  the  darkness  again.” 
That  always  is  the  problem  with 
great  leaders.  They  make  great 
tyrants.  Ultimately,  the  responsi- 
bility has  to  be  our  own.  The 
leadership  we  need  is  what  I call 
“facilitating  leadership.”  Leaders 
who  empower  others.  Leaders 
who,  when  they  die  or  disappear, 
leave  a people  stronger,  not  weak- 
er, than  they  were  before.  One  of 
Gandhi’s  favorite  quips  was  about 
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leadership.  He  was  being  in- 
terviewed while  a nonviolent 
march  was  underway  and  he  said 
to  an  inquiring  reporter.  Oh.  ex- 
cuse me,  but  I must  go.  I have 
to  catch  up  to  my  followers.”  That 
is  how  democracy  works,  when 
the  leaders  are  trying  to  catch  up 
to  their  followers,  not  when  the 
followers  are  sitting  restive, 
passive,  waiting  to  be  saved. 

Kennedy,  30  years  ago,  said, 
“Ask  not  what  your  country  can 
do  for  you,  ask  what  you  can  do 
for  your  country.  I think  he  was 
wrong.  I would  say,  “Ask  not 
what  you  can  do  for  your  country, 
ask  what  you  can  do  for  your- 
selves, for  you  are  your  country.  ’ 
What  really  makes  a democracy  is 


the  gift  of  citizenship.  Not  the 
voter,  not  the  client,  not  the  con- 
sumer, but  the  citizen — that  word 
must  again  find  its  place  of  pride 
in  America.  If  it  does,  it  seems  to 
me  that  we  no  longer  will  long  for 
great  leaders  because  we  will 
begin  to  be  able  to  solve  our  own 
problems.  Over  200  years  ago, 
Jean-Jacques  Rousseau  wrote, 
“There  can  be  no  patriotism  with- 
out liberty,  no  liberty  without  vir- 
tue, no  virtue  without  citizenship. 
Create  citizens  and  you  will  have 
everything  you  need.  Without 
them,  there  will  be  nothing  but 
debased  slaves  from  the  rulers  of 
the  state  on  downwards.”  For 
anyone  who  cares  deeply  about 
the  future  of  health  care  in  this 


country,  or  about  education  and 
welfare,  the  first  step  is  to  create 
citizens. 

Health  care  reform  is  not  just 
about  finding  solutions  to  health 
care,  but  about  creating,  or 
perhaps  I should  say  about 
recreating,  a vigorous  and  reso- 
nant sense  of  what  it  means  to  be 
an  American  citizen.  M 

This  article  is  an  excerpt  from  a longer 
article  of  the  same  name,  published  in 
Health  Care,  Law  & Ethics  (7:2-13, 
1992).  Dr.  Barber  is  director  of  the  Walt 
Whitman  Center  for  Culture  and 
Politics  of  Democracy,  Rutgers  Univer- 
sity. Address  reprint  requests  to  Dr. 
Barber,  Rutgers  University,  403 
Hickman  Hall,  Douglass  College,  New 
Brunswick,  NJ  08903. 
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Health  care  reform 
and  the  right  to 
health  care 


Where  is  the  right  to  health  care  in  the  national  debate?  The 
Clinton  health  care  plan  would  translate  moral  commitment  to 
equitable  access  to  a decent  minimum  of  health  care  into  a 
legal  right  to  health  care.  This  article  reviews  health  care  reform 
from  the  perspective  of  a right  to  health  care. 


With  each  passing 
week,  the  national 
debate  on  health 
care  reform  seems  to 
take  on  a new  prism.  Is  the  issue 
universal  coverage?  Are  there 
employer  mandates,  health  al- 
liances, or  cost  controls?  Can  a 
patient  choose  a doctor?  Interest 
groups  and  interested  parties 
have  advanced  serious  substan- 
tive concerns,  but  in  some  cases 
also  have  sought  the  political  ad- 
vantage of  the  “spin  doctor,” 
characterizing  complex  questions 
in  terms  of  narrow  labels  and 
made-for-niedia  sound  bites.  Both 
the  headlines  and  the  story  be- 
hind the  media  headlines  offer 
conceptual  frameworks  for  look- 
ing at  and  understanding  the 
many  issues  now  impressed  upon 
the  national  consciousness  by 
President  Clinton  s Health 
Security  Act  of  1993. 1 

Missing  from  the  public  debate 
is  the  idea  of  a right  to  health 
care.  Rarely  has  the  language  of 
rights  been  featured  in  the 
dialogue;  entirely  absent  is  mean- 
ingful discussion  of  the  implica- 
tions of  giving  force  to  such  a 
right.  This  article  sketches  an  un- 
derstanding of  health  care  reform 
from  the  perspective  of  a right  to 
health  care.  My  focus  is  on  the 


Clinton  plan.  According  to  the 
political  tradewinds,  if  we  see  na- 
tional health  care  reform,  it  is 
likely  to  be  some  version  of  this 
plan.  This  also  is  the  only 
politically  viable  approach  to 
health  care  reform  that  embodies 
meaningful  commitment  to  a right 
to  health  care.  [This  commitment 
is  shared,  perhaps  more  strongly, 
by  a single-payer  alternative  such 
as  the  alternatives  sponsored  by 
Senators  McDermott  and  Well- 
stone  (S.  491/H.R.  1200);  but  a 
single-payer  system  is  not  con- 
sidered a politically  feasible  op- 
tion.] Health  security,  the  core  of 
the  Clinton  plan,  embodies  much 
of  what  is  important  in  a right  to 
health  care.  In  contrast,  by  sound- 
ing a retreat  from  equal  access 
and  refusing  to  insist  upon  health 
insurance  for  all,  recent  New 
Jersey  reforms  reject  serious  con- 
sideration of  such  a right. 

The  article  concludes  with 
some  reflections  about  the  use 
and  abuse  of  “rights”  language 
that  may  suggest  some  of  the 
reasons  why  a right  to  health  care 
has  not  been  featured  in  our  na- 
tional conversation.  Of  course,  as 
part  of  that  national  conversation 
on  health  care,  the  process  of 
amendment  and  compromise  is 
well  under  way. 


Robert  S.  Olick,  MA,  JD 


LEGAL  AND  MORAL  RIGHTS 

To  speak  of  rights  is  to  assert 
a justified  claim  upon  another  in- 
dividual or  organization,  or  upon 
society.  The  logic  of  rights  is  that 
if  I have  a right,  there  is  a cor- 
responding obligation  to  provide 
some  good  or  service,  e.g.  chemo- 
therapy, or  not  to  interfere  with 
my  liberty  to  do  something,  e.g. 
eat  a cheeseburger.  The  source 
and  justification  of  rights  may  be 
found  in  morality  or  in  law.  Often, 
as  with  health  care  reform,  moral 
principles  and  values  inform  de- 
velopment of  legal  norms;  enact- 
ment of  a law  establishes  moral 
principles  and  values  as  legal 
rights.  Rights  analysis  commonly 
proceeds  from  one  of  two  basic 
perspectives.  We  might  ask 
whether  there  are  natural  or  pre- 
existing rights  to  health  care,  de- 
riving from  these  rights  (if  any) 
corresponding  obligations  of 
others.  Alternatively,  we  could 
start  by  asking  what  obligations 
we  have  as  a society  to  restruc- 
ture the  system  to  better  meet 
health  care  needs,  and  then 
articulate  correlative  rights.2  The 
latter  perspective,  starting  from 
the  premise  of  shared  societal  ob- 
ligations, predominates  in  the 
health  reform  debate.  From  this 
moral  point  of  view,  analysis  of 
some  of  the  key  principles  and 
proposals  of  the  Clinton  plan  re- 
veals that  its  moral  grounding 
supports  a Finn  commitment  to  a 
right  to  health  care. 

As  a preliminary  matter,  two 
further  points  are  important. 
First,  the  term  health  security 
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notwithstanding,  health  care  re- 
form is  concerned  with  the  right 
to  health  care,  not  the  right  to 
health.  Prevention  of  illness  and 
promotion  of  well-being  are  im- 
portant features  of  several  reform 
proposals,  but  it  is  the  claim  upon 
health  care  services  and  those 
who  deliver  them  that  is  at  issue 
in  the  larger  debate.  Second,  the 
discussion  here  concerns  what 
rights  ought  to  frame  the  basic 
boundaries  of  a just  health  care 
delivery  system,  not  the  many  and 
varied  ways  in  which  rights  and 
obligations  are  negotiated  within 
any  such  system.  This  analysis 
does  not  address  the  nature  or 
justification  of  the  particular  ob- 
ligations of  physicians,  hospitals, 
and  other  health  care  providers 
that  would  flow  from  national 
health  care  reform  embodying  a 
right  to  health  care,  e.g.  whether 
an  individual  physician  is  ob- 
ligated to  treat  a patient  with 
HIV/AIDS. 

MORAL  GROUNDING  OF  A 
RIGHT  TO  HEALTH  CARE 

Today,  few  people  seriously 
question  that  health  care  is  an 
important  social  good.  The  ends 
of  health  care — promotion  of 
well-being,  relief  of  pain,  suffer- 
ing and  disability,  and  avoiding 
loss  of  life — are  inextricably 
linked  to  basic  personal  values  of 
health,  happiness,  and  opportuni- 
ty to  pursue  life  plans.  With  a 
health  care  system  in  crisis,  the 
special  nature  of  health  care  as  a 
valued  social  good  has  com- 
manded the  nation’s  attention 
with  a manifest  need  to  reform. 
How  can  we  better  promote  these 
values  and  do  a better  job  of 
meeting  health  care  needs? 

At  one  level,  the  struggle  to 
answer  this  question  raises 
significant  tensions,  both  political 
and  philosophical,  between  in- 
dividual responsibility  for  one’s 
own  welfare  and  society’s  obliga- 
tions to  ensure  the  welfare  of  its 
citizens,  particularly  those  less 
well  off.  Both  are  deeply 
embedded  in  our  democratic  tra- 
ditions. Those  who  give  greater 


weight  to  individual  responsibility 
are  more  likely  to  favor  incremen- 
tal approaches  to  social  ills.  They 
may  agree  that  health  care  is  an 
important  social  good,  but  alloca- 
tion of  health  care  services — ac- 
cess to  health  care — should  be 
determined  largely  by  the  ability 
to  pay  (to  purchase  insurance).  In- 
dividuals possess  no  justified 
claim  to  receive  health  care 
services  if  they  are  unable  to  af- 
ford them  (exclusive  of  those  who 
are  Medicaid  or  Medicare  eligi- 
ble). If  society  has  an  obligation 
to  assure  equal  access  that  meets 
basic  health  care  needs,  govern- 
ment s role  should  be  limited, 
especially  since  health  care  con- 
stitutes such  a vast  sector  of  the 
United  States  economy.  This 
view,  typical  of  several  competing 
alternatives  in  Congress,  general- 
ly supports  reform  at  the  edges, 
rejecting  a major  restructuring  ol 
health  care  and  continuing  re- 
liance on  the  health  insurance 
market.  With  this  view,  there  is 
no  right  to  health  care. 

For  many,  however,  the  fact 
that  a significant  portion  ol  the 
population  lacks  access  to  health 
care  services  or  cannot  get  care 
for  basic  needs  and  serious  health 
problems  attests  that  reliance  on 
market  forces  is  misplaced.  If 
there  is  a shared  moral  obligation 
to  assure  access  to  a decent 
minimum  level  of  health  care  for 
all,  government  must  be  an  active 
participant  in  reshaping  the 
health  care  delivery  system. 
Serious  commitment  to  equitable 
access  to  health  care  for  all  and 
to  a decent  minimum  of  health 
care  provides  the  moral  founda- 
tion of  a right  to  health  care.3 

Equitable  access.  For  most  of 
us,  access  to  health  care  is  a func- 
tion of  access  to  health  insurance. 
According  to  a March  1994  report 
of  the  United  States  Census  Bu- 
reau, 25  percent  of  Americans 
(approximately  60  million  people) 
were  uninsured  for  at  least  one 
month  in  1991  to  1992,  and  many 
people  were  without  insurance 
for  longer  periods  of  time.  Being 
uninsured  is  more  common 


among  minorities  and  among 
those  between  the  ages  of  18  and 
34  years.4  We  do  not  have  to  look 
far  to  find  differences  in  statistical 
reports  of  the  number  of 
uninsured  and  underinsured  peo- 
ple. The  most  familiar  figure  is 
that  more  than  37  million  Ameri- 
cans are  uninsured;  many  more 
are  underinsured,  a vast  majority 
of  whom  hold  jobs,  but  have  in- 
adequate coverage.5  Whatever 
figures  are  accepted,  clearly 
substantial  numbers  of  Americans 
cannot  afford  health  insurance; 
minorities,  the  young,  and  the 
sick  are  most  disadvantaged  in  the 
health  care  insurance  market- 
place. With  few  exceptions,  lack 
of  insurance  means  denial  of  care; 
patients  often  are  screened  and 
sorted  based  upon  ability  to  pay 
(the  “wallet  biopsy”).  It  is  no 
surprise  that  the  core  of  health 
care  reform  is  health  insurance 
reform. 

The  most  significant  feature 
distinguishing  the  Clinton  plan 
from  the  other  managed  care 
alternatives  is  its  allocation  of 
responsibility  for  bearing  the 
burden  of  paying  health  insurance 
premiums.  Consistent  with  the 
ethos  of  shared  obligations,  the 
Health  Security  Act  would  man- 
date employer  and  individual  con- 
tributions (with  employers  paying 
80  percent  of  premium  costs)  and 
would  offer  subsidies  for  in- 
dividuals and  small  businesses.  In 
this  manner,  the  Clinton  plan 
pursues  comprehensive  redress  of 
denial  of  access  based  on  the 
ability  to  pay.  It  guarantees  a 
means  to  purchase  health  care  in- 
surance through  a mix  of 
employer-mandated  contributions 
and  government  subsidies.  In 
contrast,  competing  bills  have 
largely  avoided  employer  man- 
dates, placing  greater  reliance  on 
the  mechanism  of  the  market  to 
secure  more  equitable  access.  As 
the  national  debate  takes  form,  it 
appears  that  this  may  well  be  the 
most  hotly  contested  issue.  Its 
resolution  could  mean  the  dif- 
ference between  national  health 
care  reform  and  the  status  quo. 
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Yet,  making  health  insurance 
affordable  for  all  offers  only  a 
partial  remedy.  Implicit  in  the 
concept  of  equality  is  the  idea 
that  there  should  be  no  dis- 
crimination in  providing  access  to 
an  important  social  good.  Criteria 
used  to  differentiate  between 
those  who  are  insured  and  those 
who  are  not  insured  should  be 
morally  relevant  to  giving  dif- 
ferential access.  Thus,  ability  to 
secure  health  insurance  should 
not  depend  on  race,  ethnicity, 
age,  or  place  of  residence.  Nor 
should  it  depend  on  health  status. 
The  sick— those  most  in  need  of 
care — should  not  be  denied  in- 
surance coverage  because  they 
pose  a greater  risk  of  incurring 
payment  by  health  plans  for 
health  care  services.  It  is  more 
cost  effective  for  companies  to  in- 
sure the  healthy  than  the  sick. 

The  Clinton  plan  would  re- 
medy much  of  the  history  of  dis- 
crimination in  insurance,  thereby 
giving  true  meaning  to  the  idea  of 
equal  access.  In  addition  to  assur- 
ing that  no  one  is  denied  access 
to  the  system  because  of  inability 
to  pay,  the  plan  seeks  to  redress 
the  most  serious  inequities  in  the 
health  insurance  market.  As  or- 
iginally proposed,  the  plan 
eliminates  discrimination  against 
the  frail  and  elderly;  eliminates 
pre-existing  condition  exclusions; 
spreads  premium  costs  more 
evenly  through  community  rating; 
requires  acceptance  of  all  appli- 
cants; guarantees  renewability; 
and  assures  that  health  insurance 
is  portable  (travels  with  you  to 
different  jobs  and  providers  and 
across  state  lines).  The  plan  also 
mandates  comprehensive  ben- 
efits.5 By  ensuring  coverage  for  all 
Americans,  regardless  of  race, 
ethnicity,  age,  health  status,  or 
geographic  location,  the  Clinton 
plan  envisions  equal  access  for  all. 
The  promise  of  the  Clinton  plan 
is  universal  access. 

By  assuring  a mechanism  for 
sharing  the  cost  of  health  in- 
surance and  seeking  to  eliminate 
the  most  egregious  discriminatory 
practices  of  insurance  companies, 


the  Clinton  plan  represents  a 
major  step  toward  equal  access  to 
health  care.  Whatever  the  merits 
of  particular  changes  to  health  in- 
surance policies  and  practices,  the 
Clinton  plan  is  committed  to 
substantial  insurance  reform  that 
guarantees  universal  access.  If 
enacted,  the  Clinton  plan  would 
establish  by  statute  a right  to 
some  level  of  health  care  for  all. 

Defining  a decent  minimum. 
Intertwined  with  the  goal  of 
equitable  access  is  the  question, 
‘Access  to  what?”  Equitable  ac- 
cess does  not  mean  that  all  pa- 
tients must  be  offered  the  same 
care  or  even  all  beneficial  care. 
Nor  does  it  mean  that  patients 
may  demand  and  receive  all  the 
treatment  and  care  they  want,  re- 
gardless of  need.  (This  is  so 
despite  our  fascination  with  high 
technology  medicine  and  our 
curious  and  unique  cultural  belief 
that  death  is  optional.) 

In  its  1983  report,  Securing  Ac- 
cess to  Health  Care,  the  Presi- 
dent’s Commission  for  the  Study 
of  Ethical  Problems  in  Medicine 
and  Biomedical  and  Behavioral 
Research  (Commission)  proposed 
that  all  citizens  have  access  to  “an 
adequate  level  of  care.”  Defining 
what  is  basic  or  adequate  in 
health  care  is  a critical  and  thorny 
question.  Equal  access  would 
have  little  meaning  if  health  in- 
surance coverage  did  not  meet 
basic  health  care  needs.  The 
Commission  goes  one  step 
further,  suggesting  that  an  ade- 
quate level  of  care  means 
“enough  care  to  achieve  sufficient 
welfare,  opportunity,  information, 
and  evidence  of  interpersonal 
concern  to  facilitate  a reasonably 
full  and  satisfying  life.”  The  re- 
port notes  that  the  “difficulty  of 
sharpening  this  amorphous  notion 
into  a workable  foundation  for 
health  policy  is  a major  problem 
in  the  United  States  today.”6  Yet, 
a familiar  critique  of  the  Com- 
mission report  is  that  it  identifies 
the  conceptual  challenge  of  defin- 
ing an  adequate  level  of  care,  but 
fails  to  give  practical  content  to 
the  concept. 


The  Clinton  plan  meets  this 
challenge  head  on.  By  advancing 
a mandated  benefits  package  it 
offers  a serious  and  thoughtful  at- 
tempt to  specifically  define  what 
is  meant  by  adequate  or  basic 
care— to  define  a decent  mini- 
mum of  health  care.  It  springs 
from  a vision  of  what  a decent  and 
humane  society  should  provide 
for  its  citizens,  a richer  notion 
than  adequate  or  basic  care  (a 
basic  level  of  care  may  not  meet 
the  standard  of  a decent  level). 
Among  the  benefits  included  with 
this  vision  are  hospital  services, 
health  professional  services, 
emergency  care,  clinical  preven- 
tive services,  mental  health  and 
substance  abuse  treatment,  family 
planning  and  pregnancy-related 
services,  hospice  services,  home 
health  care,  outpatient  care  and 
services,  childhood  immuniza- 
tions, and  dental  and  eye  care  for 
those  under  18  years  of  age.  The 
list  goes  on,  with  future  expansion 
of  benefits  to  cover  adult  dental 
care,  and  creation  of  a national 
body  to  study  ways  to  expand  cov- 
erage for  long-term  care.5 

This  partial  itemization  of  ben- 
efits illustrates  the  vision  of  a de- 
cent minimum  at  work  in  the 
Clinton  plan.  Only  the  single- 
payer option  offers  a comparable 
(and  in  fact  longer)  list  of  man- 
dated benefits.  Among  the  other 
bills,  few  have  fully  articulated  a 
vision  of  what  constitutes  a de- 
cent minimum  of  health  care — of 
what  should  be  included  in  any 
mandated  benefits  package.  To  its 
credit,  the  Clinton  plan  gives  con- 
crete shape  to  the  problem  of  de- 
fining what  health  care  services 
we  should  have.  By  advancing  a 
view  of  a decent  minimum  of 
health  care  through  a far-reaching 
benefits  package  the  Health 
Security  Act  also  embodies 
another  feature  of  rights — to  have 
a right  to  health  care  is  to  have 
a justified  expectation  of  receiving 
health  care  services.  Setting  forth 
in  law  these  health  care  services 
gives  concrete  meaning  to  the 
right  to  health  care. 

Nonetheless,  the  motto  of  the 
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national  health  care  campaign — 
“Health  care  that’s  always 
there” — should  be  viewed  with  a 
critical  eye.  The  clear  message  is 
not  only  that  health  care  should 
be  a right,  but  that  the  right  also 
should  be  comprehensive.  We 
should  expect  to  have  all  of  our 
important  health  care  needs  met. 
Yet,  next  to  the  issue  of  who 
should  pay  for  health  insurance, 
one  of  the  most  controverted  is- 
sues in  the  debate,  may  well  be 
what  should  be  included  and  ex- 
cluded from  the  benefits  package. 
As  many  advocacy  groups  will 
hasten  to  point  out,  we  should  not 
rush  to  accept  that  these  benefits 
are  comprehensive  or  that  they 
offer  universal  coverage.  For  ex- 
ample, coverage  for  long-term 
care  and  the  needs  of  the  disabled 
is  limited;  and  as  of  this  writing 
mental  health  coverage  is  under 
fire.  For  some  there  will  be  no 
right  to  needed  health  care;  at 
best  an  incomplete  right  to  insist 
upon  a decent  minimum  of  health 
care.  Compounding  the  dilemma 
is  the  real  possibility  that  the 
breadth  of  the  original  benefits 
package,  even  if  enacted,  may 
well  prove  incompatible  with  the 
goals  of  cost-containment. 

One  final  feature  of  the  plan  is 
important  from  a rights  perspec- 
tive. Through  a national  mandate, 
the  Clinton  plan  would  establish 
access  to  a guaranteed  range  of 
health  care  benefits  across  the 
50  states.  Although  states  would 
have  significant  flexibility  in  im- 
plementing the  plan,  national 
health  care  reform  could  mean 
substantial  changes  to  the  health 
care  delivery  system  currently  in 
place  in  many  states.  Most  states 
already  have  seized  the  momen- 
tum of  reform. 

NEW  JERSEY’S  APPROACH 

What  we  call  reform  is  in  the 
eyes  of  the  beholder,  and  may  be 
measured  from  a number  of  van- 
tage points.  From  a rights  per- 
spective, New  Jersey’s  recently 
enacted  approach  to  health  care 
delivery  is  two  steps  backwards 
and  one  step  forward. 


During  the  1980s,  New  Jersey’s 
all-payer  approach  served  as  a na- 
tional model  for  equal  access  to 
the  health  care  system.  At  the 
core  of  this  approach  was  the 
diagnosis  related  group  (DRG) 
prospective  payment  system  for 
hospital  reimbursement.  Original- 
ly conceived  as  a means  of  cost- 
containment,  the  DRG  payment 
structure  included  a surcharge  on 
hospital  bills  to  be  paid  into  a 
fund  for  reimbursement  of  hos- 
pitals for  the  costs  of  care  de- 
livered to  the  poor  and  unin- 
sured—the  Uncompensated  Care 
Trust  Fund  (UCTF).  Through  this 
mechanism,  care  for  indigent 
persons  was  subsidized  by  those 
who  could  afford  to  pay  (the  in- 
sured). Thus,  the  moral  commit- 
ment of  the  all-payer  DRG  ap- 
proach was  for  all  of  us  to  share 
the  burdens  of  securing  access  to 
health  care  for  all  citizens.7 

Following  a successful  chal- 
lenge to  the  UCTF  surcharge 
tacked  on  to  DRG  fees,  late  in 
1992,  New  Jersey  embarked  upon 
a new  path  often  characterized  as 
deregulation.  Among  the  major 
systemic  changes  were  elimina- 
tion of  DRGs  and  phasing  out 
over  a period  of  years  state- 
regulated  reimbursement  to  hos- 
pitals for  indigent  care.  In  effect, 
New  Jersey  has  taken  away  the 
right  of  equal  access  to  health 
care  services,  returning  its 
citizens  to  a market-oriented 
system  where  those  unable  to  af- 
ford insurance  will  be  denied  ac- 
cess (increasingly  so  as  the  new 
system  is  phased  in).  The  right  to 
health  care  has  taken  two  steps 
backward. 

To  its  credit,  however,  New 
Jersey  also  has  taken  a step 
forward  by  partially  reforming  the 
health  insurance  market.  Com- 
munity rating  has  been  adopted 
(but  not  yet  implemented),  and 
pre-existing  condition  exclusions 
have  been  limited.  Some  in- 
equities have  been  addressed. 
Under  the  auspices  of  the  New 
Jersey  Department  of  Insurance, 
two  boards  have  been  created  to 
regulate  portions  of  the  health  in- 


surance market — those  for  in- 
dividuals and  those  for  small 
employers.  The  two  boards  have 
done  an  admirable  job  of  develop- 
ing five  standardized  plans  and  an 
HMO  plan  that  all  insurers  in  the 
individual  and  small  employer 
markets  are  required  to  sell. 
These  standardized  plans  offer  a 
range  of  coverages.  The  reforms 
should  have  a positive  impact  on 
the  ability  to  purchase  meaningful 
health  insurance.  Yet,  much  of  the 
population  is  unaffected  by  these 
changes;  the  small  employer 
rules,  for  example,  govern  only 
those  employers  with  49  or  fewer 
employees.  More  significant,  in 
stark  contrast  to  the  Clinton  plan. 
New  Jersey  imposes  no  obligation 
on  employers  to  share  the  costs 
of  health  insurance  with  their 
employees. 

New  Jersey  seized  the  momen- 
tum of  1992  to  follow  a different 
path  from  that  of  the  national 
agenda.  Rather  than  embrace  the 
shared  moral  obligation  to  secure 
access  to  a decent  minimum  of 
health  care  for  all.  New  Jersey 
chose  to  rely  on  individual  re- 
sponsibility and  the  free  market, 
not  unlike  some  of  the  competing 
proposals  at  the  federal  level.  The 
future  may  well  hold  another 
major  restructuring  of  our  state’s 
health  care  system. 

CONCLUSION 

The  purpose  of  this  article  has 
been  to  outline  the  moral  under- 
pinnings of  the  Health  Security 
Act  that  support  the  notion  of  a 
moral  and  legal  right  to  health 
care.  Firm  commitment  to  the 
principles  of  equal  access  and  a 
decent  minimum  of  health  care 
for  all  offer  the  moral  foundations 
of  such  a right.  Legal  reform  that 
mandates  employer  contributions 
for  insurance  premiums,  elimi- 
nates many  forms  of  insurance 
discrimination,  and  mandates  ex- 
tensive benefits,  gives  practical 
content  and  meaning  to  a legal 
right  to  health  care.  In  this  sense, 
the  Clinton  plan  represents  a 
major  step  forward  for  a right  to 
health  care.  The  Health  Security 
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Act  does  a better  job  of  securing 
universal  access  than  it  does  of 
securing  universal  coverage. 

Why  then  hasn’t  the  health 
care  debate  been  couched  in 
terms  of  rights?  Perhaps  the 
public  opinion  polls  on  which  the 
selling  of  health  care  reform  so 
heavily  relies  suggest  that  the 
politically  prudent  course  is  to 
steer  clear  of  “rights”  that  are  too 
easily  portrayed  as  another  gov- 
ernment entitlement  program — 
an  easy  political  target.  Rights  talk 
frequently  is  perceived  as  divisive 
and  adversarial.  In  contrast, 
security  is  a familiar  cultural  and 
political  value  deeply  engrained 
in  our  approach  to  such  societal 
concerns  as  crime,  international 


affairs,  jobs,  and  the  economy.  It 
is  a powerful  message  and  a unify- 
ing theme.  As  the  national 
dialogue  unfolds,  the  right  to 
health  care  will  likely  emerge  as 
a prominent  part  of  the  national 
conversation,  and  may  offer  its 
own  powerful  message.  HI 
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My  office 
really  got 
the  cure... 

...when  I found  The  Money 
Store.  I got  the  loan  I needed 
to  buy  my  building  and  stop 
leasing.  Now  I'm  operating 
in  the  black.  I didn’t  need  a 
million  dollars,  but  they  can 
lend  that  much  for  commer- 
cial real  estate  And  give  up  to 
25 -year  terms  and  up  to  100% 
loan-to- value.  No  balloons 
and  no  prepayment  penalties. 
No  other  lender  could  help  me 
like  The  Money  Store. 


For  prompt  & professional  service  please  contact: 

The  Monet  Store  * 

INVESTMENT  CORPORATION 


Southern  1\J  Central  I\J  Northern  ]\J 

Don  Dietz  or  Ed  Narozny  Rosemary  Dente  Patrick  Toriello 

(609)  597-7987  or  (908)  281-6132  (201)  579-5322 

(609)  875-1395 

New  Jersey's  #1  SBA  Lender  is  also  America's  #1  SBA  Lender 
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Role  of  the  Essential  Health 
Services  Commission  in 
health  care  reform 

Anne  F.  Weiss 


The  New  Jersey  Essential  Health  Services  Commission  was 
established  in  1992.  The  author  reviews  the  role  of  the  New 
Jersey  Essential  Health  Services  Commission  in  health  care 
reform,  including  a subsidized  health  benefits  program  and 
payments  to  hospitals  for  chanty  care. 


The  New  Jersey  Essential 
Health  Services  Com- 
mission was  established 
by  the  Health  Care  Re- 
form Act  of  1992  (HCRA  1992). 
This  landmark  legislation,  signed 
into  law  in  November  1992, 
marked  a radical  change  in  the 
state’s  approach  to  the  challenge 
of  assuring  New  Jerseyans  access 
to  affordable  health  care.  The 
Commission’s  role  can  be  under- 
stood best  by  reviewing  the  his- 
torical context  in  which  it  was 
created. 

With  HCRA  1992,  New  Jersey 
ended  a 12-year  experiment  de- 
signed to  use  hospital  regulation 
to  control  health  costs  and  assure 
access  to  care.  The  Act  ended  the 
state’s  authority  to  set  hospital 
rates  and  determine  revenue 
using  diagnosis  related  groups 
(DRGs).  It  also  eliminated  the 
Uncompensated  Care  Trust 
Fund,  which  was  financed  by  a 19 
percent  surcharge  on  every  hos- 
pital bill.  This  Fund  guaranteed 
payment  to  hospitals  not  only  for 
documented  charity  care,  but  for 
all  bad  debts  not  recovered  after 
specific  collection  steps  were 
followed. 

Beginning  in  1993,  New  Jersey 
hospitals  entered  the  competitive 
market  for  health  care.  Hospitals 


now  are  free  to  negotiate  agree- 
ments with  insurers  and  HMOs, 
to  form  networks  with  other 
hospitals  or  physician  groups,  and 
to  set  prices  for  services  as  they 
see  fit.  Beginning  in  1994,  there 
are  no  limits  on  revenue,  but 
there  are  no  guarantees  either. 

HCRA  1992’s  emphasis  on 
private  market  forces  to  strength- 
en New  Jersey’s  health  care 
system  was  mirrored  in  two  com- 
panion bills  that  reformed  the 
market  for  small  group  insurance 
(typically  purchased  by  small 
business  for  2 to  49  persons)  and 
individual  insurance  (historically 
sold  only  by  Blue  Cross  of  New 
Jersey  to  those  individuals  unable 
to  purchase  group  insurance). 
These  reforms  included  require- 
ments for  open  enrollment, 
limitations  on  the  exclusion  of 
pre-existing  conditions,  a transi- 
tion to  community  rating,  and  a 
requirement  that  a limited 
number  of  standard  benefit 
packages  be  offered  to  make  it 
easier  for  consumers  to  shop.  In- 
surance companies  were  offered 
incentives  to  enter  the  market  for 
individual  insurance  as  well. 
Comparable  reforms  have  been 
adopted  in  at  least  30  other  states, 
are  supported  by  the  National  As- 
sociation of  Insurance  Com- 


missioners, and  are  featured  in 
many  proposals  for  federal  health 
reform  as  well. 

Thus,  the  Essential  Health 
Services  Commission  was  created 
in  a policy  context  that  stressed 
making  health  insurance  more  af- 
fordable and  available  and  would 
rely  on  competitive  market  forces 
to  control  costs.  By  law,  the  Com- 
mission consists  of  11  members. 
Eight  public  members  are  re- 
quired to  have  experience  in 
hospital  finance,  the  delivery  of 
health  care  services,  or  health  in- 
surance, or  as  consumers.  The 
present  public  members,  who 
were  confirmed  in  May  1993  for 
one-  to  three-year  terms,  include 
one  practicing  physician,  two 
HMO  executives,  one  attorney, 
three  hospital  presidents,  and  one 
senior  citizen  consumer  advocate. 
They  are  joined  by  three  ex- 
officio  members  representing  the 
commissioners  of  health,  of 
human  services,  and  of  insurance. 

The  Commission  has  many 
roles  in  health  reform  in  New 
Jersey.  First,  the  Commission 
oversees  substantial  payments  to 
hospitals  for  charity  care  and 
other  purposes.  Second,  the  Com- 
mission is  charged  with  develop- 
ing a subsidized  health  benefits 
program  for  low-income,  unin- 
sured New  Jerseyans  who  are 
working  or  temporarily  unem- 
ployed. 

The  single  largest  program  sup- 
ported by  the  fund  is  a program 
of  hospital  charity  care  subsidies, 
expected  to  pay  out  $450  million 
in  1994.  Although  this  program  is 
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Table.  HCRA  1992  funding  provision. 

($  Millions) 


1993 

1994 

1995 

1996 

1997 

Charity  care 

500 

450 

400 

350 

300 

Other  uncompensated 
care 

100 

67 

33 

0 

0 

Access  Program 

0 

50 

100 

150 

200 

widely  viewed  as  a replacement 
for  the  former  Uncompensated 
Care  Trust  Fund,  since  it  con- 
tinues the  state’s  historical  ap- 
proach of  limiting  charity  care 
payments  to  hospitals  only,  there 
are  important  differences.  The 
charity  care  program  does  not  pay 
for  any  hospital  bad  debt,  but  only 
for  care  provided  to  patients 
whose  eligibility  for  charity  care 
can  be  documented.  Indeed,  the 
Legislature  clearly  indicated  in- 
terest in  greater  accountability  for 
charity  care  dollars  by  requiring 
'!that  the  Commission  put  in  place 
tan  eligibility  determination  and 
(claims  processing  system  for  char- 
ity care  at  state  hospitals.  The 
Commission  has  targeted  January 
1,  1995,  to  begin  implementing 
this  system. 

A smaller  program  of  other  un- 
compensated care  subsidies, 
slated  to  spend  $67  million  in 
1994,  was  designed  to  recognize 
Medicare  shortfalls.  This  pro- 
gram, which  supports  fewer 
hospitals  each  year  at  declining 
levels,  was  clearly  intended  to 
ease  the  transition  for  high 
Medicare  hospitals  to  a de- 
regulated environment,  and  is  not 
(authorized  after  1995. 

The  third  program  supported 
by  the  Fund  is  a subsidized  health 
benefits  program,  the  Access  Pro- 
gram, and  represents  the  most 
significant  departure  from  the 
state’s  traditional  approach  to 
subsidizing  indigent  care.  This 
program,  intended  to  spend  $50 
million  in  the  first  year  (1994)  but 
to  grow  to  $200  million  by  1997, 
still  is  awaiting  final  approval.  But 
to  date  several  principles  have 
emerged  in  the  Commission’s 
deliberations. 


First,  Commission  members  in- 
volved in  designing  the  Access 
Program  have  expressed  an  in- 
terest in  making  subsidies  avail- 
able so  that  eligible  individuals 
can  buy  private  insurance,  rather 
than  creating  a new  government 
insurance  program  with  its  own 
regulations  and  requirements. 
Such  an  approach  certainly  is 
consistent  with  the  legislative 
health  care  reforms  adopted  in 
1992.  The  Access  Program  also 
offers  the  advantage  of  being 
neutral  to  providers,  by  making 
enrollees  in  the  program  indist- 
inguishable from  any  privately  in- 
sured individual,  with  the  same 
freedom  of  choice,  benefits,  and 
payment  levels. 

Commission  members  also 
have  considered  the  legislative  re- 
quirement that  this  health  ben- 
efits program  should  stress 
primary  and  preventive  care  and 
should  focus  on  low-income  in- 
dividuals. They  have  indicated  an 
interest  in  supporting  relatively 
comprehensive  benefit  packages 
with  low  cost-sharing,  in  the  be- 
lief that  these  benefits  will  make 
it  possible  for  enrollees  to  avoid 
serious  illness,  to  seek  early  treat- 
ment before  complications  de- 
velop, and  to  reduce  reliance  on 
costly  and  inappropriate  emer- 
gency room  care.  This  is  an  exam- 
ple of  where  good  medicine  and 
good  economy  join  hands. 

As  with  any  public  program, 
questions  immediately  arise  about 
funding  for  these  initiatives.  The 
Health  Care  Subsidy  Fund  is 
financed  by  projected  surplus 
state  unemployment  revenues 
through  the  end  of  1995.  (HCRA 
1992  made  no  provision  for  fund- 
ing after  this  date  and  provided 


for  an  unemployment  tax  increase 
“trigger’  should  reserves  fall 
below  a certain  level.)  This 
represents  a relatively  broad 
funding  source  for  indigent  care, 
compared  to  the  state’s  historical 
reliance  on  a surcharge  on  the 
bills  of  paying  hospital  patients, 
but  it  is  one  of  particular  interest 
to  organized  labor  and  to  busi- 
ness, who  can  be  expected  to  very 
carefully  evaluate  the  benefits  of 
this  revenue  diversion. 

The  legislative  design  of  the 
funding  for  the  Health  Care 
Subsidy  Fund  very  clearly  il- 
lustrates HCRA  1992’s  approach 
to  health  care  reform.  As  in- 
surance market  reforms  and 
subsidies  make  coverage  more 
available,  and  deregulation  makes 
health  care  more  affordable,  the 
need  for  traditional  hospital 
subsidies  should  diminish. 

Finally,  HCRA  1992  assigned 
to  the  Commission  an  ambitious 
agenda  for  the  review  of  future 
health  policy  reforms.  The  Com- 
misison  is  required  to  report  its 
recommendations  to  the  governor 
and  the  Legislature  each  Nov- 
ember on  areas  such  as  the  re- 
view of  Medicare  and  Medicaid 
payments,  ways  to  encourage 
preventive  and  managed  care,  re- 
view of  proposed  malpractice  re- 
forms, studies  of  hospital  costs, 
charges  and  outcomes,  and  ways 
to  help  consumers  make  prudent 
choices.  The  inclusion  of  this 
broad  agenda  signals  the  Com- 
mission’s role  as  a forum  where 
the  many  actors  in  the  health  care 
arena — physicians,  consumers, 
payers,  patients,  employers,  and 
government — can  come  together 
to  share  points  of  view  and  de- 
velop a consensus.  The  Com- 
mission welcomes  input  from  all 
New  Jerseyans  with  an  interest  in 
maintaining  and  improving  the 
state’s  health  care  system.  ■ 

Ms.  Weiss  is  executive  director  of  the 
New  Jersey  Essential  Health  Services 
Commission.  Address  reprint  requests 
to  Ms.  Weiss,  Capital  Center,  50  East 
State  Street,  CN  363,  Trenton,  NJ 
08625-0363. 
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Education  initiatives 
in  the  health 
reform  era 

Donald  B.  Louria,  MD 


Health  care  reform  will  change  the  way  American  physicians 
are  trained.  Medical  students  need  to  learn  the  importance  of 
thinking  like  futurists  and  making  a commitment  to  society. 
Hopefully,  training  physicians  as  futurists  will  be  a part  of  the 
new  health  care  system. 


Health  care  reform  will 
change  the  practice  of 
medicine  and  the 
training  of  physicians 
in  the  United  States.  The  restric- 
tions on  individual  practices  and 
possible  curtailing  of  support  for 
medical  education  will  be  painful 
and  the  effects  on  individual 
physicians,  on  the  organization  of 
medical  practice,  and  on  the 
public  are  unpredictable.  But  the 
scope  of  the  changes  provides  ex- 
traordinary opportunities  for  the 
medical  profession  and  for 
medical  educators.  Virtually  every 
major  plan  for  health  care  reform 
includes  a specific  mention  of  the 
importance  of  focusing  on  pre- 
venting diseases. 

The  Department  of  Preventive 
Medicine  of  UMDNJ-New  Jersey 
Medical  School  is  particularly  in- 
terested in  two  areas.  The  first 
area  is  the  potential  for  turning 
the  prevention  rhetoric  into  a 
specific  program.  To  that  end,  we 
have  formulated  a 17-point  pro- 
gram called  Health-Full-Life,  that 
is  a state-of-the-art  health  promo- 
tion and  disease  prevention  pro- 
gram; it  consists  of  only  those 
tests  and  actions  for  which  the 
data  are  reasonably  convergent 
and  have  withstood  the  test  of 
time.  The  Program  has  been 


adopted  by  the  unanimous  vote  of 
the  New  Jersey  Legislature  and 
signed  into  law  by  the  governor.1 
There  now  is  a mandate  that  by 
the  beginning  of  1995,  every 
health  insurer  in  New  Jersey  will 
have  to  offer  it  as  part  of  one  basic 
policy  that  is  advertised,  pro- 
moted, and  priced  in  the  same 
fashion  as  any  other  basic  policy. 
Additionally,  every  health  care 
provider  organization  will  be  re- 
quired to  offer  the  Program  in  its 
entirety  to  every  participant 
served  by  that  health  care 
provider  organization.  The  bill  in- 
cludes a cap  on  required  expen- 
ditures to  implement  the  Health- 
Full- Life  Program  and  contains 
strong  provisions  to  protect  the 
Program  against  the  addition  of 
inordinately  expensive  and/or  ill- 
documented  tests  or  actions. 
Protection  of  the  integrity  of  the 
Program  was  felt  to  be  obligatory 
because  the  addition  of  inade- 
quately documented  tests  could 
make  the  Program  so  weighty  and 
expensive  that  it  inevitably  would 
fail.  The  Program  also  is  part  of 
the  five  basic  health  insurance 
policies  adopted  by  the  Legis- 
lature in  1993. 

The  Health-Full-Life  Program 
is  an  oxymoron;  it  is  com- 
prehensive but  spartan.  The  17 


tests  and  actions  constitute  the 
core  of  what  every  adult  should 
be  doing  to  maximize  chances  for 
a longer  and  a healthier  life.  Now 
that  the  Program  is  law  in  New 
Jersey,  there  is  a realistic  poten- 
tial for  it  to  become  national 
policy  as  a basic  component  of 
any  health  care  reform  package. 

The  second  area  relates  to  the 
education  of  medical  students. 
Over  the  last  two  decades, 
medical  education  has  undergone 
substantial  changes:  introduction 
of  students  to  patients  much 
earlier  in  their  careers;  use  of 
problem-based  learning;  greater 
focus  on  ethical  issues;  and  frank 
discussions  of  death  and  dying.2"6 

There  is  an  additional  area  that 
requires  more  attention.  Increas- 
ingly, medicine  and  science  are 
intertwined  with  major  problems 
of  the  greater  society,  including: 
population  growth;  violence;  con- 
sequences of  environmental  pol- 
lution; and  effects  of  the  huge  in- 
crease in  the  number  of  Ameri- 
cans over  the  age  of  60  years. 
Medical  progress  increases 
population  size;  but  scientific  ad- 
vances also  can  play  a major  role 
in  limiting  population  growth. 
Environmental  pollution  may  re- 
sult in  a variety  of  illnesses  that 
must  be  handled  by  the  medical 
profession.  And  the  violence  that 
pervades  our  society  results  in 
physical  and  psychological  trauma 
that  must  be  treated  by  the 
medical  profession;  that,  in  turn, 
makes  the  roots  of  violence  an 
important  issue  for  medicine  and 
medical  education.  Medical 
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school  curricula  touch  these 
areas,  and  increase  student 
awareness  to  some  extent,  but  for 
the  most  part  the  goal  has  been 
to  augment  student  knowledge 
and  urge  students  to  incorporate 
that  knowledge  in  their  individual 
practices — for  example,  in  suicide 
and  domestic  violence  preven- 
tion. But  we  have  not  adequately 
extended  those  educational  efforts 
to  have  students  actually  involved 
in  these  broader  societal  issues. 

There  are  physician  organiza- 
tions that  focus  on  societal  issues; 


Physicians  for  Social  Responsibili- 
ty and  Physicians  for  Human 
Rights  are  examples.  Physicians 
for  Social  Responsibility  led  the 
fight  for  sanity  in  regard  to 
nuclear  weapons;  now  they  have 
turned  their  attention  to  issues  of 
nuclear  waste  and  other  pollu- 
tants. Their  efforts  played  a major 
role  in  policy  change  by  the  super 
powers.  Physicians  for  Human 
Rights  sends  delegations  to  in- 
vestigate human  rights  abuses, 
then  makes  the  reports  public, 
thus  exerting  pressures  on  those 


governments  directly  implicated 
as  well  as  on  governments  that 
would  prefer  to  pretend  such 
abuses  are  of  no  major  conse- 
quence. Physicians  for  Human 
Rights  also  documents  ill-treat- 
ment and  jailing  and  torture  of 
health  workers  and  mounts  cam- 
paigns to  force  involved  govern- 
ments to  stop  the  torture  and/or 
incarcerations  (Figure). 

SOCIETAL  PROBLEMS 

To  assess  student  knowledge  ot 
some  of  the  salient  issues,  we  ad- 


48 


VOL.  91 -NUMBER  7 JULY  1994 


Table  1.  Course  contents. 

• Thinking  as  futurists.  D.B.  Louria,  MO.  The  futurist  approach  to 
societai  problems  with  a focus  on  the  environment. 

• Individual  privacy  and  the  potential  destruction  of  the  Fourth 
Amendment.  D.B.  Louria,  MD.  Technologic  advances  and 
subversion  of  privacy. 

• Pediatric  issues.  J.  Titeibaum,  MD.  Accidental  poisonings; 
managing  chronic  diseases  in  children. 

• Health  care  in  rural  Mississippi;  Physicians  for  Social 
Responsibility;  international  human  rights  issues.  J.  Geiger,  MD. 

Suppression  of  human  rights  from  rural  Mississippi  to  Israel.  Physician 
responsibility  in  a nuclear  age, 

• Medical  care  in  Nicaragua.  G,  Hail , MD.  Primary  care  physician  with 
extensive  experience  in  Nicaragua  attempting  to  develop  a primary 
health  care  system. 

• Family  and  youth  services  in  New  Jersey;  child  abuse;  health 
service  in  prisons.  G.  Hansen,  MD. 

• Food  irradiation;  community  activism  in  regard  to  safe  food  and 
water.  M.  Colby.  Community  activism  with  a focus  on  preventing 
irradiation  of  food  in  the  United  States. 

• Health  care  in  Haiti.  C.  Faivo.  MD. 

• Volunteer  service  in  Iran,  Iraq,  Ukraine,  Saudi  Arabia,  and  Nigeria. 
C.  Hansen,  MD. 

• The  hierarchiai  role  of  women  around  the  world  with  a particular 
focus  on  Sudan.  Malawi,  and  Romania.  R.  Murphy,  RN. 

• Population  issues;  societal  violence.  D.B.  Louria,  MD,  and  M. 
Passannante,  PhD.  Coping  with  societal  violence;  planetary 
problems  deserving  worst  case  scenarios;  population  and  the 
potential  greenhouse  effect. 

» The  AIDS  epidemic:  The  individual  and  community  roles  of 
physicians.  J.  Qleske,  MD. 

• Critical  medical  and  ethical  choices.  M,  Strong.  Students  are  given 
scenarios  where  they  have  to  prioritize  six  possible  choices  among 
medical  interventions  that  balance  age,  underlying  disease,  and 
potential  effectiveness  of  therapy  and  cost. 

• Case  discussions  of  major  medical-iegal-ethical  issues.  P. 
Armstrong » Esq.  Personal  experience  with  some  of  the  country’s 
most  celebrated  cases. 


ministered  a brief  questionnaire 
to  200  first-  and  second-year  stu- 
dents at  UMDNJ-New  Jersey 
Medical  School  during  the  1993 
fall  semester.  The  results  are  in- 
triguing. 

There  were  four  questions 
about  world  population:  31  per- 
cent knew  the  world  population 
would  be  about  6 billion  by  the 
year  2000;  38  percent  correctly 
indicated  that  the  United  Nations 
projection  for  world  population  in 


the  year  2200  is  12  to  20  billion; 
39  percent  knew  that  at  least  90 
percent  of  population  growth  will 
occur  in  so-called  developing 
countries;  and  38  percent  correct- 
ly indicated  that  world  population 
doubling  time  is  about  40  years. 

Less  than  40  percent  had  ade- 
quate information  about  world 
population  patterns.  Additional 
analyses  showed  substantial  in- 
consistencies by  the  majority  of 
students  in  their  answers,  con- 


firming the  inadequate  fund  of 
knowledge. 

The  students  did  reasonably 
well  on  two  questions  about  the 
nature  and  persistence  of  green- 
house gases,  e.g.  carbon  dioxide, 
nitrous  oxides,  methane,  and 
chlorofluorocarbons,  that  are  like- 
ly to  cause  planetary  warming  in 
the  next  50  years;  60  percent  an- 
swered these  questions  correctly. 

The  responses  to  a question 
on  murder  rates  in  the  United 
States  particularly  were  interest- 
ing. Only  15  percent  of  students 
knew  there  were  about  20,000 
murders  a year  in  the  United 
States.  About  one-half  of  the  stu- 
dents thought  there  were  100,000 
to  200,000  murders,  five  to  ten 
times  the  actual  figure;  this 
reflects  the  general  perceptions  of 
uncontrolled  violence  in  this 
country. 

The  students  did  not  do  well  on 
the  question  about  the  predicted 
two  trillion  dollar  medical  costs  of 
a decade  from  now,  at  the  current 
rates  of  increase;  less  than  20  per- 
cent of  the  students  gave  the  cor- 
rect answer. 

About  two-thirds  of  the  stu- 
dents knew  that  in  the  United 
States,  those  persons  over  65 
years  of  age  account  for  14  per- 
cent of  the  population,  but  ex- 
pend more  than  30  percent  of 
health  dollars. 

The  students  did  not  do  well  on 
two  questions  relating  to  the  per- 
cent of  the  American  population 
predicted  to  be  over  60  years  by 
the  year  2040,  and  the  number  of 
persons  predicted  to  be  over  age 
85  years  by  2040.  Only  about  18 
percent  of  the  students  knew  that 
about  one-third  of  the  population 
will  be  over  the  age  of  60  and  that 
there  will  be  16  to  24  million 
persons  over  the  age  of  85. 

Three  questions  were  asked 
about  drug  testing  in  the  work- 
place and  privacy  issues;  only  22 
percent  of  the  students  knew  that 
the  Fourth  Amendment  to  the 
Constitution  was  designed  to 
protect  individual  privacy  by 
proscribing  unwarranted  search 
and  seizure. 
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Table  2.  Reading  list. 

1 . Annas  GJ : The  Bioethics  of  Biomonitoring  People  for  Exposure  to 
Carcinogens,  1990. 

2 . United  States  Bill  of  Rights. 

3.  Calhoun  JB:  Population  Density  and  Social  Pathology.  Scientific 
America,  1962. 

4.  Carson  R:  Silent  Spring. 

5.  Dubos  R:  Mirage  of  Health  and  So  Human  an  Animal. 

6.  Fromm  E:  Sane  Society. 

7.  Humphreys  D:  Final  Exit. 

8.  Keyfitz  N:  The  Growing  Human  Population.  Scientific  America,  1989. 

9.  Louria  DB:  Your  Healthy  Body,  Your  Healthy  Life. 

1 0.  MacLeish  A:  Riders  on  the  Earth. 

1 1 . McCally  M,  Cassel  CK:  Medical  Responsibility  and  Global 
Environmental  Change,  Ann  Int  Med,  1 990. 

1 2.  Needleman  HL:  The  Persistent  Threat  of  Lead.  Current  Prog  Ped, 
1988. 

13.  State  of  the  World,  Worldwatch  Institute. 

14.  Strunk  W,  White  EB:  The  Elements  of  Style. 

1 5.  Walter  OM,  Scott  RL:  Thinking  and  Speaking:  A Guide  to  Intelligent 
Oral  Communication. 


Clearly,  knowledge  about  is- 
sues at  the  interface  between 
medicine/science  and  the  greater 
society  was  inadequate  for  these 
first-  and  second-year  medical 
students.  Obviously,  our  students 
may  not  be  representative  of 
medical  students  around  the 
country,  but  we  think  it  very  like- 
ly that  the  results  of  this  question- 
naire reflect  the  national  pattern. 

A NEW  ELECTIVE 

We  developed  an  elective  enti- 
tled, “Medicine,  Society,  and  the 
Future:  The  Doctor  as  an  Ac- 
tivist,” for  a small  number  of  stu- 
dents in  spring  1993.  At  the  con- 
clusion of  the  elective,  students 
should  have  understood  the  need 
to  maintain  perceptions  of 
meliorism,  the  desirability  of 
thinking  like  futurists,  and  the 
necessity  for  commitment. 

These  three  concepts  are  not 
central  to  just  this  course,  they 
are  the  bedrock  of  any  attempt  to 
have  students  look  at  themselves 
and  their  world  more  broadly  and 
to  think  about  their  ability  to 
solve  major  problems  of  society 
while  pursuing  their  own  in- 
terests. It  is  my  belief  that  we 
should  inculcate  these  concepts 
through  mandatory  interdiscipli- 
nary courses,  complemented  by 
practical  experiences,  at  junior 
high  school,  high  school,  college, 
and  graduate  school  levels. 

Meliorism  is  the  ability  to  solve 
one’s  own  problems  by  the  dint 
of  one’s  own  efforts.  I have  long 
maintained  that  if  the  young  peo- 
ple in  our  society  lose  their  belief 
in  society’s  meliorism,  they  no 
longer  will  have  faith  in  the 
future,  and  they  will  succumb  to 
the  materialism  and  hedonism  of 
the  present.  As  a result,  our  major 
societal  problems  will  fester  until 
some  of  them  become  insoluble. 
Loss  of  a perception  of  meliorism 
would  destroy  our  society  as  thor- 
oughly as  a nuclear  catastrophe. 

Futurists  believe  the  future 
cannot  be  predicted  with  certain- 
ty, that  it  is  not  immutable,  and 
that  it  can  be  modified  for  the 
benefit  of  planet  Earth  and 


mankind.  The  futurist  approach 
includes  developing  alternative 
scenarios  for  future  years,  de- 
cades, or  centuries  for  any  given 
problem  and  then  trying  to  adopt 
and  promote  the  scenarios  that 
appear  most  effective  and  produc- 
tive. The  very  act  of  thinking  like 
a futurist  ensures  perceptions  of 
meliorism;  after  all,  if  you  spend 
time  planning  for  the  future,  you 
have  to  believe  that  our  society 
has  a future  and  can  solve  the 
major  problems  facing  it. 

Commitment  is  essential.  A 
major  goal  of  the  elective  is  to  get 
students  committed  on  a long- 
term basis  to  participate  in  the 
process  of  solving  social  problems 
at  local,  state,  national,  or  interna- 
tional levels. 

The  course  was  designed  as  a 
series  of  seminars  in  which  a 
leader  held  a discussion;  after  the 
discussion,  students  and  the 
leader  had  lunch  and  reviewed 
the  issues  further.  Other  faculty 
and  visitors  sat  around  the  room 
on  an  outer  ring  and  were  allowed 
to  participate  in  the  discussion 
only  at  designated  intervals. 


Seminar  leaders  were  chosen  be- 
cause they  are  role  models  who 
have  made  substantial  contribu- 
tions as  constructive  activists  at 
local,  national,  or  international 
levels.  Leaders  were  asked  to  de- 
tail how  and  why  they  got  in- 
volved, what  contributions  they 
made,  and  the  positive  and 
negative  aspects  of  their  activities 
(Table  1). 

Students  also  were  asked  to  de- 
sign an  ideal  medical  care  system 
and  then  attended  a seminar  enti- 
tled, “Health  Care  2009,’  featur- 
ing Ralph  Crawshaw,  MD,  clini- 
cal professor  of  Psychiatry,  Uni- 
versity of  Oregon  Medical  School 
and  David  Rogers,  MD,  professor 
of  medicine,  Cornell  University 
Medical  College.  Another  session 
consisted  of  comparison  shopping 
in  inner-city  markets  by  student 
pairs  and  welfare  mothers,  each 
given  the  same  amount  of  money. 
This  was  followed  by  a discussion 
between  students  and  welfare  re- 
cipients; unfortunately,  this  was 
not  particularly  successful. 

There  are  three  other  aspects 
to  the  course:  visits  to  a variety 
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of  facilities  including  a chronic 
care  pediatric  facility,  a well- 
reputed  inner-city  HIV  clinic,  a 
public  facility  for  older  people, 
and  a residential-limited  care- 
nursing home  complex  consid- 
ered to  be  best  in  the  nation; 
communication  enhancement  ses- 
sions; and  reading  assignments 
(Table  2). 

EVALUATION 

To  evaluate  the  effectiveness  of 
the  course,  students  were  asked 
to  write  an  essay  describing  their 
perceptions.  In  addition,  an  in- 
dependent questionnaire  was  ad- 
ministered by  the  Office  of 
Education  of  UMDNJ-New  Jer- 
sey Medical  School.  Ten-year 
followup  studies  were  initiated  to 
include  summaries  of  activist  in- 
volvements during  each  year. 

STUDENT  EVALUATIONS 

In  general,  the  students  were 
very  enthusiastic,  deeming  the 
elective  one  of  the  highlights  of 
their  medical  school  years.  Most 
seminar  leaders  were  highly  rated 
and  were  deemed  good  role 
models.  The  students  approved  of 
the  seminar  format,  with  students 
and  the  leader  at  a table,  while 
faculty  and  other  visitors  sat  in 
the  room  and  could  join  the  dis- 
cussion if  requested.  All  felt  this 
fostered  close  interchange  be- 
tween students  and  the  seminar 
leader.  The  students  liked  the 
daily  routine — seminar  in  the 
morning,  and  an  informal  lunch 
followed  by  additional  post- 
luncheon discussion  with  the 
seminar  leader  as  desired.  They 
noted  that  some  important  areas 
were  not  emphasized  enough  in- 
cluding: local  activism;  aging  and 
health;  and  solving  problems 
through  legislative  action.  They 
also  suggested  the  need  for  more 
communication  enhancement  ses- 
sions. 

FUTURE  OF  THE  ELECTIVE 

We  are  considering  a collabora- 
tion with  Rutgers  University,  link- 
ing our  elective  to  an  undergradu- 
ate course  with  similar  objectives. 


A dialogue  between  senior  med- 
ical students  and  college  under- 
graduates might  enhance  the 
elective.  Another  approach  is  to 
have  every  medical  student  take 
an  elective  in  developing  areas 
overseas  or  in  a deprived  com- 
munity in  the  United  States,  such 
as  an  Indian  reservation.  Students 
in  the  initial  elective  suggested 
that  a month  at  an  Indian  reserva- 
tion could  precede  or  follow  the 
elective.  However,  there  are 
substantial  problems  in  widening 
the  scope  of  student  participation, 
increasing  the  frequency  of 
course  offerings,  augmenting  the 
faculty,  and  containing  the  costs. 

If  the  goal  is  to  create  commit- 
ment among  medical  students,  we 
may  have  to  direct  our  efforts  to 
medical  school  admission  policies. 
Perhaps  an  important  admission 
criterion  to  be  considered  should 
be  some  evidence  the  student  is 
likely  to  be  receptive  to  thinking 
like  a futurist  and  has  the  poten- 
tial for  long-term  commitment  to 
helping  solve  societal  problems 
that  have  some  relationship  to 
medicine  and  science. 

The  success  or  failure  of 
courses  such  as  this  may  depend 
on  the  nature  of  health  reform.  If 
the  changes  regiment  the  medical 
profession  or  if  they  make  physi- 
cians vassals  within  a system 
focused  almost  monolithically  on 
seeing  as  many  patients  as 
possible  in  as  short  a time  as 
possible,  then  it  may  be  difficult 
to  persuade  medical  students  of 


the  importance  of  thinking  as 
futurists  and  making  a commit- 
ment to  their  society.  Hopefully, 
whatever  changes  are  made  in  the 
health  care  system,  there  will  be 
a recognition  of  the  importance  of 
training  physicians  to  become 
constructive  activists.  H 
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TRUSTEES  MINUTES 


A meeting  of  the  Medical 
Society  of  New  Jersey  (MSNJ) 
Board  of  Trustees  was  held  on 
April  30,  1994,  in  Atlantic  City. 
Detailed  minutes  are  on  file  with 
the  secretary  of  your  county 
society.  A summary  of  significant 
actions  follows: 

Executive  director’s  report. 

1.  Litigation— biennial  licens- 
ing update.  Noted  that  Dr.  Fred 
Jacobs,  president  of  the  state 
Board  of  Medical  Examiners 
(BME)  has  signed  a stipulation 
agreement,  which,  when  counter- 
signed by  an  authorized  represen- 
tative of  MSNJ,  will  conclude  the 
litigation  on  the  issue  of  improper 
questions  on  the  biennial  licens- 
ing application. 

2.  Medicare — organ  panel 

laboratory  recoupment  status. 

Noted  that  for  this  case,  a de- 
cision of  the  hearing  officer  is  an- 
ticipated around  July  4,  1994. 

3.  Use  Tax.  Reviewed  the  “Use 
Tax’  and  noted  that  MSNJ  staff 
is  attempting  to  ascertain  whether 
the  assertions  being  made  by  the 
New  Jersey  State  Division  of  Tax- 
ation on  this  matter  are  com- 
patible with  statutory  law  and  the 
state  constitution. 

4.  BME.  Noted  that  Dr. 
Arganey  Lucas,  Jr,  and  Dr. 
Bernard  Robins  were  appointed 
to  BME. 

Specialty  report.  Received  a 
report  from  the  MSNJ  Auxiliary. 

Council  on  Public  Health. 

1.  Tuberculosis  control.  Ap- 
proved unanimously  the  follow- 
ing: 

That  MSNJ  support  the  Department 
of  Health  in  developing  case  manage- 
ment resource  centers  for  tubercu- 
losis control. 

2.  SmokeLess  States  Program. 


Approved  unanimously  the 
following: 

That  MSNJ  collaborate  with  the 
American  Cancer  Society  to  form  a 
coalition  from  New  Jersey  to  seek  a 
grant  from  the  AMA  for  the  Smoke- 
Less  States  Program. 

3.  Effect  of  construction 
debris  on  environmental  health. 

Approved  unanimously  the 
following: 

That  MSNJ  encourage  the  establish- 
ment of  a panel  of  experts  to  explore 
the  environmental  health  effects  of 
construction  and  demolition  materi- 
als, and  to  adopt  a protocol  to  be  used 
in  identifying  materials  as  products 
and  byproducts.  The  panel,  to  in- 
clude representatives  of  the  Depart- 
ment of  Environmental  Protection 
and  Energy,  the  Department  of 
Health,  MSNJ,  and  scientific  acade- 
micians from  Rutgers  University'  and 
other  institutions,  would  re-evaluate 
opinions  in  a timely  fashion,  and 
provide  ongoing  feedback. 

4.  Domestic  violence.  Ap- 
proved the  following: 

That  MSNJ  support  the  establish- 
ment and  implementation  of  an  inte- 
grated agenda  for  the  health  of 
women,  including  issues  of  domestic 
violence,  to  be  addressed  properly 
through:  (a)  identification;  (b)  preven- 
tion; and  (c)  treatment. 


Committee  on  Medical  Educa- 
tion. Approved  the  following: 

That  the  Board  of  Trustees  endorse 
the  Primary  Care  Physician,  Dentist 
Loan  Redemption  Program  of  New 
Jersey  and  that  MSNJ  publicize  it  to 
students. 

Committee  on  Membership 
Services. 

1.  Health  and  dental  pro- 
grams. Approved  the  following: 

That  the  Board  of  Trustees  establish 
a new  membership  category  (such  as 
"associate"  or  “auxiliary”)  in  the 
MSNJ  Bylaws  for  any  employee  of 
physician  members. 

2.  Carrier  charge.  Approved 
the  following: 

That  MSNJ’s  insurance  carrier  be 
changed  to  Provident  Life  and  Acci- 
dent, according  to  the  plan  outlined 
by  Donald  F.  Smith. 

New  Business.  Noted  the 
following:  Dr.  Edward  A.  Sehauer 
was  reappointed  to  the  AMA 
Council  on  Legislation;  and  re- 
tirement of  the  following  from  the 
MSNJ  Board  of  Trustees:  Dr. 
William  E.  Ryan,  Dr.  Arnold  I. 
Pallay,  and  Ronny  Drapkin.  In 
addition,  thanks  were  given  to  Dr. 
Joseph  N.  Micale  for  his  diligence 
and  grace  in  the  performance  of 
his  presidential  duties.  Q 
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The  following  is  the  inaugural 
address  given  by  Dorothy  V. 
Espinola,  the  president  of  the 
Medical  Society  of  New  Jersey 
Auxiliary  (MSNJA). 

With  the  rising  cost  of  health 
care,  we  need  to  be  informed  and 
involved.  As  president  of  MSNJA, 
I invite  you  to  join  me  in  a health 
education  campaign,  using  the 
“keys  to  good  health  to  focus  on 
breast  cancer,  lung  cancer,  family 
violence,  and  adolescent  health. 

For  the  past  three  decades 
much  research  has  been  done  on 
these  topics.  Auxiliary  members 
must  use  energy  and  resources  to 
raise  awareness  of  these  health 
issues,  and  to  disseminate  the  in- 
formation to  society. 

The  keys  to  good  health  are 
education,  prevention,  early  de- 
tection, treatment,  and  research. 
Did  you  know  that  one  in  nine 
women  will  be  diagnosed  with 
breast  cancer  this  year?  The  cause 
of  breast  cancer  is  unknown.  All 
women  are  at  risk,  but  high-risk 
women  are  those  over  the  age  of 
50  years,  women  who  never  had 
a child  or  women  who  were  older 
than  30  years  when  their  first 
child  was  born,  or  women  with  a 
family  history  of  breast  cancer. 
The  good  news  is  that  there  is  a 
90  percent  survival  rate  if  de- 
tected early.  By  doing  monthly 
self-breast  examinations,  having 
regular  checkups  with  a physi- 
cian, having  a mammogram  be- 
ginning by  age  40  years,  then 
every  2 years,  and  funding  re- 
search, we  can  make  a difference 
and  prevent  over  1,700  breast 
cancer  deaths  in  New  Jersey  each 
year. 

Did  you  know  that  lung  cancer 
is  the  leading  killer  of  women, 
accounting  for  59,000  deaths  in 
the  United  States  each  year? 
Smokers  are  more  likely  to  be  the 
victims.  An  American  Cancer 
Society  study  found  that  women 
exposed  to  second-hand  smoke 
from  husbands  who  smoked  one 
pack  per  day  at  home  were  at 
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double  the  risk  to  develop  lung 
cancer.  Four  thousand  lung 
cancer  deaths  (3  percent)  are 
caused  by  involuntary  smoking  at 
home  and  in  the  workplace.  If  no 
one  smoked,  87  percent  of  lung 
cancers  eventually  would  disap- 
pear. Adults  are  kicking  the  habit 
in  record  numbers,  but  the  tobac- 
co industry  now  is  targeting 
adolescents.  The  tobacco  industry 
knows  that  if  a person  does  not 
start  smoking  by  the  age  of  19 
years,  chances  are  they  will  not 
start.  According  to  Ann  Landers, 
the  tobacco  industry  boasts  that  it 
provides  jobs  for  2.3  million 
Americans.  Those  statistics, 
however,  do  not  include  employ- 
ment for  physicians,  x-ray  techni- 
cians, nurses,  hospital  employees, 
firefighters,  dry  cleaners,  respira- 
tory specialists,  pharmacists,  and 
morticians  and  gravediggers. 

Violence  against  children, 
spouses,  and  the  elderly  has 
reached  epidemic  proportions. 
Family  violence  now  affects  one 
of  four  families  in  America.  Vio- 
lence is  not  just  physical  but  often 
is  sexual  and  emotional.  In  New 


jersey,  300,000  women  are  th< 
victims  of  violence  and  accoun 
for  30  percent  of  all  emergency 
room  visits.  Also  100,000  Nev 
Jersey  residents  are  the  victims  o 
elder  abuse  and  neglect.  Mosi 
people  generally  are  unwilling  tc 
accept  the  magnitude  or  severity 
of  the  problem.  Drug  abuse,  al- 
cohol use,  and  stress  primarily  are 
responsible  for  this  health  crisis. 

Adolescent  health  is  a serious 
problem.  With  the  rise  in  the 
number  of  single-parent  house- 
holds, there  has  been  a rise  in 
dysfunctional  family  life,  filled 
with  ever-increasing  stress.  Many 
adolescents  are  not  learning  the 
right  coping  skills  to  resist  peer 
pressure.  Teen  pregnancy,  sexual- 
ly transmitted  diseases  and  AIDS, 
and  drug  and  alcohol  use  and 
abuse  are  some  of  the  problems 
teens  face. 

In  this  decade,  violence  is  the 
leading  killer  of  children.  Accord- 
ing to  the  Centers  for  Disease 
Control,  1 in  5 children  carries  a 
weapon  and  1 in  20  children  car- 
ries a gun.  Never  before  in  this 
society  have  children  committed 
such  violent  crimes  against  each 
other  or  have  been  the  victims  of 
such  violent  crimes.  Each  day 
children  and  teens  are  bom- 
barded on  air  waves,  television, 
movie  screens,  and  video  games, 
with  violent  acts,  words,  and  im- 
ages. We  need  to  realize  the  cor- 
relation with  this  visual  violence 
and  what  is  acted  out  in  daily  life. 
We  are  witnessing  the  cause  and 
effect  of  television  violence  on 
society,  and  on  adolescents. 

What  can  we  do?  We  have  the 
opportunity  and  the  knowledge  to 
use  the  keys  to  good  health  begin- 
ning in  our  home  and  family.  We 
can  become  better  informed 
about  the  causes  of  disease  and 
illness.  Some  Auxiliary  members 
are  nurses  and  teachers.  We  can 
use  those  skills  to  teach  others 
how  to  do  self-breast  examina- 
tions, and  how  to  kick  the 
nicotine  habit.  We  can  start  by 
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being  role  models  in  our  families, 
by  not  using  tobacco  products  or 
recreational  and  illegal  drugs,  or 
abusing  alcohol.  As  parents,  we 
can  monitor  what  movies,  televi- 
sion shows,  and  video  games 
come  into  the  home.  We  can  be 
leaders  in  our  communities  by  en- 
couraging schools,  clubs,  and  or- 
ganizations to  have  speakers  on 
these  topics.  In  New  Jersey,  it  is 
illegal  to  sell  tobacco  to  minors. 
Through  legislation  we  can  make 
sure  that  cigarette  vending 
machines  are  not  in  places  ac- 
cessible to  persons  under  the  age 
of  18  years.  By  networking  with 
other  organizations  we  can  ex- 
change information,  and  dis- 
tribute literature  in  our  work- 
places. We  can  assist  the  victims 
of  family  violence  by  supporting 
shelters,  educating  those  around 
us,  and  providing  a list  of  com- 
munity resources  available  to 


UMDNJ  NOTES 


UMDNJ  graduates  health  care 
professionals.  The  University  of 
Medicine  and  Dentistry  of  New 
Jersey  (UMDNJ)  conferred  pro- 
fessional degrees  and  certificates 
on  977  students,  the  largest  class 
in  its  history.  UMDNJ  presented 
an  honorary  degree  to  Rev. 
Theodore  E.  McCarrick,  arch- 
bishop of  the  Archdiocese  of 
Newark.  UMDNJ  Distinguished 
Alumni  Awards  were  presented  to 
Dr.  Anthony  B.  Minnefor  and  Dr. 
Martha  Vincent-Gattis.  The  grad- 
uates of  UMDNJ’s  seven  schools 
represented  all  21  New  Jersey 
counties,  15  states,  and  13  foreign 
countries.  More  than  60  percent 
of  the  physician  graduates  are 
entering  primary  care  fields  — 
family  medicine,  pediatrics,  in- 
ternal medicine,  and  obstetrics 
and  gynecology.  The  percentage, 
compared  with  the  51  percent  av- 
erage among  medical  schools  na- 
tionally, reflects  UMDNJ  s goal  of 
increasing  the  number  ol  primary 
care  physicians  to  meet  the  de- 
mands of  national  and  state  health 
care  reform. 

Researchers  find  high  virus 
level  in  HIV-infected  infants.  The 


physicians  who  examine  and  rec- 
ognize the  victims  of  abuse.  If  we 
emphasize  the  values  of  self- 
worth,  self-respect,  and  self-con- 
trol, beginning  in  our  home,  car- 
ried over  into  school,  and 
followed  through  in  the  com- 
munity, we  can  help  adolescents 
develop  skills  to  deal  with  peer 
pressure,  and  learn  good  de- 
cision-making skills. 

Research  dollars  are  in  de- 
mand. Let  us  lead  the  way  with 
an  increased  commitment  to 
fundraising  for  the  American 
Medical  Association-Education 
and  Research  Foundation  (AMA- 
ERF). 

Speak  up,  speak  out,  and  speak 
often  for  good  legislation  for 
health  system  reform,  which 
protects  freedom  of  choice,  quali- 
ty of  care,  affordable  coverage 
.that  extends  to  pre-existing  con- 
ditions, and  tort  reform  that  will 

first  researchers  to  measure  the 
amount  of  virus  in  HIV-infected 
infants  using  molecular  tech- 
niques have  found  large  quan- 
tities of  virus  in  infants’  blood. 
They  also  found  that,  unlike  in 
HIV-infected  adults,  the  viral 
levels  in  infants  stay  persistently 
high  over  time. 

Researchers  at  UMDNJ-New 
Jersey  Medical  School,  Newark, 
applied  polymerase  chain  reaction 
(PCR)  to  measure  the  amount  of 
AIDS  virus  in  the  plasma  and 
blood  cells  of  newborns.  The  two- 
test  application  allowed  the  re- 
seachers  to  get  an  accurate  read- 
ing on  viral  quantities  in 
newborns  and  young  infants. 

Combination  of  drugs  may  pre- 
vent TB  in  HIV-infected  people. 
Researchers  at  New  Jersey 
Medical  School’s  National  Tuber- 
culosis Center  at  UMDNJ  are 
testing  a new,  more  efficient  pre- 
ventive treatment  for  tuberculosis 
(TB)  in  HIV-infected  persons. 
The  new  treatment  combines 
daily  oral  dosages  of  two  drugs  — 
rifampin  and  pyrazinamide — that 
are  taken  together  over  a two- 
month  period. 


grant  relief  from  malicious  and 
unnecessary  malpractice  suits. 
Through  unity,  solidarity,  and 
shared  vision  on  many  issues  we 
can  make  an  impact  on  the  quality 
of  life  and  the  cost  of  health  care 
by  the  year  2000  by  using  the 
keys  to  good  health.  As  AMA  Al- 
liance President-Elect  Barbara 
Tippins  says,  “One  voice,  one 
choice,”  and  through  mem- 
bership, we  can  achieve  our  goals. 

Let  us  remember  the  letters 
COME  JOIN  MSNJA  to  mean: 
campaign  on  membership  every- 
where. Just  offer,  invite,  nurture, 
Medical  Society  of  New  Jersey 
Auxiliary,  always. 

Each  MSNJA  member  has  the 
ability  to  make  a difference. 
Please  join  me  in  this  campaign 
and  let  our  actions  speak  louder 
than  words.  □ Dorothy  V. 
Espinola. 


Dr.  Bonita  T.  Mangura,  as- 
sociate professor  of  clinical  medi- 
cine at  UMDNJ-New  Jersey 
Medical  School,  is  overseeing  the 
trial. 

New  program  to  treat  liver 
cancer.  A new  Liver  Tumor  Pro- 
gram at  the  Cancer  Institute  of 
New  Jersey  will  make  available 
state-of-the-art  diagnostic  and 
treatment  procedures  to  patients 
diagnosed  with  cancer  of  the 
liver.  The  new  procedures  com- 
prise a combination  of  existing 
technology  — including  ultra- 
sound, cryosurgery,  lasers,  and 
chemotherapy — and  novel  appli- 
cations for  diagnosing  and  treat- 
ing liver  cancer,  one  of  the  most 
difficult  forms  of  cancer  to  treat. 

This  new  tumor  program  offers 
the  most  comprehensive  diag- 
nostic and  treatment  options  now 
available  for  liver  cancer,  accord- 
ing to  Dr.  T.S.  Ravikumar,  direc- 
tor of  surgery  at  the  Institute  and 
one  of  the  pioneers  in  developing 
new  treatment  approaches  for 
liver  cancer. 

UMDNJ  launches  new  Addic- 
tion Science  Center.  UMDNJ  has 
received  two  grants  to  help 
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launch  the  new  Mercer  Trenton 
Addiction  Science  Center  in  the 
greater  Trenton  area.  The  funding 
will  initiate  the  first  phase — com- 
prehensive addiction  screening 
and  treatment  for  pregnant 
women. 

The  New  Jersey  State  Depart- 
ment of  Health  has  awarded  up 
to  $350,000  and  The  Robert 
Wood  Johnson  Foundation  has 
granted  $237,881  for  the  project, 
known  as  the  Mercer  Trenton  Ad- 
diction Science  Center.  The  Cen- 


PLACEMENT FILE 


The  following  physicians  have 
written  to  the  executive  offices  of 
MSNJ  seeking  information  on  op- 
portunities for  practice  in  New 
Jersey.  If  you  are  interested  in 
further  information  concerning 
these  physicians,  please  direct  in- 
quiries to  them. 

Anesthesiology 

Geoffrey  W.T.  Ndeto,  MD,  36 
Franklin  Ave.,  Rosemont,  PA  19010. 
Nairobi  (Kenya)  1976.  Group  or 
partnership.  Available. 

Gastroenterology 

Rawel  Singh,  MD,  8569  Everett 
Ave.,  St.  Louis,  MO  63117.  GND 
University  (India)  1980.  Board 
certified.  Single  or  multispecialty 
group.  Available. 


MEETINGS  OF  THE 
BOARD  OF  TRUSTEES 
of  the  Medical  Society  of  New  Jersey 

July  17,1  004 
September  IB,  1994 
October  IB,  1 994 
November  20,  1 994 
December  IB,  1 994 
January  15,  1005 
February  10,  1005 
March  10,  1005 
April  0,  1 005 

Meetings  of  the  Board  of  Trustees  are  open  to  all  MSNJ  members. 


ter,  administered  by  UMDNJ- 
Community  Mental  Health  Cen- 
ter, is  located  at  Helene  Fuld 
Medical  Center,  Trenton. 

New  osteoporosis  agent  being 
tested.  A new  drug  treatment  for 
osteoporosis-related  spinal  de- 
formities in  older  women  is  being 
tested  by  researchers  at  UMDNJ- 
Robert  Wood  Johnson  Medical 
School. 

The  drug,  risedronate,  is  being 
evaluated  for  its  ability  to 
strengthen  bone  and  reduce  bone 


Internal  Medicine 

Nick  Mehta,  MD,  1946  Guernsey 
Ave.,  Abington,  PA  19001.  B.J. 
Medical  College  (India)  1978.  Board 
eligible.  Available. 

Nephrology 

Suk  Hyeon  Yun,  MD,  504  Summit 
Ave.,  Fort  Lee,  NJ  07024.  New  York 
Medical  College  1989.  Board 
certified  (IM).  Board  eligible 
(NEPHR).  Group  or  partnership. 
Available. 

Pathology 

Maria  S.  Braganca,  MD,  43  S. 
Cadillac  Dr.,  Somerville  NJ  08876. 
GOA  (India)  1968.  Board  certified. 
Group.  Available. 


fractures  in  postmenopausal 
women  with  osteoporosis.  Re- 
searchers at  the  medical  school, 
the  only  New  Jersey  test  site  in 
the  national  study,  are  seeking 
volunteers  for  the  four-year  study. 

Dr.  Samuel  A.  Pasquale, 
professor  of  obstetrics  and 
gynecology  at  the  medical  school, 
is  principal  investigator  of  this 
study.  □ Stanley  S.  Bergen,  Jr, 
MD,  president 


Psychiatry 

Dorothy  Brozek,  MSN,  MD,  200  E. 

Wynnewood  Rd.,  D-l.  Wynnewood, 
PA  19096.  Albany  Medical  College 
1990.  Board  eligible.  Available. 

Surgery 

W.  Dean  Adams,  MD,  3617  38  St., 
NW,  Apt.  310,  Washington,  DC 
20016.  College  of  Physicians  & 
Surgeons  1989.  Board  eligible 
(SURG).  Group,  associate,  partner. 
Available. 

Marc  S.  Saunders,  DO,  6815 
Lockwood  Blvd.,  Apt.  155, 
Boardman,  OH  44512.  NY  College  of 
Osteopathic  Medicine  1987.  Board 
eligible.  Available. 
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IN  MEMORIAM 


DONALD  J.  BROPHY 


ADOLPH  D.  CASCIANO 


WILLIAM  J.  DOUGHERTY 


MARTIN  E.  SWIECICKI 


We  regret  to  announce  the 
death  of  ophthalmologist  Donald 
John  Brophy,  MD,  on  March  22, 
1994.  Dr.  Brophy,  born  on  De- 
cember 28,  1930,  in  Jersey  City, 
was  graduated  from  New  Jersey 
College  of  Medicine  and  Den- 
tistry, in  1961,  and  received  a 
New  Jersey  medical  license  the 
following  year.  He  completed  an 
internship  and  a residency  at 

A member  of  our  Hudson 
County  component,  Adolph 
David  Caseiano,  MD,  of  Howell 
Township,  passed  away  on  March 
17,  1994,  at  the  age  of  84.  Dr. 
Caseiano  was  born  on  July  17, 
1909,  in  Jersey  City  and  was 
graduated  from  Columbia  Univer- 
sity College  of  Physicians  and 
Surgeons,  New  York,  in  1934.  An 
internist.  Dr.  Caseiano  practiced 
in  Ridgefield  Park  before  serving 

We  regret  to  inform  our 
readers  of  the  death  of  Briektown 
resident  William  J.  Dougherty, 
MD,  on  January  11,  1994.  Dr. 
Dougherty  was  born  in  Maine,  in 
1914  and  was  awarded  a medical 
degree  from  Georgetown  Univer- 
sity School  of  Medicine,  Washing- 
ton, DC,  in  1939.  Dr.  Dougherty 
specialized  in  preventive  medi- 
cine. During  his  career,  he  super- 
vised the  statewide  distribution  of 
the  Salk  antipolio  vaccine;  was  on 

Born  on  May  16,  1909,  in 
Philadelphia,  Pennsylvania, 
Martin  Elias  Swiecicki,  MD, 
passed  away  on  February  4,  1994, 
at  the  grand  age  of  84.  Dr. 
Swiecicki  was  an  ophthalmologist. 
He  earned  a medical  degree  from 
Hahnemann  Medical  College, 
Philadelphia,  in  1932,  and  re- 
ceived a New  Jersey  medical 


Jersey  City  Medical  Center.  Dr. 
Brophy  maintained  a practice  in 
Jersey  City  for  many  years.  He 
also  was  chief  of  ophthalmology  at 
St.  Francis  Hospital,  Jersey  City, 
and  was  affiliated  with  Jersey  City 
Medical  Center.  Dr.  Brophy  was 
a member  of  our  Hudson  County 
component  and  of  the  American 
Medical  Association.  Dr.  Brophy 
resided  in  Jersey  City  and  Sparta. 


in  the  United  States  Army 
Medical  Corps.  After  military 
service,  he  practiced  in  Jersey 
City  from  1946  to  1981.  He  was 
affiliated  with  Jersey  City  Medical 
Center  and  St.  Francis  Medical 
Center.  Dr.  Caseiano  was  a 
member  of  the  American  Medical 
Association,  a diplomate  of  the 
American  Board  of  Internal 
Medicine,  and  a fellow  of  the 
American  College  of  Physicians. 


the  faculty  at  Columbia  Universi- 
ty and  Temple  University;  was 
director  of  medical  affairs  at 
Mercer  Medical  Center,  Trenton; 
and  was  affiliated  with  the  New 
Jersey  Department  of  Health.  Dr. 
Dougherty  was  a member  of  our 
Mercer  County  component  and  of 
the  American  Medical  Associa- 
tion. Dr.  Dougherty  was  a United 
States  Navy  veteran  of  World 
War  II  and  of  the  Korean  conflict. 


license  in  1933.  Dr.  Swiecicki 
practiced  in  Haddon  Heights.  He 
was  affiliated  with  West  Jersey 
Hospital,  Camden.  Dr.  Swiecicki 
was  a member  of  our  Camden 
County  component  and  of  the 
AMA,  a fellow  of  the  American 
College  of  Surgeons  and  of 
the  International  College  of 
Surgeons. 
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HOWARD  C.  TOBEY 


Howard  Charles  Tobey,  MD,  of 
Mahwah,  passed  away  on  De- 
cember 17,  1993.  Dr.  Tobey  was 
born  on  December  21,  1914.  He 
was  awarded  a medical  degree 
from  Long  Island  College  of 
Medicine,  New  York,  in  1935.  Dr. 
Tobey  completed  an  internship  at 
Lutheran  Medical  Center,  New 
York,  and  a residency  at  Elizabeth 
General  Hospital.  An  internist 
and  cardiologist,  Dr.  Tobey  main- 
tained a practice  in  Ramsey  from 
1956  to  1972.  He  was  affiliated 
with  Valley  Hospital,  Ridgewood; 


Lutheran  Medical  Center,  New 
York;  and  Methodist  Hospital, 
New  York.  During  his  career,  Dr. 
Tobey  was  a consultant  for 
Mutual  Disability  Life  Insurance 
Company  and  New  York  Tele- 
phone Company.  Dr.  Tobey  was 
a member  of  our  Bergen  County 
component  and  of  the  American 
Medical  Association  (AMA),  a 
diplomate  of  the  American  Board 
of  Internal  Medicine,  and  a fellow 
of  the  American  College  of  Physi- 
cians. Dr.  Tobey  received  the 
AMA  Physician’s  Award  in  1975. 


IRWIN  W.  WINFIELD 


At  the  age  of  76,  Irwin  Warren 
Winfield,  MD,  passed  away  on 
September  28,  1993.  He  was  born 
on  December  16,  1916,  in  New 
Brunswick.  A 1941  graduate  of 
New  York  University  School  of 
Medicine,  New  York,  Dr.  Win- 
field completed  an  internship  at 
Bellevue  Hospital,  New  York,  and 
a residency  at  Monmouth  Me- 
morial Hospital,  Long  Branch. 
Dr.  Winfield  was  a family  practi- 


tioner with  offices  in  New  Bruns- 
wick and  Newark.  He  was  affili- 
ated with  Newark  Beth  Israel 
Medical  Center,  Newark,  and 
Saint  Barnabas  Medical  Center, 
Livingston.  During  his  medical 
career,  Dr.  Winfield  was  the 
director  of  health  at  Rutgers  Uni- 
versity and  a member  of  our 
Essex  County  component  and  of 
the  Academy  of  Medicine  of  New 
Jersey. 


CHARLES  N.  WITTE 


A longtime  resident  of  Point 
Pleasant  Beach,  Charles  Norman 
Witte,  MD,  passed  away  on  Oc- 
tober 9,  1993.  Dr.  Witte  was  bom 
on  October  8,  1907,  in  DeWitt, 
Nebraska.  Dr.  Witte  was  awarded 
a medical  degree  from  the  Uni- 
versity of  Nebraska  College  of 
Medicine,  Omaha,  in  1933.  After 
completing  an  internship  at 
Jersey  Shore  Medical  Center, 
Neptune,  Dr.  Witte  received  a 
New  Jersey  medical  license  in 
1935.  Dr.  Witte  was  an  obstetri- 


cian in  Point  Pleasant  Beach  from 
1936  to  1977.  He  also  was  chief 
of  staff  at  Point  Pleasant  Hospital. 
During  his  career,  Dr.  Witte  was 
a physician  for  the  Point  Pleasant 
school  system  and  a member  of 
the  Point  Pleasant  Board  of 
Health.  Dr.  Witte  was  a member 
of  our  Ocean  County  component, 
of  the  Academy  of  Medicine  of 
New  Jersey,  and  of  the  New 
Jersey  Obstetrical  and  Gyneco- 
logical Society. 
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1993  Transactions 

The  House  of  Delegates  approved  the  Transactions  of  the  1993  Annual  Meeting, 
as  published  in  New  Jersey  Medicine. 

Action  To  Limit  Debate 

The  House  of  Delegates  agreed,  upon  motion  duly  made  and  seconded,  that  no 
one  may  speak  more  than  once  on  any  given  subject  except  in  rebuttal  or  by  express 
permission  of  the  House,  and  that  floor  time  in  each  instance  shall  be  limited  to  four 
minutes  unless  exception  is  made  by  the  House. 


Reports  and  Resolutions 

Reports  and  resolutions  and  the  actions,  thereon,  are  included  under  the  Reference 
Committee  to  which  they  were  assigned.  The  House  takes  action  only  on  the  resolved 
sections  of  a resolution. 


Appointments 

Speaker  ............... 

Vice-Speaker  ... 

Chief  Sergeant-at-Arms  

Sergeants-at-Arms  ................... 

Chief  Teller  

Assistant  Teller  

Chairman  of  Reference  Committee 
on  Credentials  


Karl  T.  Franzoni,  MD,  Mercer 

Walter  J.  Kahn,  MD,  Monmouth 

Louis  G.  Fares,  II,  MD,  Mercer 

J.  Mark  Meredith,  MD,  Burlington 
Stephen  F.  Konigsberg,  MD,  Middlesex 
William  J.  Dowling,  Jr,  MD,  Morris 

George  T.  Hare,  MD,  Camden 

Alan  B.  Port,  MD,  Hudson 

Carl  Restivo,  Jr,  MD,  Hudson 


Tr  2 
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PRESIDENT/CHAIRMAN  OF  THE  BOARD  OF  TRUSTEES 


Joseph  N.  Micale,  MD 

Reference  Committee  on  Constitution  and  Bylaws/“A” 


We  are  physicians:  guardians  of  the  profession, 
advocates  for  the  patient,  standard  bearers  for 
medicine.  This  is  our  charge  and  our  challenge.  I have 
been  privileged  to  lead  this  Society,  the  oldest  medical 
society  in  the  United  States,  as  its  201st  president,  and 
I am  confident  that  we  are  capable  of  responding  to 
the  challenge.  Tremendous  change  is  about  to  develop 
in  the  delivery  of  health  care  in  our  state  and  through- 
out the  country. 

“These  are  the  times  that  try  men’s  souls,” 
wrote  Thomas  Payne  in  The 
American  Crisis.  We  are  being 
asked  to  abandon  much  of  what 
we  have  come  to  hold  sacred  in 
the  practice  of  medicine. 

However,  I see  this  as  an  op- 
portunity for  us  to  improve  those 
elements  that  need  improvement, 
and  at  the  same  time,  let  us  have 
the  good  sense  to  let  stand  those 
factors  that  make  ours  the  finest 
health  care  system  in  the  world. 

The  theme  of  my 
presidency  has  been  that  we  must 
stand  firmly  planted  on  a 
“bedrock”  of  high-quality  care. 

Without  this  as  our  foundation, 
we  can  have  no  credibility  in  the 
halls  of  government  or  in  the  media.  We  must  be 
permitted  to  police  our  own  profession  as  we  have 
done  in  the  past,  without  the  specter  of  antitrust 
violations,  and  we  must  be  permitted  to  do  this  in  the 
name  of  quality.  For  no  matter  how  many  parameters 
of  care  are  listed  on  paper,  physicians  have  been  and 
should  be  the  keenest  and  fairest  judges  of  what 
represents  truly  high-quality  care. 

We  must  continue  to  serve  as  the  patient’s 
advocate  and  to  cement  the  bond  of  the  physician- 
patient  relationship  with  the  “glue”  of  trust.  We  must 
not  allow  our  patients  to  be  denied  freedom  of  choice 
in  the  selection  of  the  physician  or  their  type  of  health 
care  plan,  nor  can  we  allow  physicians  to  be  denied 
freedom  to  select  the  types  of  plans  under  which  they 
choose  to  practice. 


Throughout  the  past  year,  I have  spoken  in 
favor  of  unity.  Although  there  may  be  heated  debate 
and  discussion  within  the  house  of  medicine,  once  we 
have  reached  a consensus,  we  must  close  ranks,  speak 
with  one  voice,  and  stand  unified  in  achieving  our 
projected  goals.  Let  me  now  review  some  of  the 
highlights  of  my  year  as  president. 

New  Jersey's  health  care  reform.  In  1992,  three 
major  pieces  of  legislation  were  signed  into  law  in  New 
Jersey.  A series  of  bipartisan  reform  acts  has 
established  five  standard  plans 
for  small  employers,  individuals, 
and  people  who  now  are 
uninsured  and  need  subsidies  to 
obtain  coverage.  The  Subsidized 
Insurance  Program  (originally 
New  Jersey  SHIELD,  and  later 
ACCESS)  is  aimed  at  approx- 
imately 630,000  people  who  are 
without  health  insurance,  are  in- 
eligible for  Medicaid,  and  who 
earn  less  than  three  times  the 
federal  poverty  income  level.  In 
November  1993,  the  Medical 
Society  of  New  Jersey  (MSNJ) 
began  the  development  of  a 
panel  of  physicians  to  participate 
in  this  program.  As  of  the  date 
of  this  report,  more  than  2,700  of  our  membership 
have  signed  up  to  participate.  At  the  same  time,  the 
Committee  on  Quality  is  working  to  establish  methods 
to  assess  and  ensure  high-quality  care,  so  that  these 
patients  will  be  well  served. 

National  health  system  reform.  Starting  at  the  time 
of  my  inaugural  address  in  May,  we  waited  with  baited 
breath  for  the  presentation  of  the  Clinton  health  care 
plan.  We  heard  many  versions  as  to  the  composition 
of  the  plan.  Organized  medicine  was  excluded  from 
a “seat  at  the  table,”  and  in  retrospect,  perhaps  this 
was  in  our  best  interests. 

On  September  21,  1993,  one  day  before  the 
release  of  the  Clinton  plan,  MSNJ  released  its 
proposal  for  a health  care  delivery  system  in  New 
Jersey,  designed  to  achieve  three  goals: 


Joseph  N.  Micale,  MD 


Tr 


• Universal  access  to  care  by  guaranteeing 
comprehensive  health  insurance  to  everyone. 

• Cost  containment  resulting  from  more  effec- 
tive competition. 

• A higher  quality  of  care  through  preventive 
medicine  and  the  use  of  more  reliable  data  on  health 
care  outcomes. 

The  primary  provisions  of  our  plan,  as  listed, 
support  many  areas  of  the  Administration’s  plan,  and, 
similar  to  that  plan,  our  plan  constantly  is  being  re- 
vised. Our  proposal  includes: 

1.  Formation  of  health  alliances  to  be  overseen 
by  the  New  Jersey  Essential  Health  Services  Com- 
mission. 

2.  Universal  coverage  using  a variety  of  ap- 
proaches, including  an  employer  mandate,  an  in- 
dividual mandate,  and  health  care  IRAs. 

3.  Limited  government  interference  in  order  to 
allow  true  competition. 

4.  Insurance  market  reform  including  com- 
munity ratings;  severely  limiting  exclusions  for  pre- 
existing conditions,  and  insuring  portability  of  cov- 
erage. 

5.  Tort  reform  including  instituting  certificates 
of  merit  and  putting  an  end  to  joint  and  several 
liability,  prejudgment  interest,  and  liability  for  defec- 
tive products. 

6.  Antitrust  reform  — to  insure  that  consumers, 
physicians,  providers,  and  third-party  payers  all 
negotiate  as  equals. 

On  September  22,  the  Clinton  health  care  plan 
was  unveiled,  and  over  the  succeeding  months  a 
number  of  other  plans  have  been  brought  forward.  At 
the  present  time,  it  is  apparent  that  the  Adminis- 
tration’s plan  will  not  go  forward  as  originally 
proposed,  but  will  undergo  extensive  modification. 

MSNJ  has  been  actively  involved  at  both  the 
state  and  national  levels  and  also  through  the  delega- 
tion to  the  American  Medical  Association  (AMA).  In 
July  and  August,  I attended  meetings  with  Senators 
Bradley  and  Lautenberg  along  with  other  represen- 
tatives of  MSNJ  to  discuss  our  concerns  and  sugges- 
tions about  health  system  reform.  Lobbying  activities 
also  have  continued  through  county  medical  societies, 


MSNJ  staff,  and  our  lobbying  firm.  In  February,  on 
a snowy  day  in  Washington,  DC,  Clark  Martin  (MSNJ 
lobbyist),  Edith  T.  Micale  (president  of  New  Jersey 
State  Board  of  Pharmacy),  and  I were  privileged  to 
have  a breakfast  meeting  with  eight  members  of  the 
New  Jersey  Congressional  delegation  and  legislative 
assistants  representing  three  other  senators  and  con- 
gressmen. In  a brief  presentation,  I asked  the  delega- 
tion to  allow  physicians  in  New  Jersey  to  have  the 
flexibility  to  continue  with  the  health  care  initiatives 
that  already  have  been  achieved.  Highlights  of  our 
health  care  plan  also  were  discussed,  and  we  have 
followed  up  with  additional  briefing  materials  by  mail. 
A followup  meeting  is  planned  for  early  March. 

Biennial  registration.  This  year,  the  State  Board 
of  Medical  Examiners  (SBME)  again  has  introduced 
questions  on  its  biennial  registration  form  that  MSNJ 
felt  were  objectionable.  On  behalf  of  the  membership, 
MSNJ  filed  for  a restraining  order  in  the  federal 
district  court.  Subsequently,  MSNJ  requested  a 
preliminary  injunction  based  upon  the  Americans  with 
Disabilities  Act  (ADA).  The  U.S.  Justice  Department 
entered  the  suit  along  with  MSNJ,  and  the  judge  has 
ruled  that  SBME’s  form  and  procedure  violate  the 
ADA.  At  the  time  of  this  writing,  we  are  awaiting  a 
response  from  SBME  to  the  judge’s  request  for  settle- 
ment of  the  case. 

Any  willing  provider  legislation.  On  July  15,  1993, 
Mr.  Maressa,  Mr.  Weisfeld,  and  I met  with  executives 
of  Blue  Cross  and  Blue  Shield  of  New  Jersey  to 
discuss  their  new  network,  known  as  HMO  Blue,  and 
their  decision  to  limit  the  number  of  hospitals  and, 
thereby,  the  number  of  physicians  included.  A number 
of  concessions  were  achieved.  At  the  same  time, 
MSNJ’s  Board  voted  to  support  “any  willing  provider” 
legislation  that  would  require  HMO  Blue  and  other 
HMOs  to  accept  any  well-credentialed  provider  willing 
to  abide  by  the  protocols  of  the  HMO.  At  present, 
the  bill  is  in  the  hearing  process,  and  we  are  lobbying 
for  its  passage. 

Pennsylvania  Blue  Shield  overpayment  issue.  On 

August  31,  1993,  Pennsylvania  Blue  Shield  (PBS)  is- 
sued 804  letters  to  physicians  in  New  Jersey  demand- 
ing repayment  of  overpayments  made  to  the  physi- 


dans  due  to  errors  by  the  carrier.  Within  one  week, 
we  met  with  representatives  of  PBS  through  the  Car- 
rier Advisory  Committee,  and  were  able  to  have  the 
matter  placed  on  hold.  We  have  taken  the  position 
that  PBS  should  withdraw  their  request  and  that  no 
repayment  should  be  made  by  the  physicians  involved. 

Our  New  Jersey  Congressional  delegation  has 
supported  us  with  a letter  requesting  such  action  on 
the  part  of  the  carrier.  At  present,  PBS  and  the  Health 
Care  Financing  Administration  (HCFA)  have  agreed 
to  cancel  all  requests  for  amounts  up  to  $1,600,  and 
to  offer  extended  periods  of  payment  and  more  le- 
nient interest  payments  to  the  others.  The  matter  will 
require  further  negotiations. 

Commissioner  of  health.  Governor  Whitman  has 
appointed  Mr.  Len  Fishman  as  acting  commissioner 
of  health.  MSNJ  has  proposed  a number  of  physicians 
for  the  post,  some  of  whom  have  been  interviewed 
by  Governor  Whitman.  Legislation  has  been  in- 
troduced that  would  allow  the  appointment  of  an 
individual  other  than  a physician  as  commissioner. 
The  current  position  of  MSNJ  is  that  the  com- 
missioner must  be  a physician,  and  we  have  advised 
the  governor  by  letter  of  our  position.  At  the  same 
time,  we  have  requested  an  opportunity  for  further 
discussion  of  the  matter.  We  presently  are  awaiting 
a response. 

MSNJ  Auxiliary.  The  Medical  Society  of  New 
Jersey  Auxiliary  (MSNJA)  has  continued  its  activities 
with  regard  to  legislation  and  has  been  actively  in- 
volved with  “any  willing  provider”  legislation  among 
other  issues. 

On  October  1,  1993,  MSNJA,  along  with  the 
Academy  of  Medicine  of  New  Jersey,  and  MSNJ, 
cosponsored  a seminar  entitled,  “Family  Violence:  A 
Family  Tradition  Worth  Breaking.”  MSNJA  has  been 
actively  working  to  call  attention  to  all  forms  of  vio- 
lence, including  elder  abuse,  child,  and  spousal  abuse, 
as  well  as  street  violence. 

MSNJA  assistance  has  been  invaluable  in  rais- 
ing money  for  the  AMA’s  Education  and  Research 
Fund,  and  in  collecting  food  and  funds  for  the  Physi- 
cians’ Health  Program.  This  year,  MSNJA  will  con- 
tinue its  teen  health  seminar,  SmartTalk. 


Public  relations.  Through  our  Council  on  Public 
Relations,  chaired  by  Charles  M.  Moss,  MD,  and  in 
conjunction  with  our  public  relations  firm,  MWW/ 
Strategic  Communications  (MWW/SC)  headed  by  Mr. 
Bob  Sommers  and  Mr.  Jack  Appleman,  we  have  done 
innumerable  press  interviews  on  issues  such  as 
freedom  of  choice,  violence,  the  appointment  of  a 
commissioner  of  health,  and  health  system  reform. 
Our  public  relations  firm  also  conducted  two  very 
successful  programs  on  “Freedom  of  Choice.” 

County  medical  societies.  As  I stated  at  my  in- 
augural ceremony  in  May  1993,  the  component 
societies  are  the  backbone  of  MSNJ.  As  a matter  of 
fact,  they  are  the  Society.  I have  encouraged  legislative 
activities  at  the  grassroots  level,  and,  of  course,  we 
look  to  the  counties  to  increase  their  (and  our) 
membership. 

Other  issues.  Some  of  the  other  issues  in  which 
I have  been  actively  involved  on  your  behalf  include 
testifying  before  a panel  convened  by  the  Division  of 
Consumer  Affairs  on  the  issue  of  self-referral  — and 
I previously  have  reported  to  you  on  this  issue  in 
New  Jersey  Medicine. 

The  resource-based  relative  value  scale 
(RBRVS)  continues  to  perplex  me,  and  I have  ad- 
dressed this  issue  on  the  floor  of  the  House  of  De- 
legates of  the  AMA.  RBRVS  was  to  have  corrected 
inequities  between  reimbursement  for  surgical  and 
procedural  services,  and  for  cognitive  services.  In  re- 
ality, it  appears  to  have  been  used  as  a tool  to  reduce 
fees  for  all  services.  Now,  it  is  being  suggested  that 
we  use  the  RBRVS  system  as  a marker  to  compare 
the  fees  of  various  physicians  by  comparing  their  own 
conversion  factors.  Let  us  be  careful,  and  proceed  very 
slowly,  if  at  all,  along  these  lines. 

The  issues  of  supervision  of  nurse  practitioners, 
midwives,  and  physician  assistants  continue  to  present 
problems.  SBME  has  proposed  regulations  that  we  felt 
were  too  broad.  We  commented  by  letter  and  made 
suggestions  to  improve  the  regulations,  but  we  re- 
ceived no  acknowledgement. 

Summary.  There  are  many  issues  that  continue 
to  concern  MSNJ.  I have  tried  to  continue  the  efforts 
of  my  predecessors,  and  to  build  upon  them.  Much 


remains  to  be  done,  and  obviously  the  task  never  will 
be  completed. 

The  lines  of  communication  to  our  state 
Legislature  on  health  system  reform  and  other  matters 
have  been  opened  in  the  past  and  continue  to  be  an 
open  pathway  to  convene  our  concerns.  I have  sought 
to  reopen  the  avenues  of  communication  to  our 
federal  legislators,  as  did  our  past-president  and 
fellow,  Paul  J.  Hirsch,  MD.  Hopefully,  we  will  be  able 
to  constructively  influence  the  reform  process. 

As  I have  said  before,  we  must  continue  to 
stand  for  high-quality  care  for  our  patients.  On  this 
issue,  there  can  be  no  compromise.  Also,  we  may 
debate  vigorously  within  the  house  of  medicine,  but 
once  a consensus  is  reached  we  must  speak  with  one 
voice  to  achieve  our  projected  goals. 

Acknowledgments.  It  would  not  do  for  me  to  close 
without  expressing  my  sincere  thanks  to  my  fellow 
officers,  the  members  of  the  Board  of  Trustees, 
speaker  and  vice-speaker  of  the  House  of  Delegates, 
chairs  of  the  Councils  and  Committees,  and  past- 
presidents  and  fellows,  the  county  society  presidents, 
and  the  members  of  this  House  of  Delegates  who  have 
devoted  hours  to  the  deliberation  of  the  various  issues 
before  them.  Without  their  efforts,  and  the  work  of 


the  membership  at  large,  little  or  nothing  would  have 
been  accomplished. 

I also  would  like  to  thank  Mr.  Vincent  A. 
Maressa  for  his  advice  and  counsel  during  the  year; 
Mr.  Neil  E.  Weisfeld  for  his  assistance  in  the  prepara- 
tion of  speeches,  briefings,  and  presentations;  Mr. 
Joseph  C.  Lucci  for  his  efforts  with  the  Hospital 
Medical  Staff  Section  and  with  various  councils  and 
committees;  Ms.  Diana  C.  Gore  and  her  dedicated 
staff  for  their  efficient,  unselfish  support  at  every  level 
and  in  all  of  my  projects;  and  Mr.  Paul  D.  Weber  for 
his  expertise  in  financial  matters.  Recognition  and 
thanks  also  must  go  to  Mr.  Clark  Martin  of  Martin 
Bontempo  for  his  continued  expertise  as  a lobbyist  and 
for  his  courage  and  fortitude  in  braving  the  snowstorm 
en  route  to  our  meeting  with  the  New  Jersey  Con- 
gressional delegation.  Plaudits  to  Mr.  Jack  Appleman 
and  the  firm  of  MWW/SC  for  raising  our  public  rela- 
tions efforts  to  new  heights.  These  individuals  have 
all  demonstrated  the  qualities  of  teamwork  and  col- 
legiality  that  are  the  essence  of  a well-functioning, 
highly  responsive  professional  organization. 

Thank  you  for  the  privilege  of  serving  you,  and 
remember  the  buzz  words— quality,  unity,  and  team- 
work. 


The  Reference  Committee  recommended  that  the  report  be  filed. 
House  Action:  The  report  was  filed. 
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^ he  Judicial  Council  presents  a summary  of  its 

Complaints  received  and  disposed  of  

Alleging: 

Dissatisfaction  concerning  fees  

Dissatisfaction  concerning  medical  procedures  

Unprofessional  conduct  

Dissatisfaction  concerning  professional  ethics  

Judicial  Council  meetings  held  

Official  communications  acted  upon  

Appeal  hearings  requested  

Appeal  hearings  granted  

Formal  guidelines  prepared  

Application  of  Regulation  #7.  Regulation  #7  of  the 

Rules  & Regulations  for  the  processing  of  grievances 
and  complaints  involving  members  of  the  Medical 
Society  of  New  Jersey  (MSNJ)  and  its  component 
medical  societies  indicates  that,  “Whenever  the  in- 
vestigation by  a judicial  committee  leads  it  to  the 
conclusion  that  there  is  no  merit  to  the  complaint  and 
that  a hearing  will  be  unnecessarily  burdensome  on 
the  committee  and  the  physician  involved,  the  commit- 
tee shall  contact  the  chairman  of  the  Judicial  Council. 
Based  upon  his/her  review  of  the  record,  the  chairman 
may  order  a hearing  or  dismiss  the  complaint  and 
close  the  file.” 

Dr.  Fares  reported  that  he  conducted  peer 
reviews  regarding  requests  received  for  application  of 
Regulation  #7.  Medical  specialists  were  contacted  in 
order  to  obtain  information  regarding  specific  situa- 
tions. 

Contact  also  was  maintained  with  the  physi- 
cians on  whom  the  complaints  were  filed  in  order  to 
keep  them  apprised  of  the  progress  of  the  case  and 
informed  of  related  issues. 

Referral  from  MSNJ/Board  of  Trustees  (March  8,  1993). 
The  Board  of  Trustees  requested  that  the  Judicial 
Council  and  the  Council  on  Medical  Services  develop 
guidelines  addressing  the  issue  of  sexual  assault  of 
patients  by  physicians.  The  Judicial  Council  met  with 
a representative  from  the  Council  on  Medical  Services 
on  May  26,  1993. 

The  following  are  the  Guidelines  on  Physical 
Examinations  by  Physicians  as  approved  by  the 
Judicial  Council: 


MSNJ  guidelines  on  physical  examinations  by  physicians. 

It  has  been  brought  to  the  attention  of  the  Judicial 
Council  of  MSNJ  that  several  physicians  have  been 
charged  by  law  enforcement  authorities  with  sexual 
assaults  on  patients.  The  cases  have  raised  an  issue 
as  to  whether  or  not  there  is  an  ethical  requirement 
or  a code  of  conduct  that  requires  physicians  to  have 
a nurse  or  someone  else  present  when  they  conduct 
an  examination  of  the  reproductive  system  of  patients. 

MSNJ  recognizes  that  guidelines  may  be  more 
difficult  to  implement  within  the  hospital  setting  than 
the  physician’s  office.  In  addition,  many  patients  do 
not  want  a third  person  present  to  witness  a physical 
examination. 

The  following  are  the  guidelines  of  MSNJ  re- 
garding physical  examinations  by  physicians  as 
adopted  by  the  Judicial  Council  in  June  1993: 

1.  Maintaining  patient  dignity  should  be 
foremost  in  the  physician’s  mind  when  undertaking  a 
physical  examination.  The  patient  should  be  assured 
of  adequate  auditory  and  visual  privacy.  The  physician 
shall  not  exploit  the  physician/patient  relationship  for 
sexual  or  other  purposes. 

2.  It  is  incumbent  upon  the  physician  or  a 
member  of  the  staff  to  inform  the  patient  of  the  option 
to  have  a third  party  present.  This  precaution  is  essen- 
tial regardless  of  physician/patient  gender.  A third 
party  should  be  readily  available  at  all  times  during 
a physical  examination,  and  it  is  suggested  that  the 
third  party  actually  be  present  when  the  physician 
performs  an  examination  of  the  sexual  and  reproduc- 
tive organs  or  rectum. 

3.  The  physician  should  individualize  his  ap- 
proach to  physical  examinations  so  that  the  patient’s 
apprehension,  fear,  and  embarrassment  are 
diminished  as  much  as  possible.  An  explanation  for 
the  necessity  of  a complete  physical  examination,  the 
components  of  that  examination,  and  the  purpose  of 
disrobing  may  be  necessary  in  order  to  minimize  the 
patient’s  apprehension  and  possible  misunderstanding. 

4.  The  physician  should  be  alert  to  suggestive 
or  flirtatious  behavior  or  mannerisms  on  the  part  of 
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the  patient,  and  should  not  put  himself  in  a com- 
promising position. 

Referral  from  MSNJ/Board  of  Trustees  (from  the  1992 
MSNJ  Annual  Meeting).  Resolution  #22— Guidelines  I Stan- 
dards for  Physician  Advertising.  Resolved,  that  MSNJ 
shall  formulate  guidelines  and  standards  for  advertis- 
ing of  medical/surgical  practices  so  that  any  such 
advertisement  will  be  honest  and  will  act  in  the  best 
interest  of  patients  and  the  public;  and  be  it  further 

Resolved,  that  after  the  guidelines  and  stan- 
dards are  formulated  by  MSNJ,  they  be  forwarded  to 
the  State  Board  of  Medical  Examiners  (SBME)  for 
consideration  and  appropriate  amendment. 

The  Board  referred  Resolution  #22  to  the 
Judicial  Council  for  development  of  guidelines  and 
standards  for  physician  advertising  as  called  for  in  the 
first  resolved,  to  be  reviewed  by  the  Board  of  Trustees. 


Implementation  of  the  second  resolved  was  held  in 
abeyance  pending  receipt  and  review  of  the  report 
from  the  Judicial  Council. 

We  had  deferred  action  on  the  development 
of  guidelines  because  the  American  Medical  Associa- 
tion (AMA)  was  negotiating  a change  of  position  with 
the  Federal  Trade  Commission.  The  AMA  general 
counsel  has  advised  that  it  is  unlikely  that  the  Com- 
mission will  relax  its  prohibition  of  guidelines  on 
advertising. 

Legal  counsel  has  advised  that  the  current 
SBME  regulations  probably  are  the  best  that  can  be 
done  under  the  circumstances. 

Because  of  the  foregoing,  the  Council  does  not 
recommend  the  development  of  advertising  guidelines 
by  MSNJ. 


The  Reference  Committee  recommended  that  the  report  be  filed. 

House  Action:  The  report  was  filed. 


Tr  10 


AMA  Delegation 


Joseph  N.  Micale,  MD,  Chairman 

Reference  Committee  on  Constitution  and  Bylaws/“A' 


It  is  indeed  a pleasure  and  great  privilege  to  report 
to  you  the  activities  of  the  Medical  Society  of  New 
Jersey  (MSNJ)  Delegation  to  the  American  Medical 
Association  (AMA). 

Meetings.  The  full  complement  of  the  New 
Jersey  Delegation  was  present  when  the  Annual  Meet- 
ing of  the  AMA  House  of  Delegates  was  held  in 
i Chicago,  Illinois,  from  June  13  to  17,  1993.  The  House 
considered  118  reports  from  the  Board  of  Trustees, 
officers,  and  councils,  and  230  resolutions.  The  MSNJ 
Delegation  was  chaired  by  Joseph  A.  Riggs,  MD,  with 
Irving  P.  Ratner,  MD,  serving  as  vice-chairman. 

The  interim  meeting  was  held  in  New  Orleans, 
Louisiana,  from  December  5 to  8,  1993.  The  business 
of  the  House  included  60  reports  from  the  Board  of 
Trustees,  42  reports  from  officers  and  councils,  and 
193  resolutions  from  constituents. 

Summary  of  AMA  Annual  Meeting 

1.  Major  addresses.  First  Lady  Hillary  Rodham 
Clinton  addressed  the  House  and  discussed  a number 
of  items  of  concern  relative  to  health  system  reform. 
She  spoke  of  burdensome  CLIA  regulations,  of 
professional  liability  reform,  and  of  long  hours  spent 
by  caregivers  in  administrative  tasks.  Her  remarks 
generally  were  received  favorably,  but  she  provided 
no  insight  into  the  details  of  the  program  that  even- 
tually would  be  proposed. 

John  Lee  Clowe,  MD,  outgoing  AMA  presi- 
dent, addressed  the  House  and  encouraged  physicians 
to  preserve  the  doctor-patient  relationship,  and  the 
ability  of  physicians  to  make  the  decisions  in  caring 
for  their  patients. 

Joseph  T.  Painter,  MD,  in  his  inaugural  ad- 
dress, asked  physicians  to  focus  on  three  core  values 
for  medicine:  scientific  excellence,  the  personal  touch, 
and  the  application  of  problem-solving  skills  in  caring 
for  patients. 

James  S.  Todd,  MD,  executive  vice-president 
of  the  AMA,  reassured  the  House  that  the  AMA  was 
in  a strong  position,  and  he  described  meetings  with 
Ira  Magaziner  and  top  members  of  Senate  and  House 
committees  to  present  AMA  viewpoints. 


2.  New  Jersey  resolutions.  Six  resolutions  were 
presented,  and  all  were  adopted,  approved  as  reaf- 
firmations, or  incorporated  into  reports  or  other 
amendments  and  adopted:  #134  — Provider/physician 
income  tax;  #135  — Nonexemption  of  federal  officials 
and  employees  from  health  care  reform;  #138  — Prac- 
tice expense  under  Medicare;  #236— CLIA  regula- 
tions; #240— Support  of  health  IRAs;  and  #241— Cor 
rect  health  insurance  income  tax  inequity. 

3.  Reports  of  Board  of  Trustees  and  councils.  The 
House  of  Delegates  took  the  following  actions,  among 
others:  increase  dues  by  $20  for  1994;  encourage 
further  development  and  application  of  practice 
parameters;  continue  to  press  for  meaningful  na- 
tionwide liability  reform;  continue  to  oppose  rationing 
of  health  care;  work  to  repeal  CLIA  regulations  that 
are  burdensome,  onerous,  and  unnecessary;  and  con- 
tinue to  pursue  legal  and  legislative  efforts  to  permit 
Medicare  patients  to  contract  privately  with  their 
physicians. 

Resource-based  relative  value  scale.  The 
House  voted  to  continue  the  policy  of  nonendorse- 
ment of  Medicare  resource-based  relative  value  scale 
(RBRVS)  until  it  is  corrected  and  refined;  called  on 
HCFA  to  re-evaluate  RBRVS  in  relation  to  practice 
expenses  and  consider  the  possible  application  of  a 
corrected  and  acceptable  RBRVS  as  the  basis  for  non- 
Medicare  physician  fee  and  payment  schedules. 
RBRVS  should  not  be  used  as  a cost-containment 
device. 

4.  AMA  Resolutions.  The  following  is  a sampling 
of  the  resolutions  that  were  adopted:  #111— Study 
reimbursement  levels  of  nonphysicians  under  RBRVS; 
#116— Oppose  price  freezes  by  every  legitimate  means 
possible;  #144— Study  implications  of  a recent  article 
in  The  New  England  Journal  of  Medicine  concerning 
RBRVS;  #223— Antitrust  relief  as  one  of  the  highest 
priorities  of  AMA  activities;  #301— Study  the  role  of 
the  physician  assistant  and  nurse  practitioner;  #403  — 
Call  for  a nationally  mandated  program  of  immuniza- 
tion of  infants  for  hepatitis  B;  #417— Reduce  exposure 
of  children  to  passive  smoking  in  public  places;  and 
#816— AMA  to  take  steps  to  inform  the  public  about 
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the  accurate  reporting  of  physician  incomes. 

5.  Elections/appointments. 

Palma  E.  Formica,  MD,  was  re-elected  to  the 
AMA  Board  of  Trustees  for  a three-year  term.  Joseph 
A.  Riggs,  MD,  made  a strong  showing  in  obtaining 
over  200  votes,  but  was  unsuccessful  in  his  bid  for  a 
seat  on  the  Council  on  Scientific  Affairs.  He  will  be 
seeking  election  to  this  position  in  June  1994.  Edward 
A.  Schauer,  MD,  was  appointed  to  the  Council  on 
Legislation.  Donald  J.  Holtzman,  MD,  served  as  a 
member  of  Reference  Committee  “D.” 

Summary  of  Interim  Meeting 

1.  New  Jersey  resolutions.  Nine  resolutions  were 
presented  and  reaffirmed  as  policy,  adopted,  or 
adopted  with  amendment  or  by  substitute  resolutions 
that  embodied  our  resolutions:  #111— Collective 
bargaining;  #116— Remove  MD/DO  charges  from 
Medicare  Part  B;  #117— Health  care  bill  of  rights; 
#118— Employers  must  offer  traditional  health  in- 
surance in  addition  to  HMO;  #119— Tort  reform  and 
antitrust  relief;  #604— AM  NEWS  to  carry  Washington, 
DC,  office  reports;  #809— HCFA  claim  forms  free; 
#810— CPT  modifier  for  nonphysicians;  and  #81 1 — 
Nonmedical  factors  that  contribute  to  cost  of  health 
care. 

2.  Other  actions  of  the  House.  With  the  release  of 
the  Clinton  health  care  plan  in  September,  it  was  no 
surprise  that  issues  related  to  health  system  reform 
held  the  center  stage.  After  two  hours  of  debate  at 
the  reference  committee  and  one  and  one-half  hours 
at  the  House,  the  House  adopted  reaffirmation  of 
support  for:  universal  coverage  and  access,  free  from 
rationing;  patient  and  physician  freedom  of  choice; 
health  IRA  concept;  mandatory  employer-provided 
coverage  to  continue  as  an  option,  but  not  the  only 
option,  to  achieve  universal  coverage;  individually  ac- 
quired health  insurance  to  be  given  same  tax  treat- 
ment as  employer-sponsored  health  insurance. 

Other  recommendations  adopted  include:  the 
AMA  support  health  reform  plans  that:  are  not  biased 
toward  managed  care;  include  true  fee-for-service  op- 
tion; provide  meaningful  antitrust  relief;  and  provide 
true  tort  reform. 


On  practice-related  issues,  the  House  reaf- 
firmed support  for  the  concept  of  “any  willing 
provider,”  that  patients  should  have  the  right  to  select 
primary  care  physicians,  and  that  managed  care  plans 
should  be  required  to  offer  “point  of  service”  features. 

The  House  received  an  informational  report  on 
advanced  practice  nurses  (APNs). 

Proposals  have  been  made  to  allow  all  APNs 
to  practice  independently,  to  have  prescribing 
privileges,  and  to  receive  direct  reimbursement. 
Proponents  contend  that  such  a move  would  improve 
access  to  care  in  medically  underserved  areas;  at  less 
cost;  and  of  equal  — or  better— quality.  The  report 
concludes  that  none  of  the  foregoing  contentions  are 
true. 

On  ethical  matters,  the  House  adopted  the 
recommendation  that  physician-assisted  suicide  is  fun- 
damentally inconsistent  with  the  physician’s 
professional  role,  and  adopted  recommendations  to 
assist  in  increasing  the  supply  of  organs  for  trans- 
plantation. 

3.  Political  activities.  In  1994,  MSNJ  along  with 
the  American  College  of  Obstetrics  and  Gynecology, 
will  be  sponsoring  the  candidacy  of  Joseph  A.  Riggs, 
MD,  for  the  Council  on  Scientific  Affairs. 

Conclusion.  The  Annual  and  Interim  Meetings 
were  interesting  and  informative.  The  MSNJ  Delega- 
tion continues  to  grow  in  stature  at  the  AMA  House 
of  Delegates.  Although  our  delegation  is  moderate  in 
size  — through  our  own  individual  activities  and 
through  our  involvement  in  the  Great  Lakes  States 
Coalition— we  are  exercising  considerable  influence. 

Of  course,  Palma  E.  Formica,  MD,  ably 
represents  us  at  the  Board  of  Trustees  level,  while 
Edward  A.  Schauer,  MD,  serves  on  the  Council  on 
Legislation,  and  the  steering  committee  of  the  Or- 
ganization of  State  Medical  Association  Presidents. 

Special  thanks  to  Charles  L.  Cunniff,  MD,  for 
his  assistance  in  the  preparation  of  this  report,  and 
to  Robert  H.  Stackpole,  MD,  as  he  has  assumed  the 
role  of  vice-chairman  of  the  Delegation. 

We  are  indebted  to  Dr.  and  Mrs.  Douglas  M. 
Costabile  and  to  Dr.  and  Mrs.  Angelo  S.  Agro,  for 
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their  diligence  and  perseverance  in  handling  dinner 
arrangements  for  the  Delegation. 

Ms.  Diana  C.  Gore  continues  her  outstanding 
performance  in  overseeing  and  coordinating  all  the 
activities  at  the  meetings. 

At  the  Interim  Meeting,  Fred  M.  Palace,  MD, 
president-elect,  and  Louis  L.  Keeler,  MD,  first  vice- 
president,  were  in  attendance,  and  have  attested  to 
the  diligence,  hard  work,  and  teamwork  exhibited  by 


the  Delegation  in  attending  the  activities,  starting  with 
early  morning  breakfast  caucuses,  and  ending  with 
campaign  activities  in  the  evening. 

“The  heights  by  great  men  reached  and  kept 
Were  not  attained  by  sudden  flight, 

But  they,  while  their  companions  slept 
Were  toiling  upward  in  the  night.” 
Longfellow,  The  Ladder  of  St.  Augustine 


The  Reference  Committee  recommended  that  the  report  be  filed. 

House  Action:  The  report  was  filed. 
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Committee  on  Long-Range  Planning  & Development 


Edward  A.  Schauer,  MD,  Chairman 

Reference  Committee  on  Constitution  and  Bylaws/" A” 


The  Committee  on  Long-Range  Planning  and  De- 
velopment had  three  meetings  during  the  past 
year.  They  were  held  on  May  19,  1993,  September  22, 
1993,  and  January  19,  1994. 

Recommendations  sent  to  the  Board  of  Trust- 
ees included  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  develop  and  disseminate  to  medical  county 
societies  fact  sheets  and  other  materials  for  use  by 
speakers  serving  as  medical  societies’  spokespersons 
and  this  was  approved  by  the  Board  as  reaffirmation 
of  policy. 

Secondly,  the  Committee  recommended  that 
the  Board  of  Trustees  place  a deadline  on  referrals 
to  MSNJ’s  councils  and  committees,  when  necessary. 
All  other  referrals  would  be  handled  in  the  customary 
fashion.  These  two  recommendations  were  approved 
by  the  Board  at  the  July  1993  Board  of  Trustees 
meeting. 


The  meeting  of  September  22,  1993,  was  a 
combined  meeting  with  the  Council  on  Public  Rela- 
tions, at  which  time  public  relations  activities  and  the 
future  thrust  of  public  relations  were  thoroughly  dis- 
cussed. 

At  the  meeting  on  January  19,  1994,  the  Com- 
mittee discussed  a wide  range  of  activities  including 
a review  of  health  system  reform  and  further  concerns 
about  activities  of  medical  students  and  medical  resi- 
dents in  training  and  their  future  as  members  of 
MSNJ. 

At  each  of  the  meetings  there  was  a report  to 
the  Committee  on  Long-Range  Planning  and  De- 
velopment from  the  Ad  Hoc  Committee  on  Young 

Physicians. 


The  Reference  Committee  recommended  that  the  report  be  filed. 

House  Action:  The  report  was  filed. 
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Committee  on  Physicians'  Health 


Glenn  Jacoby,  MD.  Chairman 

Reference  Committee  on  Constitution  and  Bylaws/" A" 


The  Physicians’  Health  Program  continues  to  suc- 
cessfully identify  and  rehabilitate  our  fallen  com- 
rades. In  1993,  there  were  69  new  cases  added  to  the 
ranks  of  the  753  physicians  that  had  been  enrolled  in 
the  program  since  its  full-time  staffing  in  September 
1982. 

The  distribution  of  the  diagnostic  groups  con- 
tinues fairly  constant.  Alcohol  abuse  and  the  abuse 
of  other  mood-altering  drugs  run  closely  parallel,  with 
psychiatric  problems  about  one-half  as  frequent  as 
each  of  the  preceding  (Table). 

The  annual  raffle  was  successful  in  raising 
significant  funds  for  the  Grant  Fund.  In  addition,  our 
two  lucky  winners  will  enjoy  gracious  vacations. 

The  most  significant  item  of  this  past  year  has 
been  the  suit  that  MSNJ  has  brought  against  the  State 
Board  of  Medical  Examiners  (SBME)  over  the  re- 


newal application  questions.  It  is  our  position  that 
these  questions,  as  asked,  violate  the  Americans  with 
Disabilities  Act.  In  support  of  our  position,  the 
Federal  Justice  Department  has  entered  into  the  case 
as  an  amicus  curiae.  At  the  time  this  report  was 
written,  the  case  has  not  been  finalized.  By  the  time 
of  the  Annual  Meeting,  we  should  be  aware  of  the 
final  outcome. 

This,  however,  is  only  the  first  of  the  battles 
that  must  be  waged  to  protect  the  rights  of  our  physi- 
cians. The  same  issues  arise  on  the  reappointment 
applications  for  hospital  medical  staffs.  These  same 
questions  also  impact  on  the  ability  to  be  certified  by 
specialty  boards  as  well  as  acceptance  in  managed  care 
programs.  While  no  one  questions  the  need  to  protect 
patients,  we  must  not  throw  out  the  baby  with  the  bath 
water. 


Table.  Cumulative  statistical  breakdown,  September  7,  1982-December  31,  1993. 


Primary  Impairment 

1982 

1983 

1984 

1985 

1986 

1987 

1988 

1989 

1990 

1991 

1992 

1993 

Total 

Alcohol 

14 

40 

19 

31 

31 

18 

16 

22 

25 

25 

13 

17 

271 

Drugs 

25 

16 

22 

24 

25 

20 

21 

24 

18 

16 

28 

23 

262 

Psychiatric 

7 

18 

19 

19 

14 

15 

9 

18 

18 

11 

16 

20 

184 

Senility 

1 

5 

3 

2 

— 

— 

1 

1 

2 

— 

— 

1 

16 

Personality  disorder 

— 

1 

— 

— 

2 

1 

— 

2 

— 

2 

1 

— 

9 

Other 

1 

1 

8 

7 

4 

3 

5 

13 

2 

11 

17 

8 

80 

Annual  total 

48 

81 

71 

83 

76 

57 

52 

80 

65 

65 

75 

69 

822 

The  Reference  Committee  recommended  that  the  report  be  filed. 

House  Action:  The  report  was  filed. 
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RESOLUTION  #4 


Introduced  by: 
Subject: 
Referred  to: 


Essex  County  Medical  Society 

Injections  by  Certified  Medical  Assistants 

Reference  Committee  on  Constitution  and  lylaws/"A" 


Whereas,  a 1985  determination  of  the  state 
Board  of  Medical  Examiners  (BME)  prohibits 
certified  medical  assistants  from  administering  injec- 
tions; and 

Whereas,  the  decision  to  give  injections  and  the 
dosage  are  determined  by  the  physician;  and 

Whereas,  the  performance  of  giving  injections 
is  a mechanical  act  and  does  not  involve  any  medical 
decision  or  interpretations;  and 

Whereas,  certified  medical  assistants,  who  are 
formally  trained  and  have  proved  their  competence 
to  a supervising  physician  and  are  capable  of  giving 
injections,  should  be  permitted  to  do  so  under  the 
direct  supervision  of  a physician;  and 

Whereas,  limiting  this  procedure  to  registered 
nurses  increases  the  cost  of  operating  a medical  office 
and,  thereby,  raises  the  cost  to  the  patient;  and 


Whereas,  managed  care  objectives  are  cutting 
costs  of  medical  procedures;  now  therefore  be  it 

Resolved,  that  the-MeeHeal-Soeiety-ef-New-Jefsey 
V- rtHUies;  -BME-k>-rt>wrse-  its  determination 
and/or  seek-the  passage  ef-legislatk>n  to  authorize-  that' 
■er-edefici-aloti  -medicaf-assis-lants;— in-  - addition 
gi^ Eefe€i  -RiJrSfes--l:^  - ai tewed— to--administei-  -inject, ions 
-tm  tier- — the — personal — observation; — direction; — amt 
supervision  of -a  physician  on  the  premises-. 

Fiscal  note:  Budget  neutral. 

Substitute  Resolution 

Resolved,  that  MSNJ  request  BME  to  reverse  its 
determination  and/or  seek  the  passage  of  legislation 
to  authorize  that  nationally  certified  medical  assis- 
tants, in  addition  to  registered  nurses,  be  allowed  to 
administer  subcutaneous  and  intramuscular  injections 
only,  under  the  direction  and  supervision  of  a physi- 
cian on  the  premises. 


The  Reference  Committee  recommended  that  Substitute  Resolution  #4  be  adopted. 

House  Action:  Substitute  Resolution  #4  was  adopted. 
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RESOLUTION  # 9 / R E S 0 L U T I 0 N #23 


Introduced  by: 
Subject: 
Referred  to: 


RESOLUTION  #9 
Hudson  County  Medical  Society 
New  Jersey  Commissioner  of  Health 
Reference  Committee  on  Constitution  and  Bylaws/"A" 


Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)- endorse  the  position  that  the  commissioner- 
■of  health  must  have  a medical  degree. 

Fiscal  note:  Budget  neutral. 

Substitute  Resolution 

Resolved,  that  MSNJ  supports  changing  the 
statute  on  the  qualifications  of  the  commissioner  of 
health  to  allow  the  appointment  of  a nonphysician  as 

The  Reference  Committee  considered  Resolution 
of  the  subject  matter. 

The  Reference  Committee  recommended  that  the 
#23  be  adopted. 

House  Action:  Substitute  Resolution  was  adopted 


commissioner  of  health  and  to  require  the  appoint- 
ment of  a physician  as  first  deputy  commissioner  if 
the  commissioner  is  not  a physician,  and  very  strongly 
recommends  the  appointment  of  representative  prac- 
ticing physicians  to  the  Board  of  Medical  Examiners, 
Health  Care  Administration  Board,  Small  Employer 
Health  Program  Board,  and  Individual  Health  Cov- 
erage Program  Board. 

#9  and  Resolution  #23  jointly  because  of  the  similarity 
Substitute  Resolution  for  Resolution  #9  and  Resolution 


RESOLUTION  #23 


Introduced  by: 
Subject: 
Referred  to: 


Union  County  Medical  Society 
Commissioner  of  Health 

Reference  Committee  on  Constitution  and  Bylaws/"A" 


Whereas,  the  delivery  of  health  care  in  the 
state  of  New  Jersey  is  entering  a tumultuous  time;  and 
Whereas,  a commissioner  of  health  with  the 
ability  to  provide  a health  care  delivery  system  that 
is  cost  effective,  maintains  high  quality,  and  improves 
availability  is  desperately  needed;  and 

Whereas,  Mr.  Len  Fishman  appears  to  be  a 
man  of  uncommon  ability,  fairness,  and  common 
sense;  and 

Whereas,  that  has  not  been  the  history  of 
previous  commissioners  of  health  who  have  been 
physicians;  now  therefore  be  it 

■Resolved,  that  the  Medical  Society  of  New  Jersey 
f-MSNJ)  support  the  appointment  of  Mr.  Len  Fishman 


as  state  commissioner  of  health. 

Fiscal  note:  Budget  neutral. 

Substitute  Resolution 

Resolved,  that  MSNJ  supports  changing  the 
statute  on  the  qualifications  of  the  commissioner  of 
health  to  allow  the  appointment  of  a nonphysician  as 
commissioner  of  health  and  to  require  the  appoint- 
ment of  a physician  as  first  deputy  commissioner  if 
the  commissioner  is  not  a physician,  and  very  strongly 
recommends  the  appointment  of  representative  prac- 
ticing physicians  to  the  Board  of  Medical  Examiners, 
Health  Care  Administration  Board,  Small  Employer 
Health  Program  Board,  and  Individual  Health  Cov- 
erage Program  Board. 

and  Resolution  #23  jointly  because  of  the  similarity 


The  Reference  Committee  considered  Resolution  #9 
of  the  subject  matter. 

The  Reference  Committee  recommended  that  the  Substitute  Resolution  for  Resolution  #9  and  Resolution 
#23  be  adopted. 

House  Action:  Substitute  Resolution  was  adopted. 


Resolution  #12 


Introduced  by: 
Subject: 
Referred  to: 


Bergen  County  Medical  Society 

New  JERSEY  Medicine  Insertion  of  Specialty  Updates  for  Primary  Care  Physicians 
Reference  Committee  on  Constitution  and  Bylaws/"A" 


Whereas,  the  current  climate  of  health  care 
reform  and  the  rapid  spread  of  managed  care  pro- 
grams will  place  a greater  demand  for  subspecialty 
skills  for  the  primary  care  physician;  and 

Whereas,  New  Jersey  Medicine,  the  journal 
of  the  Medical  Society  of  New  Jersey  (MSNJ),  is 
distributed  to  all  members  on  a regular  basis;  now 
therefore  be  it 


y A4EDICINE — carry — a • 


e:xpres^lv  fof -primary -earcv-practrticmers  by  each  of  the- 
■svjbspocialty  • sections-.- 

Fiscal  note:  Budget  neutral. 

Substitute  Resolution 

Resolved,  that  New  Jersey  Medicine,  the 
journal  of  MSNJ,  carry  a one-  to  two-page  insert  for 
clinical  updates  written  for  primary  care  and 
subspecialty  physicians. 


The  Reference  Committee  recommended  that  Substitute  Resolution  #12  be  adopted. 

House  Action:  Substitute  Resolution  #12  was  adopted  as  amended  by  the  House  of  Delegates. 
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Resolution  #22 


Introduced  by:  Ocean  County  Medical  Society 

Subject:  Support  of  MSNJ  in  Rescinding  Physician  Recoupment  for  Laboratory  Panel  Studies 

Referred  to:  Reference  Committee  on  Constitution  and  Bylaws/"A" 


Whereas,  on  August  31,  1993,  Pennsylvania 
Blue  Shield  (PBS)  disseminated  notices  to  804  New 
Jersey  physicians  demanding  repayment  for  certain 
organ  panel  laboratory  studies  under  Medicare  that 
allegedly  were  overpaid;  and 

Whereas,  PBS  admitted  that  the  payments 
were  not  capped  at  the  proper  amounts  and  accepted 
full  responsibility  for  the  error  in  overpayment;  and 
Whereas,  federal  law  enacted  by  the  United 
States  Congress  and  signed  by  the  President  clearly 
states  that  physicians  are  not  required  to  refund  ov- 
erpayments if  they  are  without  fault  (Social  Security 
Act,  Section  1870  c)  (42  U.S.C.  Section  139  gg;  42 
CFR  Section  405.350);  and 

Whereas,  according  to  the  carrier’s  manual,  the 
carrier  is  responsible  for  correctly  incorporating  allow- 
ances for  the  components  when  it  sets  the  panel 
allowances;  and 

Whereas,  physicians  were  not  made  aware  of 
the  methodology  used  nor  do  they  have  access  to  the 
carrier’s  manual;  and 

Whereas,  physicians  and  laboratories  were  in- 


structed by  the  carrier  on  appropriate  billing  for  the 
“organ  panels”  and,  therefore,  the  error  is  the  result 
of  physicians’  and  laboratories’  precise  compliance 
with  PBS’s  billing  criteria;  and 

Whereas,  physicians’  repayment  of  any  dollar 
amount  establishes  a very  dangerous  precedent  for 
any/all  other  services  that  may  have  been  or  will  be 
“erroneously”  capped  and  corrected  years  later,  at  the 
expense  of  physicians;  and 

Whereas,  for  the  Medical  Society  of  New 
Jersey  (MSNJ)  to  concede  to  have  physicians  repay 
PBS  any  dollar  amount  related  to  this  issue  is  an 
anathema  and  most  probably  would  result  in  a mass 
exodus  of  members  from  MSNJ;  now  therefore  be  it 
Resolved,  that  MSNJ  explore  and  execute  both 
the  political  and  legal  resources  necessary,  including 
a class  action  suit,  to  result  in  full  rescission  of  the 
clinical  laboratory  organ  panel  recoupments  requested 
by  the  Health  Care  Financing  Administration  in  the 
Medicare  program. 

Fiscal  note:  Budget  neutral. 


The  Reference  Committee  recommended  that  Resolution  #22  be  adopted. 

House  Action:  Resolution  #22  was  adopted. 
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RESOLUTION  #27 


Introduced  by:  Burlington  County  Medical  Society 

Subject:  Use  of  Health  Insurance  Form  in  New  Jersey 

i 

Referred  to:  Reference  Committee  on  Constitution  and  Bylaws/"A" 

h -law- ifeifemf  fev  ;su mhc r and  complexity  of  medica 
4nswafl€e-feFfHs;  and  be— it  further- 

leselved,  that  MSNJ  work  with  -New  Jersey 
•health-  insuranee-eornpimies  to  cheese-and  streamline 
feese-fe-rffirer 

Resolved,  that  MSNJ  petition  the  Legislature  tc 
introduce  and  pass  a law  requiring  a single  claim  form 
to  be  used  by  all  insurance  companies;  and  be  ii| 
further 

Resolved,  that  MSNJ  work  with  New  Jerse) 
health  insurance  companies  to  choose  and  adopt  this 
form. 

Fiscal  note:  Budget  neutral. 

The  Reference  Committee  recommended  that  Resolution  #27  be  adopted. 

House  Action:  Resolution  #27  was  adopted  as  amended  by  the  House  of  Delegates. 

IS 

RESOLUTION  #30 


Introduced  by:  Hospital  Medical  Staff  Section 

Subject:  Patient  Restraint  Orders 

Referred  to:  Reference  Committee  on  Constitution  and  Bylaw$/"A" 


Whereas,  the  myriad  of  forms  from  health 
maintenance  organizations  (HMOs),  preferred 
provider  organizations  (PPOs),  Medicaid,  and  private 
payors  confuses  patients  and  billing  personnel;  and 
Whereas,  both  providers  and  insurance  com- 
panies waste  time  and  money  learning  and  completing 
different  forms;  and 

Whereas,  the  state  of  New  Jersey  and  its  resi- 
dents should  not  waste  any  money  for  health  care;  and 
Whereas,  other  states  have  successfully  passed 
laws  limiting  the  number  and  complexity  of  medical 
billing  forms;  now  therefore  be  it 

Resolved,  thaffee  Me4i€al--So6iety-ef-New-Jersey- 
fMSNJ)  petition  the  Legislature  to  introduce  and  pass- 


Whereas,  the  New  Jersey  Department  of 
Health  (DOH)  has  issued  regulations  requiring  that 
patient  restraint  orders  must  be  renewed  every  24 
hours;  and 

Whereas,  hospitalized  patients  must  be  re- 
leased from  these  restraints  after  24  hours  absent  a 
physician  reorder;  and 

Whereas,  hospital  nursing  personnel  either  are 
unavailable  to  supervise  these  patients  or  must  be 
diverted  from  more  clinically  urgent  tasks  to  supervise 
these  unrestrained  patients;  and 

Whereas,  in  unrestrained  patients,  there  is  a 
greater  potential  for  patient  injury  either  by  falling  or 
by  dislodging  drains,  tubes,  or  intravenous  lines;  and 


Whereas,  some  hospitals  already  have  noted  an 
increase  in  such  injuries;  now  therefore  be  it 

Resotvedr-feaLfe-fee-Tfrtefest  of  pafefl-f-s-afetyr- 
-fee  Medical  Society  of— New-Jersey  (MSNJ-F^cqucsfr 
DOH  to  adopt  regulations  that— aftew  orders  for 
-festrfefrt-fe-be-wfeHen  for  72  hours  before  requiring- 

Resolved,  that  in  the  interest  of  patient  safety, 
MSNJ  request  DOH  to  adopt  regulations  that  allow 
medical  staffs  to  develop  policy  as  to  the  use  of 
restraints  and  the  frequency  of  renewal  of  restraint 
orders. 

Fiscal  note:  Budget  neutral. 


The  Reference  Committee  recommended  that  Resolution  #30  be  rejected. 

House  Action:  Resolution  #30  was  adopted  as  amended  by  the  House  of  Delegates. 
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Secretary 


Bernard  Robins,  MD 

Reference  Committee  “B” 


The  office  of  the  secretary  has  continued  its  usual 
routines,  primarily  involving  maintenance  of 
membership  records,  correspondence,  minutes  of  the 
Board  of  Trustees  meetings,  telephone  inquiries,  and 
completion  of  numerous  questionnaires  originating 
from  various  sources. 

During  the  administrative  year,  the  secretary 
attended  the  meetings  of  the  Board  of  Trustees  and 
the  several  committees  of  which  he  is  chairman, 
member,  or  adviser. 

Membership,  as  of  December  31,  1993. 


Active  Paid  7,316 

Exempt  698 

Resident  Paid  79  8,093f 

* Associate  Paid  19 

“Affiliate  Paid  59 

State  emeritus  1,243 

Total  of  above  9,414 


Provisional  residents  (six  months)  7 

Student  members  82 

New  and  reinstated  members 

Active  577 

Resident  18 

* Associate  7 

“Affiliate  3 

Transfers  within  the  state  28 

Transfers  out-of-state  and  resignations  61 

Members  deceased  97 

Members  dropped  265 

Active: 

a.  Nonpayment  of  dues  205 

b.  Did  not  comply  with  bylaw 
requirements  regarding  continuing 
medical  education,  whose  credits 

were  due  in  1992  23 

c.  New  Jersey  license  suspended  3 

Resident  (nonpayment  of  dues)  ...  19 

* Associate  (nonpayment  of  dues)  ..  10 

“Affiliate  (nonpayment  of  dues)  5 


* Associate  membership  (nonlicensed  in  New  Jersey) 
designates  interns  and  residents. 

“Affiliate  membership  designates  physicians  who  no  longer 
practice  in  New  Jersey. 

tAdjusted  for  transfers  out-of-state,  resignations,  and 
deaths. 

Credentials.  The  Committee  on  Credentials  re- 
viewed and  acted  upon  membership  applications  and 
their  supporting  credentials  as  submitted  through  the 


component  societies.  The  statistical  breakdown  in  the 
Table  reflects  the  Committee’s  activities  during  the 
period  February  1,  1993,  through  January  31,  1994. 

The  Committee  extends  appreciation  to  the 
directors  and  the  secretaries  of  component  societies, 
and  to  those  who  assist  them,  as  well  as  the  county 
credentials  committees,  for  their  cooperation  in 
processing  membership  applications.  It  especially 
would  be  helpful  to  the  Credentials  Committee  of 
MSNJ  if  those  who  process  credentials  in  the  compo- 
nent societies  would  call  specific  attention  to  any  defi- 
ciencies or  questionable  data  being  submitted  on  the 
application  form.  This  procedure  will  help  insure  more 
accurate  and  speedy  evaluation  of  credentials.  The 
chairman  wishes  to  thank  his  Committee  members  for 
their  diligence  and  cooperation. 

A comparison  of  December  31,  1992,  to  De- 
cember 31,  1993,  by  county  shows  the  following  net 
changes  of  active  paid  membership: 


Atlantic  + 2 

Bergen  + 6 

Burlington  + 6 

Camden  + 6 

Cape  May  + 3 

Cumberland  - 3 

Essex  -29 

Gloucester  + 7 

Hudson  -29 

Hunterdon  + 3 

Mercer  + 5 

Middlesex  - 8 

Monmouth  + 10 

Morris  +12 

Ocean  + 8 

Passaic  -16 

Salem  - 2 

Somerset  + 3 

Sussex  - 4 

Union  + 10 

Warren  0 


AMA  membership.  A total  of  9,585  New  Jersey 
licensed  physicians  maintain  active  membership  in  the 
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Table.  Membership  applications  and  supporting  credentials. 


Provisional 

Residents 

Grand 

Received: 

*Associate 

Licensed 

Active 

Total 

14 

8 

421 

443 

Provisional 

Residents 

Grand 

Reviewed  and  found: 

♦Associate 

Licensed 

Active 

Total 

(A)  Satisfactory 

14 

7 

394 

415 

(B)  Unsatisfactory 

0 

0 

0 

0 

Pending: 

0 

1 

19 

20 

Withdrew: 

0 

0 

8 

8 

Grand  Total 

14 

8 

421 

443 

* Associate  membership  (nonlicensed  in 

New  Jersey)  designates  interns  and 

residents. 

American  Medical  Association  (AMA). 

The  Society’s 

Since  the 

original 

distribution  of 

9,526  copies  to 

representation  in  the  AMA  House  of  Delegates  stands 

members, 

1,498  copies  have  been 

sold  to  others.  It 

at  ten  delegates— one  for  each  thousand  members,  or 

is  anticipated  that  data  sheets  for  the  1995  edition  will 

fraction  thereof. 

be  mailed  to  members  in  September 

1994.  Your  coop- 

Membership  Directory.  The  1993  edition  of 

eration  in 

returning  them  promptly  will  be  greatly 

Membership  Directory  has  been  available  for  one  year. 


appreciated. 


The  Reference  Committee  recommended  that  the  report  be  filed. 

House  Action:  The  report  was  filed. 
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TREASURER 


Gerald  H.  Rozan,  MD 

Reference  Committee  “B” 

These  interim  financial  statements,  prepared  in  accordance  with  generally  accepted  accounting  principles,  reflect 
the  financial  position  and  results  of  operation  of  the  Medical  Society  of  New  Jersey  (MSNJ)  through  February 
28,  1994.  Since  they  are  interim  statements  (MSNJ’s  fiscal  year  is  June  1 to  May  31),  the  figures  are  unaudited. 
A complete  audit  will  be  conducted  of  the  books  of  MSNJ  as  of  May  31,  1994,  and  an  audited  report  prepared 
as  of  that  date.  A complete  audit  was  made,  and  copies  sent  to  all  county  medical  societies,  for  the  fiscal  year 
that  ended  May  31,  1993. 


Balance  Sheet 
February  28,  1994 
(Unaudited) 


Assets 

Cash 

Investment  in  money  market  fund 
Marketable  securities 

Accounts  receivable— member  assessments 
Medical  student  loans  (net  allowance 


$ 150,000 

5,463,571 
626,128 
67239,699 
(1,711,801) 

Prepaid  expenses 
Other  assets 

Investment  in  New  Jersey  State  Medical  Underwriters,  Inc. 


for  doubtful  loans  of  $20,000) 

Property,  plant,  and  equipment 
Land 

Building  and  improvements 
Furniture  and  fixtures 

Less  allowance  for  depreciation 


Liabilities  and  fund  balance 

Accounts  payable  and  accrued  expenses 
Assessments  collected  for  AMA 


Mortgage  payable 

Deferred  revenue  from  member  assessments 
Deferred  revenue— other 


$ 1,465,578 
992,046 
1,881,378 
578,344 

207,339 


4,527,898 

101,899 

509,687 

1,144,314 

$11,408,483 


$ 431,564 

28,200 

459,764 

3,695,093 

2,250,000 

276,196 

4,727,430 

$11,408,483 
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Fund  balance 


Statement  of  Revenue  and  Expenses 
9 months  ended  February  28,  1994 
(Unaudited) 


Revenue 


Membership  dues 

$1,923,255 

Publication  sales  and  advertising  income 

230,231 

Amortization  of  Physicians’  Health  Program 

208,343 

Investment  income 

101,015 

Royalty  income 

174,971 

Rental  income 

502,012 

Annual  Meeting 

32,620 

Membership  Directory  sales 

40,702 

Other  income 

42,217 

Total  Revenue  3,255,366 

Expenses 

Conferences  and  meetings 

326,110 

Member  services 

681,531 

1,007,641 

General  and  administrative 

1,690,828 

Interest 

254,761 

Depreciation 

115,905 

Grant-related  expenses 

16,159 

Total  Expenses  3,085,294 

Excess  of  revenue  over  expenses  before 

$ 170,072 

federal  income  tax 

Provision  for  federal  income  tax 

(74,314) 

Excess  of  revenue  over  expenses 

95,758 

Fund  balance  at  June  1,  1993 

4,631,672 

Fund  balance  at  February  28,  1994 

$4,727,430 
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Balance  Sheet 
February  28,  1994 


(thousands  of  dollars) 

Assets 

Cash 

Investment  in  money  market  fund 
Marketable  securities 

Accounts  receivable— member  assessments 
Medical  student  loans  (net  allowance 
for  doubtful  loans  of  $20) 

Property,  plant,  and  equipment 
Land 

Building  and  improvements 
Furniture  and  fixtures 

Less  allowance  for  depreciation 
Prepaid  expenses 

Deferred  charg e— Membership  Directory 
Other  assets 
Dues  from  MIIX 

Investment  in  New  Jersey  State  Medical  Underwriters,  Inc. 

Total 


$ 150.0 

5.463.6 
626.1 

6.239.7 
(1,711.8) 


$ 1,465.6 
992.0 
1,881.4 
578.4 

207.3 


4,527.9 

101.9 

19.6 

122.6 

367.5 

1,144.3 

$11,408.5 


Liabilities  and  fund  balance 

Accounts  payable 

Payable  to  AMA 

Accrued  Annual  Meeting  costs 

Federal  income  tax 

Other  accrued  expenses 

Mortgage  payable 

Deferred  revenue  from  member  assessments 
Deferred  revenue— other 

Fund  balance— prior  years 
Fund  balance— current  year 


$ 56.9 

28.2 
116.3 
54.9 
203.5 


459.8 

3,695.1 

2,250.0 

276.2 

$4,631.7 

95.7  4,727.4 

Total  $11,408.5 
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Statement  of  Revenue  and  Expenses 


(thousands  of  dollars) 

Nine  Months  Ended  February  28 
1993  1994 


Revenue 


Membership  dues 

$1,832.7 

$1,923.3 

Publication  sales  and  advertising  income 

217.7 

230.2 

Amortization  of  Physicians’  Health  Program 

209.7 

208.3 

Investment  income 

122.2 

101.0 

Royalty  income 

180.4 

175.0 

Rental  income 

480.4 

502.0 

Annual  Meeting 

34.8 

32.6 

Membership  Directory  sales 

9.4 

40.7 

Other  income 

55.6 

42.2 

Total  revenue 

$3,142.9 

$3,255.3 

Expenses 

Conferences  and  meetings 

248.3 

326.1 

Member  services 

703.9 

681.5 

Program  expenses 

952.2 

1,007.6 

General  and  administrative 

1,611.9 

1,690.8 

Grant-related  expenses 

— 

16.2 

Interest 

263.5 

254.8 

Depreciation 

138.8 

115.9 

Total  expenses 

$2,966.4 

$3,085.3 

Excess  of  revenue  over  expenses  before 

federal  income  tax 

176.5 

170.0 

Provision  for  federal  income  tax 

(42.6) 

(74.3) 

133.9 

9.7 

Equity  in  income  of  unconsolidated  subsidiary 

— 

— 

Excess  of  revenue  over  expenses 

(expenses  over  revenue) 

$ 133.9 

$ 95.7 
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Analysis  of  Expenses 
Nine  Months  Ended  February  28 


(thousands  of  dollars) 


Over 


(Under) 


Compensation 

Salaries 
Pension  plan 

1993 

$ 896.0 
88.8 

1994 

$ 920.7 
101.9 

Budget 

$ 936.0 
91.5 

Budget 

$(15.3) 

10.4 

984.8 

1,022.6 

1,027.5 

(4.9) 

Professional  Fees 

Audit 

23.5 

28.8 

22.5 

6.3 

Legal 

60.3 

52.1 

93.8 

(41.7) 

Actuarial 

5.4 

6.9 

4.5 

2.4 

Special  consultants 

3.4 

9.4 

22.5 

(13.1) 

92.6 

97.2 

143.3 

(46.1) 

Councils  and  Committees 

Public  Relations 

82.8 

188.9 

150.0 

38.9 

Legislation 

117.0 

115.7 

120.7 

(5.0) 

President  and  presidential  officers 

54.0 

55.4 

56.3 

(•9) 

AMA  Delegates 

96.9 

138.3 

105.0 

33.3 

MSNJ  Auxiliary 

27.0 

30.0 

30.0 

— 

Medical  Education 

18.5 

23.4 

9.0 

14.4 

Board  of  Trustees 

77.9 

102.4 

97.5 

4.9 

Judicial  Council 

— 

.3 

.8 

(.5) 

Reimbursement  of  representatives  to 
meetings 

1.0 

1.5 

(.5) 

Other  councils  and  committees 

19.9 

29.1 

24.0 

5.1 

Medical  Student  Association 

1.8 

9.1 

6.0 

3.1 

Grant  allocations— MIIX 

(247.5) 

(367.5) 

(247.5) 

(120.0) 

248.3 

326.1 

353.3 

(27.2) 

Member  Services 

Membership  Directory 

26.1 

20.0 

23.3 

(3.3) 

Annual  Meeting 

115.5 

118.7 

118.5 

.2 

PLI  expenses 

40.3 

18.4 

33.0 

(14.6) 

New  Jersey  Medicine 

218.5 

212.3 

230.2 

(17.9) 

Physicians’  Health  Program 

303.5 

312.1 

325.5 

(13.4) 

Grant-related  expenses 

— 

16.2 

— 

16.2 

703.9 

697.7 

730.5 

(32.8) 
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General  Administrative 


and  Operating  Expenses 

Building  operations— 


(including  depreciation) 

552.7 

533.1 

543.0 

(9.9) 

Insurance 

176.1 

179.9 

164.2 

15.7 

Payroll  taxes 

68.8 

75.1 

75.0 

.1 

Other  general  office  costs 

139.2 

153.6 

213.0 

(59.4) 

936.8 

941.7 

995.2 

(53.5) 

Total 

$2,966.4 

$3,085.3 

$3,249.8 

$(164.5) 

The  Reference  Committee 

recommended  that  the 

report  be  filed. 

House  Action:  The  report  was  filed. 
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Committee  on  Finance  and  budget 


Matis  A.  Fermaglich,  MD,  Chairman 

Reference  Committee  “B” 


The  Committee  on  Finance  and  Budget  met  on 
Wednesday,  April  6,  1994,  for  the  purpose  of  re- 
viewing the  proposed  budget  for  the  1994-1995  fiscal 
year. 

The  proposed  budget  and  the  following  recom- 
mendations were  approved  by  the  Board  of  Trustees 
on  April  10,  1994,  and  are  submitted  to  the  House 
of  Delegates  for  approval. 

1.  That  the  budget  for  the  fiscal  year  beginning 
June  1,  1994,  and  ending  May  31,  1995,  in  the  amount 
of  $4,267,000  with  $2,700,000  to  be  raised  through 
member  assessments  be  adopted. 

2.  That  the  1995  assessment  be  set  at  $375  per 
regular  dues-paying  member.  (No  change  from  the 
prior  year.) 

3.  That  the  1995  assessment  be  set  at  $187.50 
for  the  first  full  year  of  regular  membership.  (No 
change  from  the  prior  year.) 


4.  That  the  1995  assessment  be  set  at  $60  per 
member  for  affiliate  members  who  no  longer  are 
practicing  in  New  Jersey.  (No  change  from  the  prior 
year.) 

5.  That  the  1995  assessment  for  associate 
members  (interns- residents  nonlicensed  in  New 
Jersey)  and  licensed  residents,  provided  the  individual 
is  in  a residency  program  entered  upon  within  a 
reasonable  time  after  graduation  from  medical  school, 
be  set  at  $25.  (No  change  from  the  prior  year.) 

6.  That  the  1995  assessment  be  set  at  $10  per 
student  for  medical  students.  (No  change  from  the 
prior  year.) 

7.  That  a uniform  policy  for  the  collection  of 
dues  payments  from  new  members  by  the  county 
medical  societies  be  adopted  whereby  the  dues  pay- 
ments are  collected  when  the  membership  appli- 
cations are  received. 


The  Reference  Committee  recommended  the  approval  of  recommendations  1 through  7. 

House  Action:  The  recommendations  were  approved. 
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Statement  of  Revenue  and  Expenses 
Proposed  Budget 

Fiscal  year  ending  May  31,  1995 


Revenue  (other  than  member  assessments) 

Publication  sales  and  advertising  income 

Amortization  of  Physicians’  Health  Program 

Investment  income 

Royalty  income 

Rental  income 

Annual  Meeting 

Membership  Directory  sales 

Other  income 


$ 208,000 

305.000 

65.000 

234.000 

734.000 

17.000 

80.000 
30,000 

Total  Revenue  $1,673,000 


Expenses 


Conferences  and  meetings 
Member  services 
Publications 


General  and  administrative 

Interest 

Depreciation 


Total  of  expenses  over  revenue  to  be  raised 
through  member  assessments 

Revenue  from  member  assessments 
Fiscal  year  ending  May  31,  1995 

6/1/94  through  5/31/95  @ $375  x 7,200  members  = 

Balance  held  in  reserve  for  roof  replacement 


250.000 

690.000 

296.000 

Total  Program  Expenses  $1,236,000 

2,541,000 

325.000 

165.000 

Total  Expenses  $4,267,000 


$2,594,000 

$2,700,000 
$ 106,000 
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Proposed  Budget 

Fiscal  year  ending  May  31,  1995 


Approved 

Estimate 

Proposed 

budget 

for  Y/E 

budget 

1993/1994 

5/31/94 

1994/1995 

Compensation 

Salaries 

$1,248,000 

$1,227,000 

$1,302,000 

Pension  plan 

122,000 

133,000 

135,000 

1,370,000 

1,360,000 

1,437,000 

Professional  Fees 

Audit 

30,000 

34,000 

35,000 

Legal 

125,000 

90,000 

125,000 

Actuarial 

6,000 

7,000 

8,000 

Special  consultants 

30,000 

15,000 

30,000 

191,000 

146,000 

198,000 

Councils  and  Committees 


Public  Relations 

200,000 

240,000 

240,000 

Legislation 

161,000 

164,000 

170,000 

President  and  Presidential  Officers 

75,000 

71,000 

75,000 

AMA  Delegates 

140,000 

143,000 

145,000 

MSNJ  Auxiliary 

40,000 

40,000 

40,000 

Medical  Education 

12,000 

30,000 

32,000 

Board  of  Trustees 

130,000 

130,000 

131,000 

Judicial  Council 

1,000 

1,000 

1,000 

Reimbursement  of  representatives 

to  meetings 

2,000 

2,000 

2,000 

Other  councils  and  committees 

32,000 

36,000 

36,000 

Medical  Student  Association 

8,000 

10,000 

8,000 

Grant  allocation  — MIIX 

(330,000) 

(630,000) 

(630,000) 

471,000 

237,000 

250,000 

Member  Services 

Physicians’  Health  Program 

434,000 

434,000 

447,000 

Annual  Meeting 

158,000 

158,000 

161,000 

Professional  Liability 

44,000 

43,000 

44,000 

Membership  Directory 

31,000 

27,000 

38,000 

667,000 

662,000 

690,000 

Publication 

New  Jersey  Medicine 

307,000 

293,000 

296,000 
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General  Administrative  and 
Operating  Expenses 


Building  operations 


(including  depreciation) 

724,000 

707,000 

690,000 

Insurance 

219,000 

244,000 

258,000 

Payroll  taxes 

100,000 

103,000 

105,000 

Other  general  office  costs 

284,000 

307,000 

343,000 

1,327,000 

1,361,000 

1,396,000 

$4,333,000 

$4,059,000 

$4,267,000 

The  Reference  Committee  recommended  that  the  report  be  filed. 

House  Action:  The  report  was  filed. 
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Council  on  Mental  health 


Thomas  R.  Houseknecht,  MD,  Chairman 

Reference  Committee  “B” 


The  Council  on  Mental  Health  continued  to  work 
on  drafts  of  legislation  that  would  have  the  New 
Jersey  Department  of  Health  establish  uniform  stan- 
dards by  which  utilization  review  and  managed  care 
companies  conduct  business. 

The  Council  opposed  proposed  legislation  that 
would  allow  commitment  of  repetitive  predatory  sex- 
ual offenders  (rapists  and  pedophiles)  to  mental 
hospitals.  The  Council  strongly  takes  issue  with  the 
legislative  effort  to  legislate  medical  diagnosis  and 
treatment  criteria  as  a matter  of  public  safety.  The 
Council  believes  current  commitment  laws  allow  a 
judge  to  require  commitment  of  such  offenders  to  the 


Trenton  State  Psychiatric  Hospital  for  criminal  of- 
fenders, which  is  managed  by  the  criminal  justice 
system. 

Initial  plans  for  national  health  reform  cov- 
erage for  mental  illness  were  improved  over  current 
benefits,  but  then  drastically  were  reduced  by  budget- 
ary restraints. 

The  Council,  in  cooperation  with  the  New 
Jersey  Psychiatric  Association,  is  updating  state  and 
national  legislative  networks  to  counter  this  trend  of 
cost  cutting  already  inadequate  mental  illness  cov- 
erage. 


The  Reference  Committee  recommended  that  the  report  be  filed. 

House  Action:  The  report  was  filed. 


Tr  3? 


Council  on  Public  Health 


Glenn  P.  Lambert,  MD,  Chairman 

Reference  Committee  “B" 


eetings  of  the  Council  on  Public  Health  were  held  on  April  21,  July  7,  and  September  15,  1993.  The  following 
recommendations  were  forwarded  to  the  Board  of  Trustees. 


Table:  Council  on  Public  Health  activities. 


Issue 

Regional  child  abuse  centers 

Proposal  to  Council 

Support  legislation  to 
establish  and  maintain 
regional  centers 

Council  Action 

Support 

Board  Action 

Support 

Self-administration  of 
medication  by  school  pupils 

Support  of  S-1506  permitting 
self-medication  and  terms  of 
supervision 

Support 

Support 

Billboard  tobacco 
advertisements  near  schools 

Support  S-1529  restricting 
nearby  advertisements 

Support 

Support 

Increased  vending  machine 
prices  of  tobacco  products 

Support  S-1530  to  increase 
prices  and  dedicate  excess 
revenue  to  the  Cancer 
Institute 

Support  with  amendment  to 
allow  municipalities  to 
restrict  or  prohibit  vending 
machines 

Support  with  amendment 

AIDS 

Support  A-316  regarding 
public  school  sex  education 
stressing  abstinence 

Support  with  some  phrasing 
changes  recommended 

Support  with  some  editorial 
changes 

AIDS 

Support  S-1704,  HIV  testing 
of  perpetrators  of  criminal 
sexual  assault,  etc. 

Oppose  because  results 
should  be  part  of  the 
medical,  not  criminal,  record 
and  confidentiality  would  be 
breached 

Oppose  S-1704 

AIDS 


Support  A-241 1,  requiring 
informed  consent  before 
HIV  or  hepatitis  B testing 
except  regarding  health  care 
persons 


Oppose  because  not  good  Oppose  A-241 1 

medical  practice;  hepatitis  B 

can  be  tested  any  time 

without  consent  and 

documented  consent  is 

sufficient 


Violence 


Violence 


Support  legislation  on 
stalking,  prevention  of 
domestic  violence, 
admissable  court  evidence  of 
previous  abuse  or  violence, 
and  domestic  violence 
resource  shelter  centers 

Support  with  strong 
recommendations  for 
adequate  funding  and 
establishment  of  quality 
standards 

Support  as  recommended 

Support  AMA  legislation 
initiative:  “Parental 

Support 

Support 

Empowerment  and  TV 
Violence  Reduction” 
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Issue 


Tuberculosis 


Proposal  to  Council 

Support  A-1963  feasibility 
study  on  reopening 
tuberculosis  sanitoria 


Council  Action 


Support 


Support 


Board  Action 


Tuberculosis 


Support  A-2715,  supplement 
bill  on  prevention  and 
control  of  tuberculosis 


Support  with  provisions  to 
delete  mandatory  testing  of 
all  patients  and  to  not 


Support  with  amendment 


legislate  when  and  how  to 
test  patients 


The  Council  will  continue  to  address  matters  on  AIDS,  environmental  health,  violence,  and  tuberculosis. 
Valuable  communication  continues  with  the  New  Jersey  Department  of  Health  permitting  the  Medical  Society 
of  New  Jersey  (MSNJ)  a vital  voice  in  policy  and  standards  matters. 

The  Reference  Committee  recommended  that  the  report  be  filed. 

House  Action:  The  report  was  filed. 


Tr  3, 


COMMITTEE  ON  ANNUAL  MEETING 


Donald  J.  Holtzman,  MD,  Chairman 

Reference  Committee  “B” 


The  reorganization  meeting  of  the  Committee  on 
Annual  Meeting  was  held  on  September  19,  1993, 
at  the  executive  offices  in  Lawrenceville.  A new 
member,  Carl  Restivo,  MD,  was  introduced  to  the 
Committee. 

Substitute  Resolution  #13  dealing  with  the  An- 
nual Meeting  schedule  and  location  of  the  meeting 
was  reviewed.  As  instructed,  the  Committee  in- 
vestigated alternative  sites  for  the  meeting  with 
particular  regard  to  the  northern  part  of  New  Jersey. 
After  due  investigation  and  consideration,  the  selec- 
tions were  narrowed  to  a few,  and  the  final  judgment 
was  that  the  next  two  meetings  will  be  held  at  the 
Trump  Taj  Mahal  Casino/Resort  from  Saturday,  April 
30  through  Wednesday,  May  4,  1994,  and  Saturday, 
April  29  through  Wednesday,  May  3,  1995,  respective- 
ly. This  recommendation  was  made  to  the  Board  and 
approved. 

The  schedule  also  was  reviewed  regarding  re- 
ference committee  hearings  and  the  House  of  De- 
legates, and  the  schedule  was  modified  to  allow  better 
attendance  at  the  reference  committee  hearings. 

A play  entitled,  “You  Didn’t  Know  My 
Father,”  which  deals  with  the  living  wills  and  quality 
of  life  issues  was  accepted  for  presentation  by  the 
Board  of  Trustees  following  the  recommendation  of 
the  Committee  on  Biomedical  Ethics. 

As  of  the  present  time  the  schedule  for  the 
proposed  meeting  will  have  the  Board  of  Trustees 
meeting  on  Saturday,  April  30,  1994,  at  3:30  P.M.,  and 
at  7:00  P.M.  the  Officers’  Reception  will  take  place. 

On  Sunday,  May  1,  1994,  registration  opens  in 
the  morning  as  does  the  Message  Center,  and  the 
“Play  for  Living”  will  be  presented  at  10:00  a.m.  The 


Academy  of  Medicine  of  New  Jersey  lecture  will  be 
given  at  12:15  P.M.  and  the  exhibits  and  the  AMA- 
ERF  Boutique  open  at  12:30  P.M.  The  first  session  of 
the  House  of  Delegates  convenes  at  2:00  P.M.  and  two 
reference  committees  meet  at  3:30  P.M. 

On  Monday,  May  2,  1994,  the  Society  for  the 
Assistance  of  New  Jersey  Physicians  and  Their 
Families  will  have  a breakfast  meeting  at  7:30  a.m. 
Two  reference  committee  hearings  start  at  8:30  A.M. 
and  the  Golden  Merit  Awards  Ceremony  and  Recep- 
tion will  start  at  12  NOON.  The  House  of  Delegates 
will  meet  at  2:00  P.M.  that  day  for  the  election.  The 
JEMPAC  Political  Forum  followed  by  the  Wine  and 
Cheese  Reception  will  start  at  5:00  P.M.  That  evening 
at  7:00  P.M.,  the  Hudson  County  Medical  Society  will 
give  a reception  honoring  Joseph  N.  Micale,  MD. 

On  Tuesday,  May  3,  1994,  the  House  of 
Delegates  convenes  at  9:00  a.m.  and  the  exhibits  will 
formally  close  at  2:00  P.M.  The  Inaugural  Ceremony 
for  Fred  M.  Palace,  MD,  will  start  at  6:30  P.M., 
followed  by  the  Inaugural  Reception  and  Dinner  at 
7:30  P.M. 

On  the  final  day  of  the  meeting,  Wednesday, 
May  4,  1994,  the  educational  program  entitled  “HIV 
Management  Strategies:  Population  Specific  Con- 
siderations,” will  start  at  8:30  A.M.  and  there  will  be 
an  educational  program  focused  on  the  topic  of  na- 
tional health  system  reform  legislation  at  9:00  a.m.  The 
Board  of  Trustees  will  meet  that  day  at  1:00  P.M. 

The  Trump  Taj  Mahal  Casino/Resort  has  done 
an  excellent  job  accommodating  the  Medical  Society 
of  New  Jersey,  and  the  Committee  believes  the  hotel 
management  will  do  the  same  this  year. 


The  Reference  Committee  recommended  that  the  report  be  filed. 

House  Action:  The  report  was  filed. 


Tr  36 


NOMINATIONS  FOR  EMERITUS  MEMBERSHIP 


Reference  Committee  “B” 

The  following  nominations  for  election  to  emeritus  membership  at  the  1994  Annual  Meeting  have  been  received 
from  component  societies.  Conforming  to  the  provisions  of  the  Bylaws,  Chapter  I — Membership  Section  1 — 
Composition  (d),  all  nominees  have  been  members  in  good  standing  of  a component  society  and  who  by  reason 
of  age  or  infirmity  have  retired  from  the  active  practice  of  medicine,  or  members  of  the  Medical  Society  of  New 
Jersey  (MSNJ)  who  have  been  disabled  by  reason  of  military  service. 


Atlantic  County 

Edgar  C.  Bristow,  III,  MD,  Absecon;  age  65 

Bergen  County 

Ira  M.  Barash,  MD,  Englewood;  age  68 
Vincent  Carter,  Jr,  MD,  Teaneck;  age  68 
Adolph  Clachko,  MD,  River  Edge;  age  72 
Lawrence  J.  Denson,  MD,  Hackensack;  age  70 
Bernard  Etra,  MD,  Hackensack;  age  72 
Robert  B.  Fourcaud,  MD,  Passaic;  age  72 
Daniel  L.  Goldstein,  MD,  Hackensack;  age  80 
William  M.  Griffin,  MD,  Hackensack;  age  77 
Einar  A.  Juhlin,  MD,  Ridgewood;  age  67 
August  B.  Juliano,  MD,  Ridgewood;  age  68 
Gerald  Kaplan,  MD,  Hackensack;  age  71 
Herbert  Keller,  MD,  Paramus;  age  68 
Robert  G.  Kerdasha,  MD,  Kiawah  Island,  SC 
(formerly  Hackensack);  age  66 
George  W.  Keyes,  MD,  Teaneck;  age  66 
Anselma  T.  Lachica,  MD,  Paramus;  age  66 
Bernard  Leung,  MD,  Hasbrouck  Heights;  age  71 
Lucian  Massarelli,  MD,  Teaneck;  age  71 
Donald  J.  Nalebuff,  MD,  Teaneck;  age  66 
Richard  F.  Robinson,  MD,  Charleston,  SC 
(formerly  Westwood);  age  66 
Joseph  E.  Salvatore,  MD,  Tenafly;  age  64 
Eli  Scheer,  MD,  Teaneck;  age  85 
Valentino  Sica,  MD,  Rochelle  Park;  age  68 
Ilhan  H.  Tuzel,  MD,  Colorado  Springs,  CO 
(formerly  Montville);  age  67 
Lawrence  Wilkinson,  MD,  Ridgewood;  age  67 
Marianne  Wolff,  MD,  Teaneck;  age  66 

Burlington  County 

Eugene  Cohen,  MD,  Cherry  Hill;  age  66 


Camden  County 

Francis  E.  Barse,  MD,  Camden;  age  67 
Margarita  F.  Elloso,  MD,  Camden;  age  69 
Louis  Pierucci,  Jr,  MD,  Altavista,  VA 
(formerly  Cherry  Hill);  age  66 
William  A.  West,  MD,  Cherry  Hill;  age  66 

Cumberland  County 

Gerald  S.  Eichner,  MD,  Margate;  age  69 
John  Frohwein,  MD,  Vineland;  age  66 

Essex  County 

Samuel  R.  Armijos,  MD,  Verona;  age  66 
Mervin  L.  Binder,  MD,  Maplewood;  age  71 
Kathleen  D.  Bissell,  MD,  Nutley;  age  57 
Everaldo  DeArmas,  MD,  Elizabeth;  age  68 
David  H.  Huang,  MD,  Cedar  Grove;  age  75 
Howard  I.  Kortis,  MD,  Maplewood;  age  66 
Wade  M.  Miller,  MD,  South  Orange;  age  72 
Morton  H.  Rachelson,  MD,  Boca  Raton,  FL 
(formerly  West  Caldwell);  age  67 
Carlyle  W.  Schumacher,  MD,  Berkeley  Heights; 
age  71 

Herbert  W.  Simpkins,  MD,  West  Orange;  age  67 
John  J.  Siudmak,  MD,  Upper  Montclair;  age  70 
Troy  H.  Thrower,  MD,  Upper  Montclair;  age  66 
Thomas  J.  Weber,  MD,  Livingston;  age  68 

Gloucester  County 

Donald  P.  Shapiro,  MD,  Cherry  Hill;  age  48 

Hudson  County 

Jaime  T.  Portela,  MD,  Bayonne;  age  63 

Lino  R.  Rodriguez,  MD,  West  New  York;  age  65 

John  P.  Sakowski,  MD,  Sparta;  age  83 
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Irving  Schwarzwald,  MD,  Miramar,  FL 

(formerly  West  New  York);  age  90 
John  J.  Scott,  MD,  Jamesburg;  age  89 
Arnold  Topilow,  MD,  Bayonne;  age  71 
Frank  R.  Visceglia,  MD,  North  Bergen;  age  88 

Mercer  County 

William  C.  Brown,  MD,  West  Trenton;  age  66 
Jose  O.  Campos,  MD,  New  Hope,  PA 
(formerly  Trenton);  age  68 
Leon  A.  Fraser,  MD,  Trenton;  age  73 
Jonathan  A.  Hammond,  MD,  New  Hope,  PA 
(formerly  Trenton);  age  69 
William  A.  Kressler,  MD,  Trenton;  age  66 
Octavio  Munoz,  MD,  Princeton  Junction;  age  69 
Rolando  R.  Perez,  MD,  Trenton;  age  67 
Leonard  S.  Phillips,  MD,  Lawrenceville;  age  66 
Robert  E.  Purcell,  MD,  Erie,  PA  (formerly  Trenton); 
age  68 

Middlesex  County 

Victor  H.  Boogdanian,  MD,  New  Brunswick;  age  76 
Milton  R.  Bronstein,  MD,  Edison;  age  70 
Hugo  Duran,  MD,  Woodbridge;  age  63 
Coralyn  R.  Flad,  MD,  Edison;  age  66 
Leonard  M.  Hirsch,  MD,  Hopelawn;  age  68 
LeRoy  Homer,  MD,  Woodbridge;  age  70 
Jacob  Kirshner,  MD,  Sayreville;  age  67 
David  C.  Marshall,  MD,  Lambertville;  age  62 
Constantine  Pappas,  MD,  Edison;  age  70 
Arthur  L.  Roth,  MD,  Boca  Raton,  FL 
(formerly  Perth  Amboy);  age  72 
Martin  B.  Stahl,  MD,  Hopelawn;  age  65 

Monmouth  County 

Nicholas  J.  Arcomano,  MD,  West  Long  Branch; 
age  77 

Alfred  J.  Casagrande,  MD,  Matawan;  age  68 
Houshang  Hakim,  MD,  Red  Bank;  age  73 
Charles  W.  Kelly,  MD,  Kill  Devil  Hills,  NC 
(formerly  Red  Bank);  age  76 
Otto  Lehmann,  MD,  Long  Branch;  age  84 


Donald  R.  Lintner,  MD,  Brielle;  age  66 
Donald  S.  Littman,  MD,  Little  Silver;  age  72 
Joseph  F.  Raffetto,  MD,  Sea  Girt;  age  85 
William  L.  Wood,  MD,  Red  Bank;  age  74 

Morris  County 

Charles  Bippart,  MD,  Morristown;  age  69 
Malcolm  H.  Bloch,  MD,  Short  Hills;  age  64 
Dominick  Huster,  MD,  Morris  Plains;  age  69 
Stelio  Mangiola,  MD,  Morristown;  age  66 
Joseph  Olivia,  MD,  Mendham;  age  65 
Rene  Pingeon,  MD,  Mendham;  age  76 
Paul  D.  Valvo,  MD,  Henryville,  PA 
(formerly  Parsippany);  age  69 
Warren  Warbasse,  MD,  Madison;  age  68 
John  Roy,  MD,  Morristown;  age  66 

Ocean  County 

Charles  Berk,  MD,  Whiting;  age  84 
Custodio  C.  Castor,  Jr,  MD,  Toms  River;  age  65 
Louis  G.  Cian,  MD,  Franktown,  VA 
(formerly  Toms  River);  age  67 
Leon  J.  Dwulet,  MD,  Point  Pleasant;  age  75 
Harold  S.  Feldman,  MD,  Barnegat  Light;  age  77 
Joseph  M.  O’Connor,  MD,  Toms  River;  age  70 
Anna  Pittella,  MD,  Lavalette;  age  75 
Romulo  G.  Pittella,  MD,  Lavallette;  age  80 
David  B.  Siebert,  MD,  Point  Pleasant;  age  67 
Elly  H.  Stern,  MD,  Lakewood;  age  84 

Passaic  County 

J.  Duff  Brown,  MD,  Pompton  Plains;  age  68 
David  Eilenberg,  MD,  Wayne;  age  74 
Irwin  L.  Maskin,  MD,  Fair  Lawn;  age  72 
Nathan  Nussbaum,  MD,  Passaic;  age  85 
J.  Allen  Yager,  MD,  Verona;  age  90 

Salem  County 

Philip  K.  Boyer,  MD,  Alloway;  age  68 


Tr  38 


Somerset  County 


Union  County 


Howard  Adler,  MD,  Somerville;  age  68  Burton  M.  Cohen,  MD,  Elizabeth;  age  69 

Don  T.  Van  Dam,  MD,  Chatham;  age  66  Solomon  J.  Cohen,  MD,  Westfield;  age  69 

Alexander  Fessas,  MD,  Hillside;  age  70 
David  B.  Garmise,  MD,  Clark;  age  59 
Sidney  Ketyer,  MD,  South  Orange;  age  71 
Edmon  Lee,  MD,  Cranford;  age  70 
Arthur  S.  McLellan,  MD,  Chester;  age  68 


The  Reference  Committee  recommended  that  the  nominations  be  approved. 

House  Action:  The  nominations  were  approved. 


NOMINATIONS  FOR  EMERITUS  MEMBERSHIP: 
SUPPLEMENTAL  REPORT  #1 


Reference  Committee  “B” 


dditional  nominations  for  election  to  emeritus  membership  have  been  received: 


Bergen  County 

Stephen  Berque,  MD,  Seabrook  Island,  SC  (formerly 
Westwood);  age  59 

Burlington  County 

Hassan  Zekavat,  MD,  Moorestown;  age  66 

The  Reference  Committee  recommended  that  the 

House  Action:  The  nominations  were  approved. 


Middlesex  County 

Charles  M.  Weber,  MD,  Woodbridge;  age  65 

Ocean  County 

Hilliard  C.  Gersten,  MD,  Palm  Beach  Gardens,  FL 
(formerly  Lakewood);  age  65 
Joel  E.  Powers,  MD,  Toms  River;  age  69 

nominations  be  approved. 
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Nominations  for  Emeritus  Membership: 
Supplemental  Report  #2 


Reference  Committee  “B” 

dditional  nominations  for  election  to  emeritus  membership  have  been  received: 

Hudson  County 

Alfred  E.  Rosenthal,  MD,  Bayonne;  age  74 

Morris  County 

Paul  E.  Wry,  MD,  Rockaway;  age  65 

The  Reference  Committee  recommended  that  the  nominations  be  approved. 

House  Action:  The  nominations  were  approved. 


NOMINATIONS  FOR  EMERITUS  MEMBERSHIP: 
SUPPLEMENTAL  REPORT  #3 


Reference  Committee  “B” 

dditional  nominations  for  election  to  emeritus  membership  have  been  received: 

Camden  County 

Jose  A.  Sosa,  MD,  Camden;  age  70 

Essex  County 

Oreste  A.C.  Baratto,  Jr,  MD,  Madison;  age  64 

The  Reference  Committee  recommended  that  the  nominations  be  approved. 

House  Action:  The  nominations  were  approved. 


Tr  40 


RESOLUTION  #10 


Introduced  by:  Hudson  County  Medical  Society 

Subject:  Social  Functions  at  MSNJ's  Annual  Meeting 


Referred  to:  Reference  Committee  "B" 

Whereas,  the  reception  and  dinner-dance  at 
the  Annual  Meeting  honor  the  incoming  president  at 
considerable  expense  to  the  president’s  county 
medical  society;  and 

Whereas,  another  reception  honors  the  outgo- 
ing president,  also  at  considerable  expense  to  his 
county  medical  society;  and 

Whereas,  this  may  be  burdensome  to  the  trea- 
suries of  smaller  component  medical  societies;  now 
therefore  be  it 

Resolved,  that  methods  of  relief  for  component 
societies  from  the  expense  of  the  outgoing  president's 
reception  be  studied;  and  be  it  further 

Resolved,  that  options  to  be  considered  include: 


financial  support  by  the  Medical  Society  of  New  Jersey 
(MSNJ),  and/or  admission  charge,  or  elimination  of 
the  function  at  the  option  of  concerned  component 
-societies. 

Fiscal  note:  The  cost  would  be  $8,000  to 
$10,000  if  assumed  by  MSNJ.  The  reception  in  ques- 
tion is  at  the  discretion  of  the  component  medical 
society  and  is  not,  and  never  has  been,  a part  of  the 
MSNJ  program. 

Substitute  Resolution 

Resolved,  that  relief  for  component  societies 
from  the  expense  of  the  outgoing  president’s  reception 
be  accomplished  by  combining  the  event  with  another 
MSNJ  function. 


The  Reference  Committee  recommended  Substitute  Resolution  #10  be  adopted. 

House  Action:  Substitute  Resolution  #10  was  adopted. 


Tr  4 


RESOLUTION  # 1 1 / R E S 0 L U T I 0 N #18 


RESOLUTION  #11 

Introduced  by:  Bergen  County  Medical  Society 

Mercer  County  Medical  Society 
Morris  County  Medical  Society 

Subject:  Physician  Healthcare  Plan  of  New  Jersey,  Inc. 

Referred  to:  Reference  Committee  "B" 


Whereas,  the  House  of  Delegates  of  the 
Medical  Society  of  New  Jersey  (MSNJ),  at  the  1993 
Annual  Meeting,  resolved  “that  MSNJ  support  a 
physicians’  health  maintenance  organization/indepen- 
dent practice  association  (HMO/IPA)  concept,  but 
assume  no  responsibility  for  its  feasibility  study,  fund- 
ing, or  management”;  and 

Whereas,  a group  of  New  Jersey  physicians, 
accepting  the  support  stated  by  that  resolution,  de- 
veloped a physician  organization,  raised  sufficient 
funds  from  physicians  throughout  New  Jersey, 
performed  a feasibility  study,  and  have  managed 
further  development  of  a physicians’  HMO/IPA  in 
New  Jersey;  and 

Whereas,  this  organization,  called  Physician 
Healthcare  Plan  of  New  Jersey,  Inc.  (PHP),  has  writ- 
ten a prospectus  for  the  sale  of  stock  in  PHP,  has 
passed  this  offering  through  the  Bureau  of  Securities 
of  the  state  of  New  Jersey,  and  has  delivered  copies 
to  every  New  Jersey  physician;  and 

Whereas,  PHP  is  the  only  statewide  100  per- 


cent physician-owned  and  directed  HMO/IPA  willing 
to  contract  with  every  New  Jersey  physician  and 
hospital;  now  therefore  be  it 

Resolved,  that  MSNJ  fully  endorse  the  develop- 
ment of  the  PHP,  stand  ready  to  cooperate  with  the 
plan,  and  urge  its  membership  to  participate  in  PHP. 

Fiscal  note:  Urging  the  membership  to 

participate  in  PHP  is  budget  neutral.  In  order, 
however,  to  insulate  MSNJ  from  potential  claims  re- 
garding the  adequacy,  accuracy,  and  legality  of  the 
offering  and  prospectus,  about  $30,000  to  $50,000 
would  have  to  be  expended  to  outside  consultants. 
Substitute  Resolution 

Resolved,  that  MSNJ  fully  support  and  endorse 
the  development  of  PHP,  and  urge  its  membership 
to  participate,  by  written  endorsement  within  one 
week  after  approval;  and  be  it  further 

Resolved,  that  PHP,  be  fully  responsible  for  the 
contents  of  the  prospectus,  and  that  MSNJ  be  held 
harmless  in  writing  by  the  PHP. 


The  Reference  Committee  combined  consideration  of  Resolution  #11  and  Resolution  #18  because  of  their 
similarity. 

The  Reference  Committee  recommended  that  the  Substitute  Resolution  be  adopted. 

House  Action:  The  Substitute  Resolution  was  adopted. 

Note:  The  House  of  Delegates  also  considered  the  following  additional  amendment  proposed  by  Joseph 
N.  Micale,  MD: 

Resolved,  that  immediately  after  the  mailing  of  the  written  endorsement  by  MSNJ,  membership  in  PHP 
be  limited  to  members  of  MSNJ  and  the  New  Jersey  Association  of  Osteopathic  Physicians  and  Surgeons  as  consistent 
with  the  best  interest  of  the  patient. 

The  House  of  Delegates  referred  this  additional  amendment  to  the  executive  boards  of  PHP  and  MSNJ. 


Tr  42 


RESOLUTION  #18 


Introduced  by: 
Subject: 
Referred  to: 


Ocean  County  Medical  Society 

MSNJ  Endorsement  of  the  Physician  Healthcare  Plan  of  New  Jersey,  Inc. 
Reference  Committee  "B" 


Whereas,  managed  care  and  managed  competi- 
tion are  the  buzz  words  of  the  new  administration; 
and 

Whereas,  nonphysicians  are  determining  the 
availability  and  allocation  of  medical  services  within 
the  managed  care  system;  and 

Whereas,  physicians  are  losing  control  of  health 
care  decisions  in  the  managed  care  environment;  and 
Whereas,  physician  managed  care  programs 
have  proved  successful  in  other  states,  e.g.  Connecti- 
cut; and 

Whereas,  it  is  vital  to  cost-effective,  quality, 
affordable  medical  care  that  physician  input  remains 
paramount  in  the  managed  care  environment;  and 
Whereas,  it  is  essential  to  physicians’  survival 
in  this  era  of  health  care  reform  that  they  have  a 
managed  care  vehicle;  and 

Whereas,  a feasibility  study  has  substantiated 
the  prospects  of  a successful  physician-owned  health 
maintenance  organization  (HMO);  and 


Whereas,  the  Physician  Healthcare  Plan  of 
New  Jersey,  Inc.  (PHP)  is  in  the  process  of  making 
this  goal  a reality;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  commit  the  full  weight  of  its  resources  to 
endorse,  publicize,  support,  and  participate  in  PHP. 

Fiscal  note:  This  resolution  goes  beyond  Re- 
solution #11,  but  does  not  specify  the  scope  of  activity. 
We  estimate  that  it  would  cost  at  least  $30,000  ad- 
ditional to  the  amount  projected  in  Resolution  #11. 
Substitute  Resolution 

Resolved,  that  MSNJ  fully  support  and  endorse 
the  development  of  the  Physician  Healthcare  Plan  of 
New  Jersey,  Inc.  (PHP),  and  urge  its  membership  to 
participate,  by  written  endorsement  within  one  week 
after  approval;  and  be  it  further 

Resolved,  that  the  Physician  Healthcare  Plan  of 
New  Jersey,  Inc.  (PHP)  be  fully  responsible  for  the 
contents  of  the  prospectus,  and  that  MSNJ  be  held 
harmless  in  writing  by  PHP. 


The  Reference  Committee  combined  consideration  of  Resolution  #11  and  Resolution  #18  because  of  their 
similarity. 

The  Reference  Committee  recommended  that  the  Substitute  Resolution  be  adopted. 

House  Action:  The  Substitute  Resolution  was  adopted. 

Note:  The  House  of  Delegates  also  considered  the  following  additional  amendment  proposed  by  Joseph 
N.  Micale,  MD: 

Resolved,  that  immediately  after  the  mailing  of  the  written  endorsement  by  MSNJ,  membership  in  PHP 
be  limited  to  members  of  MSNJ  and  the  New  Jersey  Association  of  Osteopathic  Physicians  and  Surgeons  as  consistent 
with  the  best  interest  of  the  patient. 

The  House  of  Delegates  referred  this  additional  amendment  to  the  executive  boards  of  PHP  and  MSNJ. 
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Resolution  #13 


Introduced  by: 
Subject: 
Referred  to: 


Bergen  County  Medical  Society 
Modification  of  Annual  Meeting  Format 
Reference  Committee  "B" 


Whereas,  the  changing  climate  in  medicine  has 
presented  new  challenges  and  new  directions  for  prac- 
ticing physicians;  and 

Whereas,  one  of  the  primary  responsibilities  of 
the  yearly  meeting  of  the  Medical  Society  of  New 
Jersey  (MSNJ)  is  to  give  direction  to  members;  and 
Whereas,  this  is  difficult  to  do  when  so  many 
varied  topics  and  resolutions  are  presented;  now 
therefore  be  it 

Resolved,  that  the  Board  of  Trustees  choose  two- 
major  topics  of  concern  that  current  year  and  solicit 
resolutions  addressing  said  topics;  and  be  it  further- 
Resdved,  that  one  reference  committee  be  main 
tained  for  resolutions,  limited  m number  with  less 
global  topics;  and  be  it  further 

Resolved,  that  the  Boafd-oi-Trustees  review  the 
resolutions  for  repetition,  i.e.  if  it  already  has  been 
addressed  in  past  years  by  MSNJ  perhaps  the  author 
would  consider  withdrawing  said  resolution;  and  be  it 
further 


these  topics  in  reference  committee  and  by  the  entire 
House  of  Delegates,  indepth  lectures  and  information- 


field  via  lectures  and  breakout  sessions. 


Explanatory  note:  The  resolution  procedures 
would  provide  the  House  of  Delegates  with  the 
necessary  background  and  data  to  have  meaningful 
debate  and  discussion  on  critical  issues. 

Fiscal  note:  Budget  neutral. 

Substitute  Resolution 

Resolved,  that  the  format  of  the  Annual  Meeting 
be  modified  with  the  intent  to  create  a more  focused 
and  priority-oriented  presentation  and  discussion; 

Resolved,  that  the  American  Medical  Association 
(AMA)  delegation  be  instructed  to  inform  the  AMA 
leadership  at  the  1994  AMA  Annual  Meeting  of  the 
urgent  need  to  have  the  items  in  Project  Focus  acted 
on  promptly. 

Note.  Project  Focus  states:  “The  purpose  of  this 
project  is  to  focus  time,  energy,  and  resources  for  the 
survival  of  the  profession.  We  must  have  relief  from 
anti-trust.  We  must  have  the  right  to  join  any  health 
care  plan  for  which  we  are  educationally  qualified.  We 
must  have  free  choice  of  physicians  by  patients.  We 
must  have  a fairly  negotiated  payment  schedule  and 
reimbursement  for  uncompensated  care.” 


The  Reference  Committee  recommended  that  Substitute  Resolution  #13  be  adopted. 

House  Action:  Substitute  Resolution  #13  was  adopted  as  amended  by  the  House  of  Delegates. 
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Resolution  #16 


Introduced  by:  Middlesex  County  Medical  Society 

Subject:  Rotation  of  MSNJ's  Annual  Meeting 

Referred  to:  Reference  Committee  "B" 

Whereas,  the  Medical  Society  of  New  Jersey 
(MSNJ)  represents  physicians  throughout  the  state; 
and 

Whereas,  annual  meetings  have  been  held  in 
Atlantic  City  for  many  years;  and 

Whereas,  suitable  meeting  locations  now  exist 
throughout  the  state;  and 

Whereas,  MSNJ  has  adopted  resolutions  in  the 


past  that  require  moving  the  location  of  the  annual 
meeting  to  northern,  central,  and  southern  New  Jersey 
locations,  but  this  has  not  yet  occurred;  now  therefore 
be  it 

Resolved,  that  the  Board  of  Trustees  of  MSNJ 
be  directed  to  have  rotating  locations  around  the  three 
state  regions  for  its  annual  meetings. 

Fiscal  note:  Budget  neutral. 


The  Reference  Committee  recommended  that  Resolution  #16  be  rejected. 

House  Action:  Resolution  #16  was  rejected. 

RESOLUTION  #20 


Ocean  County  Medical  Society 

County  Medical  Society  Executives  Representation  at  MSNJ  Seminars  and  Programs 
Reference  Committee  "B" 


Introduced  by: 

Subject: 

Referred  to: 

Whereas,  it  is  in  the  best  interest  of  members 
of  the  Medical  Society  of  New  Jersey  (MSNJ)  to  keep 
abreast  of  the  rules,  regulations,  and  all  other  perti- 
nent information  affecting  their  medical  practice;  and 
Whereas,  most  physicians  are  overwhelmed 
with  the  day-to-day  responsibilities  of  the  profession 
and  seldom  are  afforded  the  opportunity  to  attend 
informational  seminars  and  programs;  and 

Whereas,  the  21  county  medical  societies 
employ  executive  directors  who  are  the  designated 
representatives  of  their  respective  physician  members; 
and 

Whereas,  physicians  rely  heavily  on  their  in- 
dividual societies  as  a resource  for  accessing  informa- 
tion and  as  it  is  vital  that  the  component  medical 
societies  have  at  their  disposal  information  MSNJ 
offers  to  the  membership;  and 

Whereas,  it  is  logical  that  cooperation  between 
the  county  medical  societies  and  MSNJ  would  be 


conducive  to  better  participation  by  the  membership 
and  would  further  enhance  the  interaction  of  the 
county  and  state  societies;  now  therefore  be  it 

Resolved,  that  MSNJ  offer  to  the  executives- 
directors  of  all  21  -component  societies  an  open  invita- 
tion to  attend  gratis  any  and  all  seminars  and  pro- 
grams offered  by  MSNJ. 

Fiscal  note:  A $20,000  to  $45,000  addition  to 
the  budget. 

Substitute  Resolution 

Resolved,  that  MSNJ  extend  to  the  executive 
directors  of  all  21  component  societies  an  open  invita- 
tion to  attend  gratis  any  seminars/programs  offered  by 
MSNJ  at  the  discretion  of  the  county;  and  be  it  further 
Resolved,  that  the  president  of  MSNJ  be 
authorized  to  exercise  discretion  in  consultation  with 
the  component  societies  in  exempting  specific  focused 
educational/training  programs  from  the  above  policy. 


The  Reference  Committee  recommended  that  Substitute  Resolution  #20  be  adopted. 

House  Action:  Substitute  Resolution  #20  was  adopted  as  amended  by  the  House  of  Delegates  (amendments 
in  italics). 
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Resolution  #26 


Introduced  by:  Burlington  County  Medical  Society 

Subject:  Use  of  Drug  Formularies  by  Health 

Referred  to:  Reference  Committee  "B" 

Whereas,  the  number  of  drug  formularies  used 
in  New  Jersey  grows  yearly;  and 

Whereas,  many  health  insurers  are  developing 
drug  formularies  for  the  sole  purpose  of  lowering 
costs,  regardless  of  quality;  and 

Whereas,  physicians  usually  are  not  consulted 
as  to  the  choice  of  drugs;  and 

Whereas,  the  differences  among  and  frequent 
changes  of  these  formularies  confuse  patients, 
pharmacists,  and  physicians;  and 

Whereas,  patients,  providers,  and  pharmacists 
waste  time  and  money  learning  and  complying  with 
different  formularies;  and 

Whereas,  the  state  of  New  Jersey  and  its  resi- 
dents should  not  waste  any  money  for  health  care;  now 
therefore  be  it 


Insurance  Companies  in  New  Jersey 


Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  request  a state  law  requiring  that  patients’ 
choice  of  medications  not  be  limited  by  formularies; 


Resolved,  that  the  law  require  that  physicians  be 
consulted  in  choosing  safe  and  effective  drugs  for  any 
formulary;  and  be  it  further 


Resolved,  that  revision  to  any  New  Jersey  state 
formulary  be  limited  to  an  annual  review  of  a drug’s 
effectiveness,  not  only  its  cost. 

Fiscal  note:  Budget  neutral. 


The  Reference  Committee  recommended  that  Resolution  #26  be  rejected. 

House  Action:  Resolution  #26  was  adopted  as  amended  by  the  House  of  Delegates  (amendments  in  italics). 
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Council  on  Medical  Services 


Richard  H.  Sharrett,  MD,  Chairman 

Reference  Committee  “C” 


Dating  of  progress  notes  in  patient  charts.  A New  Jersey 
physician  was  accused  of  negligence  in  the  dates 
recorded  on  a patient’s  chart.  The  case  subsequently 
was  reported  to  the  State  Board  of  Medical  Examiners 
(SBME).  Although  the  physician  in  this  case  was 
found  innocent  of  negligence,  inconsistencies  in  the 
chart  were  uncovered  by  the  reviewer  and  held  to  be 
fraudulent. 


The  Council  recommended  and  the  Board  of 
Trustees  approved  that  the  Board  communicate  to 
SBME  the  existing  standard  in  medical  practice 
documentation;  i.e.  the  date  charted  reflects  the  date 
of  service  rather  than  the  date  of  signature.  Also,  that 
the  Board  of  Trustees  communicate  to  SBME  that  an 
individual  making  an  obvious  error  in  dating  should 
not  be  reprimanded  or  otherwise  disciplined. 


Testimony  before  the  Reference  Committee  indicated  dissatisfaction  with  the  content  of  the  Annual  Report 
of  the  Council  on  Medical  Services.  It  was  suggested  that  future  reports  contain  more  detailed  information,  and 
amplify  on  the  many  more  issues  discussed  by  the  Council. 

The  Reference  Committee  recommended  that  the  report  be  filed. 

House  Action:  The  report  was  filed. 


Tr 


Resolution  #3 


Introduced  by:  Union  County  Medical  Society 

Subject:  Managed  Care 

Referred  to:  Reference  Committee  "C" 

Whereas,  more  and  more  patients  are  covered 
by  managed  care  programs;  and 

Whereas,  more  and  more  of  a physician’s 
livelihood  depends  on  managed  care  patients;  now 
therefore  be  it 

Resolved, -that  the  Medical  SiHHetyirt!  'New  -ier^-v 
(MSW)-peMitm-^he4^egtslfiture  io-eftaet-a4aw-i!eqtttf- 
jftg-a-maftaged  care  h#aftb-^fan  to  afford-a-physician 
■dtte-pfoeess  before  removing  him  from  its  -Kst^-and- 
Fe-rt-ferthen 

Resd¥ed7-tte^MSN^etrtioft--the-4^egistetefe-t» 
enaeC-a—law— to-fefbtd— a managed  care  plan— from- 


disei4«wftateg-i*-^»Follitt|^^ 

faeiv-  sex;  -age.-  roihnon.  -01^  scxual-prefeBme^.- 

Fiscal  note:  Budget  neutral. 

Substitute  Resolution 

Resolved,  that  MSNJ  petition  the  Legislature  to 
enact  a law  similar  to  the  AMA’s  proposed  Managed 
Care  Fairness  Act.  This  would  require  a managed 
health  care  plan  to  afford  a physician  due  process  (as 
defined  by  the  AMA)  with  regard  to  initial  appli- 
cation, contract  renewal,  and  termination  without 
cause. 


The  Reference  Committee  recommended  Substitute  Resolution  #3  be  adopted. 

Also,  the  Reference  Committee  considered  a resolved  on  the  issue  of  nondiscrimination.  Counsel  advised 
that  this  already  is  existing  state  and  federal  law  and,  therefore,  unnecessary. 

House  Action:  Substitute  Resolution  #3  was  adopted. 

RESOLUTION  #5 


Introduced  by:  Essex  County  Medical  Society 

Subject:  Coverage  for  All  Who  Need  It 

Referred  to:  Reference  Committee  "C" 

Whereas,  most  of  the  plans  proposed  for  health 
system  reform  include  some  form  of  coverage  for  all 
Americans,  without  specifically  identifying  this  group; 
and 

Whereas,  at  any  time  many  non-U. S.  citizens 
are  living  in  or  passing  through  the  United  States,  the 
number  being  estimated  at  400,000  in  New  York  City 
by  the  New  York  Health  and  Hospitals  Corporation; 
and 

Whereas,  when  non-citizens  become  ill  or  are 
found  to  have  urgent  or  emergent  medical  problems, 
they  should  and  do  receive  treatment  for  these  con- 
ditions; now  therefore  be  it 


Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  adopt  the  policy  that  any  federal  health 
system  reform  plan  should  include  consideration  reim- 
bursement strictly  for  the  urgent  and  emergent  treat- 
ment of  illness  and  injuries  of  indigent  non-U. S. 
citizens  while  they  are  in  the  United  States  or  its 
territories;  and  be  it  further 

Resolved,  that  MSNJ  submit  a resolution  to  this 
effect  at  the  1994  Annual  Meeting  of  the  American 
Medical  Association  (AMA). 

Fiscal  note:  Budget  neutral. 


The  Reference  Committee  recommended  that  in  the  first  resolved,  the  word  “consideration”  be  deleted 
and  the  words  “reimbursement  strictly”  be  substituted,  and  the  word  “indigent”  be  inserted  between  the  words 
“of’  and  “non-U. S.” 

The  Reference  Committee  recommended  that  Resolution  #5  be  adopted  as  amended. 

House  Action:  Resolution  #5  was  adopted  as  amended  by  the  Reference  Committee. 
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Resolution  #6 


Introduced  by: 
Subject: 
Referred  to: 


Venkat  S.  Gandhi,  MD,  Delegate,  Essex  County 
Board  Eligibility 
Reference  Committee  "C" 


Whereas,  many  physicians  have  been  excluded 
from  participation  in  managed  care  plans  because  they 
are  not  board  certified;  and 

Whereas,  some  boards  are  establishing  time 
limits  on  remaining  board  eligible;  and 

Whereas,  primary  care  physicians  are  vital  to 
the  managed  care  movement,  but  many  experienced 
internal  medicine  physicians  will  have  lifetime  eligibili- 
ty stripped  away  by  the  American  Board  of  Internal 
Medicine;  and 

Whereas,  these  professionals  did  not  persevere 
through  the  training  to  become  physicians  to  sit  on 
the  sidelines;  and 

Whereas,  we  can  accept  there  will  be  change, 
but  all  willing  physicians  should  have  an  opportunity 
to  be  part  of  any  health  care  delivery  system  that 
evolves;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(-MSNJ)  petition  the  American--  Board  of  Internal 
Medicine — and — rite — American — Board — of — Medical 
Specialties  against  stripping  lifetime  board  eligibility 
■from  physicians;  and  be  it  furthe-r- 

Rcsolvcd,  that  the  New  Jersey  delegation  requesfr 
the  American  Medical  Association — ( AMA) — to  do 
■similarly  at  the  national  level;  and  be  it  further- 


Resolved,  that  MSNJ  work  within  the  state  by 
legislative  and/or  - legal  means  to  assure  that  health 
maintenance — organizations — (HMOs) — do — net — Inert 
physician  access  to  an  insured  population  relying  sole- 
4y-  upon  the  lack  of  board  certification,  but  by  com 
-prehensive  quality  evaluation  of  all  credentials. 

Fiscal  note:  Assuming  litigation  is  feasible  — 
$30,000  to  $40,000. 

Substitute  Resolution 

Resolved,  that  MSNJ  instruct  its  AMA  delega- 
tion to  petition  all  specialty  boards  against  stripping 
lifetime  board  eligibility  from  physicians  but  to  allow 
board  eligibility  to  remain  fluid  and  constant  in  order 
to  allow  board  examinations  at  any  time  during  the  years 
of  practice;  and  be  it  further 

Resolved,  that  MSNJ  work  within  the  state  by 
legislative  or  legal  means  or  both  to  assure  that  HMOs 
do  not  limit  physician  access  to  an  insured  population 
by  relying  solely  upon  the  lack  of  board  certification, 
but  by  comprehensive  quality  evaluation  of  all  creden- 
tials; and  be  it  further 

Resolved,  that  MSNJ  ask  the  AMA  to  petition  the 
specialty  boards  to  consider  offering  an  alternate  route 
for  certification  or  recertification  to  those  in  practice 
more  than  ten  years. 


The  Reference  Committee  recommended  that  Substitute  Resolution  #6  be  adopted. 

House  Action:  Substitute  Resolution  #6  was  adopted  as  amended  by  the  House  of  Delegates  (amendments 
in  italics). 
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RESOLUTION  #7 


Introduced  by:  F.  Peter  Rescigno,  MD,  Delegate,  Essex  County 

Subject:  Third-Party  Interference  in  Medical  Practice 

Referred  to:  Reference  Committee  "C" 


Whereas,  insurance  companies  and  health 
maintenace  organizations  (HMOs)  are  brazenly  in- 
tervening between  the  physician  and  the  care  of  pa- 
tients by  harassing  the  physician  and  intimidating  pa- 
tients with  the  threat  of  premature  discharge  from  the 
hospital  and  possible  denial  of  payment  for  days  of 
care;  and 

Whereas,  these  agents  of  insurance  companies 
and  HMOs  are  so  far  removed  from  all  the  medical 
factors  associated  with  the  patient,  both  from  their 
immense  lack  of  medical  training  and  their  immense 
ignorance  of  the  patients’  needs,  that  their  interven- 
tions become  a travesty  of  patient  care;  and 

Whereas,  the  sole  purpose  of  this  harassing 
interference  by  insurance  companies  and  HMOs  is  to 
reduce  their  costs,  thereby  enhancing  their  profits  and 
callously  commercializing  what  has  hitherto  been  a 
profession  built  on  compassion;  now  therefore  be  it 
ResdvedHtot-t  ty  of  New-Jefsey- 

fMSNJ)  request  th^-st-ate-feegtytature  to  enact -tt-Ltw- 
pfelttbrtiftg-4nsur-aR-ee— compa-mes  and  H-MQs— frefr-i- 


pressuring  physicians  -by-tefepbeae-€aH%  the  publica- 


other  means  into  altering- 
-t-he-  ear c-oi1  a pat  lent  against  the-best  medical  judgment- 
of  the  physician  and-prefebrttng— the— placement  of 


^esdved7-4lm^4he°60ffiffl4s»iefier:-e-h-i-n^ttr-aftee-be- 


arther4zed-by-4aw^-to-4m-pese-saRetietts-jer  violations. 

Fiscal  note:  Budget  neutral. 

Substitute  Resolution 

Resolved,  that  MSNJ  request  the  state 
Legislature  to  enact  a law  prohibiting  insurance  com- 
panies and  HMOs  from  pressuring  physicians  into 
altering  the  care  of  a patient,  or  patients,  by  threaten- 
ing denial  of  payment  for  hospital  and  physicians’ 
services;  and  be  it  further 

Resolved,  that  the  commissioner  of  insurance  be 
authorized  by  law  to  impose  sanctions  for  violations 
of  the  above-stated  law. 


The  Reference  Committee  recommended  that  Substitute  Resolution  #7  be  adopted. 
House  Action:  Substitute  Resolution  #7  was  adopted. 
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Resolution  #8 


Introduced  by:  Hunterdon  County  Medical  Society 

Subject:  Quality  of  Care 

Referred  to:  Reference  Committee  "C" 

Whereas,  assessment  of  quality  of  care  current- 
ly is  a front-and-center  issue;  and 

Whereas,  the  Medical  Society  of  New  Jersey 
(MSNJ)  is  entering  into  discussions  with  the  New 
Jersey  Health  Care  Payers’  Coalition  on  establishment 
of  peer  review  mechanisms  to  evaluate  quality  of  care; 
now  therefore  be  it 


Resolved,  that  MSNJ  ask  all  specialty  societies 
to  submit  criteria  for  quality  of  care  assessment  for 
use  by  the  Committee  on  Quality. 

Fiscal  note:  Budget  neutral. 

Substitute  Resolution 

Resolved, — that — MSNJ — request — ah — specialty 
societies,  in  consultation  with  MSNJ,  to  establish 
criteria  for  quality  of  care. 


The  Reference  Committee  recommended  that  Substitute  Resolution  #8  be  adopted. 

House  Action:  Resolution  #8  (the  original  resolution)  was  adopted. 

RESOLUTION  #14 


Michael  H.  Bernstein,  MD,  Delegate,  Passaic  County 
Contracting  Physicians  Defined  As  Employees 
Reference  Committee  "C" 


Introduced  by: 

Subject: 

Referred  to: 

Whereas,  there  is  a progressive  and  accelerat- 
ing tendency  for  insurance  organizations,  health 
maintenance  organizations  (HMOs),  and  other  or- 
ganizations to  dictate  the  terms  of  patient  care;  and 
Whereas,  the  individual  physician  is  losing  the 
ability  to  exercise  his  medical  judgment  on  behalf  of 
his  patients;  and 

Whereas,  individual  negotiations  between 
physician  and  HMOs,  for  patient  care  or  contract 
terms,  put  physicians  at  a significant  disadvantage;  and 
Whereas,  current  federal  antitrust  legislation 
does  not  permit  physicians  to  join  together  to  collec- 
tively bargain  with  the  insurance  organizations  or 
HMOs;  and 

Whereas,  employees  of  such  organizations  are 
permitted  to  unite  and  collectively  bargain  with  the 
organizations;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jerse-y- 
seek  legislation  to  amend  the  federal  antitrust  laws; 
and  be  it-  further 


Resolved,  that-  this  amendment  state  that  all 
physicians  contracting  with  a third-party  payor  be  con- 
sidered as  employees  of  the  third-party  payor  for  the 
purposes  of  being  permitted  to  organize  and  bargain 
collectively;  -and  be-  it  further1 

Resolved,  that  this  resolution  be  submitted  to  the 
American -Medical  Association  (AMA)  House  of  De 

Fiscal  note:  Budget  neutral. 

Substitute  Resolution 

Resolved,  that  MSNJ  work  with  the  New  Jersey 
congressional  delegation  to  change  the  federal  anti- 
trust laws,  so  that  physicians  are  permitted  to  organize 
and  collectively  bargain  with  specific  attention  to  the 
problems  of  physicians  contracting  with  large  insurance 
companies;  and  be  it  further 

Resolved,  that  this  resolution  be  submitted  to  the 
AMA  delegation. 


The  Reference  Committee  recommended  that  Substitute  Resolution  #14  be  adopted. 

House  Action:  Substitute  Resolution  #14  was  adopted  as  amended  by  the  House  of  Delegates  (amendments 
in  italics). 
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RESOLUTION  #15 


Introduced  by:  Middlesex  County  Medical  Society 

Subject:  Third-Party  Payors  To  Have  Qualified  Personnel  To  Speak  with  Physicians 

Referred  to:  Reference  Committee  "C" 


Whereas,  third-party  payors,  either  directly  or 
through  agencies,  are  increasingly  attempting  to 
micro  manage  medical  care;  and 

Whereas,  such  micro-management  often  re- 
quires repetitive,  frequently  time-consuming  requisi- 
tions for  information  by  the  payor  from  the  physician 
and/or  the  staff;  and 

Whereas,  the  information  sought/provided 
often  is  of  a highly  technical  nature,  the  implications 
of  which  cannot  be  comprehended  by  the  clerical 
personnel  who  commonly  initiate  these  inquiries;  now 
therefore  be  it 


Resolved,  that  the  Medical  Society  of  New  Jerse 
(MSNJ)  seek  a legislative  standard  that  require 
payors  (or  their  agents)  requesting  information  fron 
physicians,  to  utilize  interface  personnel  whose  train 
ing,  education,  and  experience  is  sufficient  to  allov 
them  to  comprehend,  interpret,  and  evaluate  the  in 
formation  provided;  and  be  it  further 

Resolved,  that  if  such  personnel  are  not  utilized 
the  law  stipulate  that  the  physician/provider  shall  no 
be  required  to  respond  to  the  inquiry. 

Fiscal  note:  Budget  neutral. 


The  Reference  Committee  recommended  that  Resolution  #15  be  adopted. 
House  Action:  Resolution  #15  was  adopted. 
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Resolution  #21 


Introduced  by:  Ocean  County  Medical  Society 

Subject:  Milliman  and  Robertson  Guidelines 

Referred  to:  Reference  Committee  "C" 

Whereas,  the  Milliman  and  Robertson  criteria 
for  length  of  stay  has  been  unilaterally  adopted  by 
New  Jersey  Blue  Cross/Blue  Shield;  and 

Whereas,  unilateral  signifies  without  the  input 
of  organized  medicine  or  recognized  medical  experts; 
and 

Whereas,  said  criteria  are  restrictive  and  do  not 
follow  reasonable  contemporary  standards  of  practice; 
and 

Whereas,  New  Jersey  Blue  Cross/Blue  Shield 
has  in  the  past  enjoyed  a good  working  relationship 
with  the  physicians  of  New  Jersey;  now  therefore  be 
it 

(MSNJ)  use  all  of  its  influence  and  resources  to  defer 
the  further  utilization  of  the  Milliman  and  Robertson 
cr-kerta;  and  be  it  fur-t-he-r 

Resolved,  that  MSNJ  request  that  New  Jersey 
Blue  Cross/Blue  Shield  include  organized  medicine  in 
its  decision-making  process  regarding  medical  c-afe- 
and  length  of  stay  protocols. 

Fiscal  note:  Budget  neutral. 


Substitute  Resolution 

Resolved,  that  MSNJ  use  all  of  its  influence  an4 
resources  to  deter  stop  the  further  utilization  of  the 
Milliman  and  Robertson  Guidelines  criteria;  and  be 
it  further 

Resolved,  that  MSNJ  demand  that  any  third- 
party  payor  include  organized  medicine,  specifically 
MSNJ  and  New  Jersey  specialty  societies,  in  the  de- 
velopment of  criteria  regarding  medical  care  and 
length  of  stay  protocols;  and  be  it  further 

Resolved,  that  MSNJ  offer  its  support  amicus  in 
any  court  action  deemed  appropriate  by  the  Board  of 
Trustees  of  MSNJ  stemming  solely  from  adherence  to 
Milliman  and  Robertson  Guidelines;  stemming  from- 
interpretation  of  Milliman  and  Robertson  criteria;  and 
be  it  further 

Resolved,  that  MSNJ  alert  the  director  of  enforce- 
ment and  consumer  protection  of  the  state  Department 
of  Insurance  regarding  the  potential  adverse  effect  of 
these  guidelines  on  patient  safety;  and  be  it  further 

Resolved,  that  this  resolution  be  submitted  to  the 
American  Medical  Association  delegation. 


The  Reference  Committee  recommended  that  Substitute  Resolution  #21  be  adopted. 

House  Action:  Substitute  Resolution  #21  was  adopted  as  amended  by  the  House  of  Delegates  (amendments 
in  italics). 


Tr  53 


Resolution  #34E 


Introduced  by: 
Subject: 
Referred  to: 


Middlesex  County  Medical  Society 
Retention  of  Newborn  in  Hospital  with  Mother 
Reference  Committee  "A" 


Whereas,  there  is  a growing  trend  among  in- 
surance companies  and  other  managed  care  plans  to 
mandate  the  discharge  of  a healthy  newborn  at  24 
hours  post  delivery,  even  if  the  mother  has  to  remain 
in  the  hospital  for  medical  reasons;  now  therefore  be 
it 


join  with  pediatricians  and  other  concerned  physicians 
in  the  state  to  condemn  the  discharge  of  a healthy- 


care  of  the  newborn;  and  be  it-  furthe^ 


law  that  provides  that  during  the  first  72  hours  follow- 


with  the  hospitalized  mother  with  full  insurance  cov- 


erage. Beyond  this  point,  each  situation  should  be 
reviewed  on  a case-by-case  basis. 

Fiscal  note:  This  activity  is  compatible  with 
existing  budget  allowances. 

Substitute  Resolution 

Resolved,  that  MSNJ  join  with  pediatricians  and 
other  concerned  physicians  in  the  state  to  condemn 
the  discharge  of  a healthy  newborn  at  24  hours  post- 
delivery, especially  if  the  mother  has  to  remain  in  the 
hospital  for  medical  reasons,  since  this  practice 
hinders  mother-child  bonding  and  care  of  the 
newborn;  and  be  it  further 

Resolved,  that  MSNJ  request  the  state  of  New 
Jersey  to  enact  legislation  or  regulation  that  mandates 
full  insurance  coverage  during  the  first  72  hours  of 
life  so  that  the  newborn  infant  can  be  allowed  to  stay 
with  the  hospitalized  mother. 


The  Reference  Committee  recommended  Substitute  Resolution  #34E  be  adopted. 

House  Action:  Substitute  Resolution  #34E  was  adopted. 
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Council  on  Public  Relations 


Charles  M.  Moss,  MD,  Chairman 

Reference  Committee  “D” 


Since  the  1993  Annual  Meeting,  the  Council  on 
Public  Relations  has  further  helped  the  Medical 
Society  of  New  Jersey  (MSNJ)  distinguish  itself  as  a 
leader  in  health  care  policy.  Through  a comprehensive 
media  relations  campaign  that  includes  newspapers, 
television,  and  radio,  MSNJ  has  been  able  to  convey 
its  position  on  such  critical  issues  as  health  reform  and 
AIDS  policies.  Because  the  media  is  viewed  as  a highly 
credible  information  source,  the  public,  the 
Legislature,  and  other  key  decision  makers  have  come 
to  see  that  MSNJ’s  opinions— based  on  day-to-day 
experiences  of  its  physicians— represent  the  best  in- 
terests of  patients.  This  comes  at  a time  when  the 
health  care  delivery  system  is  undergoing  the  most 
significant  change  in  decades,  when  influencing  public 
opinion  could  prove  to  be  critical  in  protecting  physi- 
cians’ rights  as  reforms  are  implemented. 

This  12-month  period  marked  the  second  year 
that  the  Council  utilized  the  services  of  MWW/ 
Strategic  Communications,  Inc.  (MWW/SC)  as  public 
relations  counsel.  It  was  September  1992  that 
MWW/SC  was  retained  when  MSNJ  determined  to  re- 
focus the  communications  program  away  from  paid 
advertising  and  toward  the  use  of  media  relations  — 
editorial  coverage  of  MSNJ’s  positions  and  initiatives 
in  the  print  and  electronic  media.  MSNJ’s  officers  and 
executive  staff  have  concurred  that  the  shift  to  public 
relations  has  produced  far  more  effective  results  than 
advertising  at  a much  lower  cost. 

The  Council’s  campaign  has  featured  hundreds 
of  newspaper  articles  and  television  and  radio  appear- 
ances by  MSNJ  spokespeople  on  issues  such  as  the 
Clinton  reform  package,  managed  care,  MSNJ’s 
health  plan  for  New  Jersey,  MSNJ’s  “Freedom  of 
Choice  in  Health  Care”  forums,  Blue  Cross’  managed 
care  network,  domestic  violence,  and  the  needle  ex- 
change program  to  combat  the  spread  of  AIDS.  Cov- 
erage for  these  issues  was  secured  in  regional  and 
national  media  outlets,  including  publications  such  as 
The  Star-Ledger,  The  Times,  the  Asbury  Park  Press,  The 
Bergen  Record,  The  New  York  Times,  and  New  Jersey 
Business;  television  stations  CNBC-TV,  WWOR-TV, 
and  New  Jersey  Network;  and  radio  stations  WINS, 
WOR,  and  101.5. 


With  much  of  this  coverage,  MSNJ’s  position 
was  an  integral  part  of  the  stories,  while  for  others 
MSNJ’s  opinion  was  the  focal  point— a clear  indica- 
tion of  the  credibility  it  has  achieved  among  the  media. 

As  an  example,  one  hour  after  a group  of 
hospitals  excluded  from  Blue  Cross’  network  held  a 
press  conference  to  announce  a lawsuit  against  the 
insurer.  New  Jersey  Network  sent  a news  reporter  to 
MSNJ  to  interview  a physician  to  react  to  this  issue. 
With  other  topics,  MSNJ’s  proactive  stances  resulted 
in  extensive  coverage  of  its  position  in  the  context  of 
broader  issues.  In  September,  one  day  before  Presi- 
dent Clinton  unveiled  the  proposed  Health  Security 
Act  to  the  nation,  MSNJ  released  its  own  reform 
package  for  New  Jersey,  which  received  widespread 
coverage  and  helped  to  demonstrate  MSNJ’s  concern 
for  the  unique  needs  of  people  in  the  Garden  State. 
This  announcement  also  served  to  highlight  MSNJ’s 
reaction  to  President  Clinton’s  proposal. 

When  MSNJ  announced  its  support  for  the 
needle  exchange  program  to  help  stop  the  spread  of 
AIDS  a day  before  the  AIDS  summit,  much  of  the 
coverage  on  this  event  centered  around  MSNJ’s  posi- 
tion. This  led  to  editorials  by  most  of  the  state’s  major 
daily  newspapers  endorsing  needle  exchange  and 
specifically  citing  MSNJ’s  position.  As  a direct  result 
of  this  support  by  editorial  staffs,  a bill  was  introduced 
in  the  state  Legislature  calling  for  needle  exchange 
on  a trial  basis  with  a strong  evaluation  component. 

As  no  surprise,  many  of  the  issues  in  which 
MSNJ’s  positions  have  been  featured  over  the  past  12 
months  have  revolved  around  the  future  of  health  care 
and  the  imminent  shift  to  managed  care.  With  all  of 
these  issues,  MSNJ’s  message  conveyed  a consistent 
theme:  the  critical  importance  of  preserving  freedom 
of  choice— of  physicians,  hospitals,  insurance  plans, 
and  a physician’s  freedom  to  direct  care  as  medically 
appropriate. 

By  helping  to  mold  public  opinion  on  the  many 
issues,  MSNJ  enhances  its  own  stature  and  creates  a 
better  environment  for  MSNJ  to  promulgate  its 
legislative  and  regulatory  initiatives.  This  could  prove 
to  be  critical  in  implementing  reforms  more  favorable 
to  physicians’  needs. 
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The  public  relations  campaign  also  included 
sponsoring,  with  the  American  Medical  Association 
(AMA),  two  forums  on  “Freedom  of  Choice  in  Health 
Care”  where  a panel  of  experts  and  an  invited  au- 
dience representing  different  populations  statewide 
debated  various  issues  of  choice.  These  events  helped 
demonstrate  MSNJ’s  position  as  a patient  advocate 
and  its  leading  role  in  gauging  public  opinion  on  these 
crucial  topics. 

Among  the  Council’s  other  projects  this  year 
was  the  advertising  and  public  service  campaign 
highlighting  the  role  of  MSNJ  physicians  in  addressing 
domestic  violence,  followed  by  a media  relations  pro- 
gram that  produced  major  articles  on  this  issue.  These 
stories  stressed  MSNJ’s  position  that  the  nation’s  re- 
cent attention  to  street  crimes  needed  to  address 
domestic  violence,  which  is  a far  worse  problem. 

The  Council  also  helped  secure  coverage  for 
MSNJ  on  a wide  array  of  other  issues  including  a 
feature  article  in  The  Star-Ledger  profiling  Dr.  Micale 
as  the  new  president.  Additionally,  the  Council  wrote 
and  produced  the  brochure  to  support  Dr.  Formica’s 
successful  re-election  to  the  AMA  Board  of  Trustees. 

Below  is  a specific  look  at  some  of  the  areas 
where  MSNJ  received  extensive  visibility: 

President's  reform/MSNJ  plan.  Anticipating  the 
unveiling  of  President  Clinton’s  plan  in  late 
September,  the  Council,  under  the  direction  of 
MWW/SC,  prepared  spokespeople  including  Drs. 
Micale  and  Palace  for  reactions,  and  at  the  same  time 
developed  MSNJ’s  own  reform  package  that  focused 
on  the  needs  of  New  Jerseyans.  When  MSNJ’s  plan 
was  released  to  the  media  a day  before  President 
Clinton’s  address  to  the  nation,  interviews  with  MSNJ 
spokespeople  were  arranged  to  discuss  the  broad  issue 
of  reform. 

Extensive  coverage  was  achieved,  with  MSNJ 
spokespeople  conveying  the  consistent  theme  that  a 
patient’s  freedom  of  choice  was  critical  to  the  success 
of  any  health  delivery  system. 

A summary  of  placements  follows: 

Newspapers.  Over  19  articles  had  comments  by 
Drs.  Micale,  Palace,  and  Ryan,  including  The  Times, 
The  Star-Ledger,  and  the  Asbury  Park  Press. 


Radio.  Comments  by  Drs.  Ryan  and  Micale 
were  aired  on  WINS,  WOR,  WTTM,  and  101.5. 

Blue  Cross  network.  The  announcements  in  spring 
1993  by  Blue  Cross  and  Blue  Shield  of  New  Jersey 
that  it  was  limiting  participating  physicians  and 
hospitals  was  perhaps  the  most  tangible  demonstration 
to  New  Jerseyans  that  the  state  was  beginning  to  rely 
more  heavily  on  managed  care.  This  issue  was  re- 
visited by  the  media  several  times  in  the  next  few 
months  with  stories  on  the  company’s  decision  to  sell 
only  its  managed  care  product  to  certain  customers 
and  the  lawsuit  by  several  hospitals  omitted  from  the 
network.  MSNJ’s  reactions  to  Blue  Cross’  actions  and 
its  opinions  of  managed  care— stressing  the  freedom 
of  choice  issue— were  a major  part  of  the  media 
coverage  on  this  issue. 

A summary  of  placements  follows: 

Newspapers/magazines.  Over  72  newspaper 
articles  appeared  with  MSNJ’s  position  in  publications 
including  the  The  New  York  Times,  the  Jersey  Journal, 
the  Atlantic  City  Press,  The  Bergen  Record,  and  Health 
Care  Policy  Report. 

Television.  New  Jersey  Network,  after  covering 
the  press  conference  announcing  the  lawsuit  against 
Blue  Cross  by  the  hospitals  excluded  from  the 
network,  interviewed  Dr.  Ryan. 

General  health  reform.  In  addition  to  the  above- 
mentioned  events,  MSNJ  continually  sought  to  convey 
its  position  on  the  ongoing  debate  on  reform,  includ- 
ing the  proposed  five  insurance  plans  for  small  busi- 
nesses and  individuals  and  President  Clinton’s  state 
of  the  union  address,  maintaining  that  the  freedom 
to  choose  physicians  and  hospitals  was  essential  to 
high-quality  health  care. 

A summary  of  placements  follows: 

Newspapers/magazines.  Over  62  articles  were 
published,  including  The  Star-Ledger,  the  Woodbridge 
News-Tribune,  the  Bridgewater  Courier-News,  the 
Camden  Courier  Post,  and  the  Philadelphia  Business 
Journal.  Additionally,  Dr.  Micale’s  op-ed  on  managed 
care— again  stressing  the  importance  of  choice— was 
published  in  the  Bridgewater  Courier-News,  the 
Camden  Courier  Post,  and  the  Woodbridge  News-Tri- 
bune. 
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Television.  Dr.  Micale’s  30-second  opinion  of 
freedom  of  choice  was  aired  on  WWOR-TV’s  “View- 
point” on  several  occasions  during  the  months  of  May 
and  June.  Moreover,  Board  member  Dr.  Lima  ap- 
peared on  CNBC’s  “The  McLaughlin  Report” 
representing  MSNJ’s  position  on  health  reform. 

Health  forums.  Because  MSNJ  believed  that 
freedom  of  choice  was  one  of  the  most  fundamental 
principles  of  high-quality  health  care,  MSNJ  decided 
to  join  forces  with  the  AMA  to  conduct  two  “Freedom 
of  Choice  in  Health  Care”  forums.  The  events  were 
designed  to  gauge  public  opinion  and  position  MSNJ 
as  an  organization  concerned  about  the  needs  of  pa- 
tients and  committed  to  meaningful  health  reform  in 
New  Jersey.  The  two  forums  received  significant  cov- 
erage, and  more  extensive  coverage  was  obtained  in 
mid-February  when  MSNJ  released  its  initiative  based 
on  feedback  from  the  forums.  These  included  calling 
for  a better  method  to  measure  the  quality  of 
providers  and  urging  support  for  the  “any  willing 
provider”  legislation.  The  release  of  these  initiatives 
was  timed  for  the  day  before  President  and  Mrs. 
Clinton  visited  the  state  to  promote  their  health  re- 
form package. 

The  following  is  a summary  of  the  placements 
secured  on  the  forums  and  the  release  of  the  in- 
itiatives based  on  feedback: 

Newspapers.  Articles  on  the  two  events  were 
published  in  newspapers,  including  The  Star-Ledger, 
The  Bergen  Record,  the  North  Jersey  Herald  & News, 
the  Jersey  Journal,  and  others.  Additionally,  stories  on 
MSNJ’s  initiatives  based  on  the  feedback  from  the 
forum  appeared  in  The  Star-Ledger,  The  Bergen  Re- 
cord, The  Times,  the  Jersey  Journal,  the  Camden 
Courier  Post,  the  Bridgewater  Courier-News,  the  Wood- 
bridge  News-Tribune,  and  others. 

Television.  New  Jersey  Network  aired  a major 
segment  on  the  October  forum,  and  an  extensive 
report  on  MSNJ’s  initiatives  based  on  the  feedback 
that  included  a live  interview  with  Dr.  Ryan.  The 
October  event  also  was  covered  by  the  AMA’s  televi- 
sion network. 

Radio.  WHWH  Radio,  WCBS-FM,  and  101.5 
reported  on  the  forums. 


AIDS  policies.  MSNJ’s  stature  as  the  state’s  pre- 
eminent health  care  media  source  was  clearly  de- 
monstrated during  the  July  1993  New  Jersey  AIDS 
summit.  One  day  before  the  summit,  MSNJ,  taking 
the  lead  from  a study  reported  in  the  American 
Medical  News,  came  out  publicly  in  support  of  a trial 
needle  exchange  program  in  New  Jersey.  On  the 
morning  of  the  summit,  several  newspapers  reported 
MSNJ’s  position  on  this  issue.  More  importantly,  then- 
Governor  Florio,  in  his  opening  address  at  the  AIDS 
summit,  stated  he  was  pleased  to  see  the  state  medical 
society  addressing  the  needle  exchange  issue.  In  the 
weeks  following  the  summit,  seven  newspapers 
published  editorials  endorsing  a trial  needle  exchange 
program,  specifically  citing  MSNJ’s  support.  This  visi- 
bility on  such  a critical  public  health  issue  and  the 
subsequent  introduction  of  New  Jersey  Senate  Bill 
2099  is  a further  demonstration  of  MSNJ’s  stature  as 
the  state’s  leading  health  care  authority. 

Several  months  later,  when  the  New  Jersey 
Department  of  Health  proposed  that  AIDS-infected 
physicians  did  not  have  to  disclose  their  HIV  status 
to  patients  when  performing  invasive  procedures, 
MSNJ  physicians  were  quoted  extensively.  Their  posi- 
tion revolved  around  the  scientific  evidence  that  virtu- 
ally no  risk  exists  and  the  fact  that  patients  were  not 
required  to  reveal  their  HIV  status  to  physicians. 

A summary  of  placements  is: 

Newspapers.  Seven  newspapers  published 
editorials  endorsing  MSNJ’s  position  on  needle  ex- 
change, specifically  citing  MSNJ’s  statements.  These 
included  The  Star-Ledger,  the  Camden  Courier  Post, 
the  Woodbridge  News-Tribune,  the  Philadelphia  In- 
quirer, The  Times,  The  Bergen  Record,  and  the  Atlantic 
City  Press.  Many  others,  including  USA  Today,  As- 
sociated Press,  and  the  Jersey  Journal  wrote  news 
articles  that  discussed  MSNJ’s  opinions. 

For  the  issue  of  HIV-infected  health  care  work- 
ers, MSNJ  physicians  including  Drs.  Micale  and 
Frenkel,  chairman  of  MSNJ’s  Committee  on  AIDS, 
were  quoted  in  articles  in  The  Star-Ledger  and  The 
Bergen  Record,  among  others. 

Television.  New  Jersey  Network  aired  segments 
on  both  issues,  featuring  comments  by  Dr.  Frenkel. 


Domestic  violence.  With  the  mounting  attention  to 
this  issue,  the  Council  continues  to  publicize  MSNJ’s 
role  in  helping  to  address  domestic  violence.  Follow- 
ing the  advertisements,  which  appeared  in  the  state’s 
leading  daily  newspapers  and  the  public  service  an- 
nouncements that  aired  on  12  radio  and  television 
stations,  interviews  were  arranged  for  Dr.  Micale  to 
discuss  the  role  MSNJ  physicians  are  playing.  The 
Council  also  arranged  for  Dr.  Formica  to  tape  a 
“Viewpoint”  segment  on  WWOR-TV  in  which  she 
urged  the  state  to  pay  more  attention  to  domestic 
violence.  The  following  is  a summary  of  the  place- 
ments secured  on  these  issues: 

Newspapers.  An  Associated  Press  article,  featur- 
ing extensive  quotes  and  a large  photograph  of  Dr. 
Micale  next  to  a domestic  violence  poster,  was 
published  in  12  newspapers  including  the  Jersey 
Journal,  The  Times,  the  Camden  Courier  Post,  the 
Salem  Sunbeam,  the  Morristown  Daily  Record,  and  the 
Asbury  Park  Press.  Another  article  and  Dr.  Micale’s 
letter  to  the  editor  appeared  in  The  Bergen  Record. 

Television.  Dr.  Formica’s  WWOR-TV  “View- 
point” segment  aired  several  times  in  June. 

Through  obtaining  coverage  on  the  above-men- 
tioned issues,  the  Council  has  successfully  im- 
plemented strategies  according  to  the  direction  given 
by  the  Board  of  Trustees  in  its  resolutions  related  to 
public  relations.  These  included  a campaign  emphasiz- 
ing the  importance  of  patient  freedom  of  choice 
(#27),  a campaign  regarding  health  care  costs  (#31), 
and  a campaign  to  explain  MSNJ’s  position  on 
managed  competition  (#47).  This  effort  also  suc- 
cessfully implemented  a recommendation  on  our 
public  relations  program  (#25). 

Substitute  Resolution  #25— Public  relations  campaign: 
Resolved,  that  MSNJ  redouble  its  efforts  in  a public 
relations  campaign  to  heighten  awareness  regarding 
the  many  unique  tasks  performed  by  physicians.  The 
Council  noted  that  already  is  being  done  by  MWW/ 

SC.  MSNJ  has  changed  its  emphasis  from  paid 
advertising  to  public  relations  efforts  with  more  media 
releases  and  interviews  with  newspapers. 

The  Reference  Committee  recommended  that  the 

House  Action:  The  report  was  filed. 


Resolution  #27— Patient  empowerment— freedom  of 

choice:  Resolved,  that  MSNJ  institute  an  aggressive 
campaign  of  public  advertisements  emphasizing  the 
importance  of  the  patient’s  right  to  choose  his  own 
physician,  the  high  degree  of  satisfaction  patients  have 
with  their  physicians,  and  how  patients  benefit  from 
the  hard  work  and  near  constant  availability  of  physi- 
cians. The  Council  on  Public  Relations  determined 
that  it  already  is  meeting  these  goals. 

Resolution  #31— Truth  in  health  care  costs:  Resolved, 
that  MSNJ  use  its  public  relations  program  to 
enlighten  both  government  and  public  to  nonprovider 
causes  of  the  increase  in  health  care  costs;  and  be  it 
further 

Resolved,  that  a similar  resolution  be  submitted 
to  the  AMA.  This  issue  was  dealt  with  under  the  fall 
health  forums. 

Resolution  #47— Opposition  to  managed  competition: 

Resolved,  that  MSNJ  vigorously  endorse  the  principle 
of  the  appropriateness  of  care,  and  be  it  further 

Resolved,  that  MSNJ  adopt  a policy  of  opposi- 
tion to  programs  based  upon  managed  competition 
unless  they  provide  reasonable  options  and  alterna- 
tives among  their  proposals  and  afford  freedom  of 
choice  for  patients  and  physicians,  and  be  it  further 
Resolved,  that  the  AMA  be  urged  to  follow 
MSNJ’s  lead,  and  be  it  further 

Resolved,  that  this  policy  and  its  rationale  be 
communicated  to  the  general  public.  Council  members 
agreed  that  this  is  being  done. 

General  media  contact.  With  the  help  of 
MWW/SC,  the  Council  also  secured  coverage  on  many 
other  topics,  both  proactively  and  in  response  to 
breaking  news  stories.  These  issues  included  women’s 
health,  fees  for  laboratory  tests,  the  cost  of  health 
care,  the  dredging  of  Newark  Bay,  a feature  on  Dr. 
Micale  as  the  new  president  in  The  Star-Ledger  and 
the  Golden  Merit  Award  recipients.  Interviews  were 
arranged  for  Dr.  Canavan  and  Mr.  Maressa  to  address 
the  Physicians’  Health  Program,  which  resulted  in 
more  balanced  coverage. 

report  be  filed. 
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council  on  Legislation 


Bessie  M.  Sullivan,  MD,  Chairman 

Reference  Committee  “D” 


This  report  presents  a summary  of  the  ultimate 
status  of  legislative  measures  of  the  205th 
Legislature.  The  Council’s  operations,  together  with 
a cumulative  report  of  the  Medical  Society  of  New 
Jersey’s  (MSNJ)  official  positions  on  current  legisla- 
tion, are  reflected  regularly  in  items  published  in 
New  Jersey  Medicine , the  journal  of  MSNJ. 

The  Council  on  Legislation  continues  to  invite 
those  individuals  who  are  directly  associated  with 
MSNJ,  i.e.  representatives  from  MSNJ  councils  and 
committees,  New  Jersey  specialty  societies,  MSNJ 
Auxiliary  members,  New  Jersey  Society  of  Medical 
Assistants,  and  the  New  Jersey  Medical  Group 
Management  Association  to  all  Council  meetings. 

MSNJ  has  adopted  the  following  regular  range 
of  official  positions  concerning  proposed  legislation: 
Active  support:  All-out  support  for  the  measure. 
Active  opposition:  All-out  opposition  for  the 
measure. 

Support  with  amendment:  To  indicate  that  the  ap- 
proval of  MSNJ  is  subject  to  the  revision  of  the 
specified  unsatisfactory  elements  of  the  bill. 

No  position:  Considered,  but  not  regarded  as 
significant  or  relevant  to  the  proper  interest  of  MSNJ. 

Refer:  Requiring  input  from  any  of  MSNJ’s 
councils  and  committees  and  New  Jersey  specialty 
societies  before  consideration  by  the  Council  on 
Legislation. 

The  following  is  a list  of  bills  of  the  1992-1993 
Legislature  that  were  reviewed  after  the  meeting  of 
the  1993  House  of  Delegates. 

Senate/Assembly  (Active) 

S-1420-Codey  (D).  Authorizes  the  com- 
missioner of  the  Department  of  Human  Services  to 
designate  general  hospital  psychiatric  units  for  treat- 
ment of  involuntarily  committed  persons.  Support 
with  amendment,  with  the  following  modifications: 
On  page  2,  line  50,  after  the  word  “care”  add 
“and  shall  reimburse  those  general  hospitals  and 
physicians  for  uncompensated  care  in  these  involun- 
tary units.” 

On  page  4,  line  1,  after  the  word  “care”  add 
“and  shall  compensate  general  hospitals  and  physi- 


cians for  treatment  provided  to  those  indigent  involun- 
tary patients.” 

On  page  15,  line  7,  item  5 should  read  “not 
to  participate  in  experimental  research  without  the 
express  and  informed  written  consent  of  the  patient.” 

On  page  15,  line  7,  item  6 should  read  “not 
to  receive  ECT  without  the  expressed  and  informed 
consent  of  the  patient.” 

S-1506/A-2600-Bennett/T.  Smith  (R).  Permits 
self-administration  of  medication  by  a school  pupil  or 
administration  by  a designed  person  in  certain  cases. 
Active  support  (Law  c.308,  P.L.  1993). 

S-1526/A-2304-Cafiero/Gibson  (R).  Upgrades 
penalties  for  boating  while  intoxicated.  Active  support 
(Law  c.230,  P.L.  1993). 

S-1529/A-2334-Sinagra/Derman  (R).  Prohibits 
tobacco  advertising  within  1,000  feet  of  schools.  Active 
support. 

S-1530/A-2335-Sinagra/Derman  (R).  Raises  to- 
bacco vending  machine  fees  to  assist  the  Cancer  In- 
stitute of  New  Jersey.  Support  with  amendment,  to 
permit  municipalities  to  restrict  or  prohibit  the  use  of 
cigarette  vending  machines. 

S-1531/A-2870-Cardinale/Crecco  (R).  Permits 
physicians  to  dispense  more  than  a seven-day  supply 
of  drugs  at  or  below  cost.  Active  support. 

S-1556/A-1329-Corinan/MikuIak  ( R).  Requires 
physicians  who  treat  Medicare  patients  to  inform  their 
patients  of  their  Medicare  assignment  policies.  Active 
opposition,  there  is  no  objection  to  informing  patients 
of  a physician’s  Medicare  policy,  but  the  posting  of 
a sign  in  the  office  is  not  necessary;  fines  for  non- 
compliance  are  unreasonable  and  excessive  (Law 
c.250,  P.L.  1993). 

S-1600-Ewing  ( R).  Regulates  utilization  review 
of  alcohol  and  drug  treatment  services.  Active  support. 

S-1614-Cardinale  (R).  Allows  certain  insureds 
to  choose  health  insurance  coverage  that  permits  them 
to  select  their  own  health  care  providers.  Active  sup- 
port. 

S-1626/A-1575-Bassano/DeCroce  (R).  Requires 
autopsy  or  tissue/organ  analysis  be  performed  in  a 
manner  and  within  a time  period  compatible  with 
preservation  for  transplantation.  Active  support. 
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S-1627-Bassano  (R).  Exempts  home  infusion 
therapy  from  restrictions  on  referral  of  patients.  Active 

support. 

S-1631-Sinagra  (R).  Requires  payment  for  cer- 
tain “off-label”  uses  of  certain  drugs.  Active  support 
(Law  c.321,  P.L.  1993). 

S-1675-Ewing  (R).  Authorizes  drug  testing  for 
school  bus  drivers.  Active  support. 

S-1677-Gormley  (R).  Permits  HIV  testing  of 
patients  without  consent  in  certain  circumstances.  Ac- 
tive support. 

S- 1 689/A-2492-Codey  (D)/Haines  (R).  Classi- 
fies interference  with  access  to  a health  facility  or 
physician’s  office  as  a disorderly  person’s  offense.  Ac- 
tive support. 

S-1776-Rice  (D).  Requires  the  State  Board  of 
Medical  Examiners  (SBME)  to  adopt  guidelines  for 
prevention  and  treatment  of  kidney  disease.  Active 
opposition,  SBME  should  not  dictate  clinical  de- 
terminations. 

S-1797/A-2421-Adler/Weinberg  (D).  Provides 
criminal  and  civil  penalties  for  blocking  access  to  cer- 
tain health  care  facilities  in  certain  circumstances. 
Active  support. 

S-1814/A-2506-Rice/R.  Brown  (D).  Requires 
health  services  corps,  to  include  certain  hospitals  in 
any  managed  care  network.  Active  support. 

S-1934-Dorsey  (R).  Provides  for  use  of  certain 
health  care  facilities  by  and  appropriate  privileges  for 
optometrists.  Active  opposition,  optometrists  are  not 
medical  doctors  and  do  not  provide  services  for 
hospital  patients  that  meet  intensity  and  severity 
criteria,  and,  therefore,  should  not  be  given  the  man- 
date, via  legislation,  to  use  licensed  health  care 
facilities  and  have  privileges. 

S-2063-Kyrillos  (R).  Changes  method  for 
physician  notification  to  patients  about  blood  trans- 
fusion options.  Active  support. 

S-2068/A-2784-Corman/Mikulak  (R).  Requires 
physicians  who  agree  to  treat  Medicare  patients  to 
accept  what  the  program  pays  without  balance  billing. 
Active  opposition,  there  is  a successful  voluntary  effort 
to  assure  care  to  the  poor.  This  legislation  interferes 
with  the  constitutional  rights  of  doctors  and  patients. 


S-2080/A-2909-Bassano/Bagger  (R).  Modifie: 

reporting  duties  of  physicians  and  automobile  drive) 
licensing  requirements  for  persons  with  certair 
neurological  disorders.  Active  support. 

S-2099-Lipman  (D).  Establishes  demonstratior 
needle  and  syringe  exchange  program  through 
NJDOH.  Active  support. 

S-2116/A-2824-Ewing/Kavanaugh  (R).  Ex- 
empts cardiac  catheterization  services  from  certificate 
of  need  requirement.  Active  support. 

S-2138-Kosco  (R).  Prohibits  health  care  practi- 
tioners from  charging  Medicare  beneficiaries  in  excess 
of  what  Medicare  pays  for  Medicare-covered  services 
provided;  repeals  P.L.  1993,  c.250.  Active  opposition, 
there  is  a successful  voluntary  effort  to  assure  care 
to  the  poor.  This  legislation  interferes  with  the  con- 
stitutional rights  of  doctors  and  patients. 

S-2148/A-2841-Corman  (R).  Prohibits  health 
care  practitioners  from  charging  Medicare 
beneficiaries  more  than  the  program  pays;  repeals  P.L. 
1993,  c.250.  Active  opposition,  there  is  a successful 
voluntary  effort  to  assure  care  to  the  poor.  This 
legislation  interferes  with  the  constitutional  rights  of 
doctors  and  patients. 

S-2150-Corman  (R).  Prohibits  providers  of 
health  care  services  from  imposing  interest  charges  on 
senior  citizen  bills  for  60  days  after  initial  billing. 
Active  opposition,  relatively  few  physicians  charge  in- 
terest on  outstanding  balances  on  bills.  An  exception 
should  not  be  made  for  senior  citizens. 

S-2158-Haines  < R).  Grandfathers  certain  small 
employer  and  multiple  employer  arrangement  health 
benefits  plans  under  Small  Employer  Health  Benefits 
Program.  Active  support. 

S-2170-Bassano  (R).  Provides  for  continuation 
of  certain  small  employer  health  benefits  plans.  Active 
support. 

S-2172/S-2185-Dorsey/Bubba  (R).  Prohibits 
HMOs  from  denying  provider  participation  if  provider 
meets  terms  of  contract;  requires  disclosure  of  reasons 
for  termination  of  provider.  Active  support. 

S-2177-Sinagra  (R).  Exempts  certain  health 
care  cooperative  ventures  from  certain  antitrust 
prohibitions.  Active  support. 
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SCR-105/ACR-22-Bennett/Collins  (R).  Creates 
a Joint  Committee  on  Regulatory  Oversight  to  imple- 
ment the  constitutional  provision  on  legislative  review 
of  rules.  Active  support. 

SR-91-Zane  (D).  Establishes  the  Blue  Cross/ 
Blue  Shield  Managed  Care  Network  Committee.  Ac- 
tive support. 

A-109,  110,  2338-Roma  (R).  Revises 

procedures  governing  civil  commitment  of  certain 
mentally  ill  and  dangerous  persons.  Active  opposition, 
the  bill  changes  the  definition  of  mental  illness  and 
advocates  the  use  of  civil  commitment  for  criminal 
purposes. 

A-316-Crecco  (R).  Requires  public  school  sex 
education  and  AIDS  education  programs  to  stress 
abstinence.  Support  with  amendment,  with  the  follow- 
ing changes:  Line  #16,  delete  the  word  “any”;  line 
21,  change  “stress”  to  “include”;  delete  “scientific 
evidence”;  and  line  30,  delete  “scientific  evidence 
about  the.” 

A-517-Vandervalk  (R).  Establishes  “cap”  on 
awards  for  noneconomic  loss  in  medical  malpractice 
claims.  Active  support. 

A-1734-Derman  (R).  Provides  that  convicted 
sex  offenders  be  tested  for  AIDS;  repeat  offenders 
who  know  of  infection  at  the  time  of  the  offense  may 
incur  extended  term.  Active  opposition,  this  bill  iden- 
tifies only  two  types  of  sexual  assault  cases.  Often 
sexual  assaults  are  plea  bargained  down  to  lesser  of- 
fenses, therefore,  many  offenders  would  not  be  subject 
to  this  law.  Additionally,  this  would  be  the  only  man- 
dated disease  testing,  and  would  be  performed  at  only 
one  point  in  time.  No  mandated  test  is  required  for 
other  types  of  diseases.  The  bill  calls  for  the  test 
results  to  remain  confidential,  but,  at  the  same  time, 
they  become  part  of  the  offender’s  criminal  record. 

A-1735-Solomon  (R).  Requires  HIV  testing  for 
certain  sexual  offenders  prior  to  parole  hearing.  Active 
opposition,  HIV  is  a medical  problem  and  not  a 
judicial  one,  and  should  not  be  used  for  parole  de- 
cisions. 

A-1754-SoIomon  (R).  Permits  physician  to 
prescribe  AZT  to  rape  victims.  Active  opposition,  the 
bill  represents  poor  medical  practice;  however,  com- 


pensation of  the  victims  for  the  cost  of  the  prescrip- 
tions, when  indicated,  is  warranted. 

A-1803-R.  Brown  (D).  Requires  mental  health 
screening  services  to  hold  persons  who  have  threaten- 
ed or  attempted  suicide  for  48  hours.  Support  with 
amendment,  with  the  following  modification:  on  page 
1,  line  24  the  Council  recommended  that  the  word 
“shall”  should  be  changed  to  “may.” 

A-2188-Zecker  (R)„  Requires  notice  of  com- 
mencement of  treatment  for  injuries  covered  by  PIP. 
Support  with  amendment,  changing  the  time  frame  for 
providing  notification  of  claims  for  medical  expense 
benefits  to  the  insurer  from  10  days  to  30  days  follow- 
ing the  commencement  of  treatment. 

A-2232-Warsh  (R).  Restores  certificate  of  need 
application  fees  to  pre-July  1,  1991,  levels.  Active 
support. 

A-2236-Russo  (R).  Directs  the  Board  of  Public 
Utilities  to  require  call  blocking  for  unpublished  tele- 
phone numbers  when  authorizing  call  identification 
service.  Active  support. 

A-2341-Doria  (D).  Permits  choice  of  provider 
for  treatment  of  diseases  and  conditions  covered 
under  individual  health  benefits  plans.  Active  support. 

A-2552-Colburn  (R).  Requires  SBME  to  adopt 
guidelines  for  kidney  disease  prevention  and  treat- 
ment. Active  opposition,  SBME  should  not  dictate 
clinical  determinations. 

A-2580-Weinberg  (D).  Provides  criminal  and 
civil  penalties  for  blocking  access  to  or  failing  to 
retreat  from  certain  health  care  facilities  in  certain 
circumstances.  Active  support. 

A-27I1-Vandervalk  (R).  Provides  open  enroll- 
ment period  to  hospitals  wishing  to  join  network 
established  by  health  insurer.  Active  support. 

A-2747-Kelly  (R).  Prohibits  health 
maintenance  organizations  (HMOs)  from  denying 
provider  participation  if  the  provider  meets  the  terms 
of  the  contract;  requires  disclosure  of  reasons  for 
termination  of  provider.  Active  support. 

A-2748-Catania  (R).  Regulates  utilization  re- 
view of  alcohol  and  drug  treatment  services.  Support 
with  amendment,  to  make  utilization  review  consistent 
for  all  types  of  medical  care. 
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A-2787-Farragher  (R).  Requires  health  care 
providers  that  bill  insurers  directly  to  send  a copy  of 
the  bill  to  insured.  Active  opposition,  because  this 
serves  very  little  purpose  and  significantly  increases 
the  administrative  cost  of  practice. 

A-2789-Kramer  (R).  Permits  automobile  in- 
surers to  provide  PIP  medical  expense  benefits 
through  managed  care  arrangements.  Active  opposi- 
tion, this  will  restrict  access  and  free  choice  of 
providers  that  currently  is  in  the  PIP  law  to  the  detri- 
ment of  the  patient. 

A-279I-Kramer  (R).  Concerns  the  liability  of 
certain  health  care  providers  for  harm  caused  by  cer- 
tain medical  devices.  Active  support. 

A-2799-Doria  (D).  Regulates  utilization  review 
organizations  and  independent  medical  examiners.  Ac- 
tive opposition,  because  the  bill  does  not  contain  suffi- 
cient definitions. 

A-2821-Weinberg  (D).  Requires  certificate  of 
approval  for  home  infusion  therapy  providers.  Active 


opposition,  certificates  of  approval  are  unnecessary 
and  anti-competitive. 

A-2856-Pascrell  (D).  Clarifies  that  certain  car- 
riers are  required  to  offer  five  individual  health  ben- 
efits plans.  Active  support. 

A-2917-Mikulak  (R).  Requires  physicians  and 
dentists  who  are  infected  with  HIV  to  obtain  informed 
consent  from  their  patients  before  performing  invasive 
procedures.  Active  opposition,  unnecessary  legislation. 
Universal  precautions  have  been  demonstrated  to  ef- 
fectively prevent  the  transmission  of  HIV.  Forced 
disclosure  has  lead  to  profound  discrimination  against 
HIV-positive  health  care  workers. 

A-2949-Zecker  (R).  Exempts  multiple 
employer  arrangements  in  operation  on  or  prior  to 
November  30,  1992,  from  certain  provisions  of  P.L. 
1992,  c.162.  Active  support. 

A-2951-Vandervalk  (R).  Expands  health  ben- 
efits coverage  that  may  be  offered  by  individual  and 
small  employer  carriers.  Active  support. 


Senate/Assembly  (Monitor) 

S-1421-Codey  (D).  Expands  Department  of 
Human  Services  authority  over  county  psychiatric 
facilities. 

S-1471-Inverso  (R).  Requires  reports  of  inci- 
dents of  suspected  abuse,  neglect,  or  exploitation  of 
certain  adults. 

S-I498-Brown  (R).  Provides  for  long-term  care 
health  insurance  policies  by  health  insurers  other  than 
commercial  insurers. 

S-I499-Brown  (R).  Provides  for  long-term  care 
health  insurance  policies  by  commercial  insurers. 

S-1507/A-2311-Bassano/Derman  (R).  Provides 
for  additional  side  emergency  exit,  aisle,  and  increased 
seating  capacity  on  certain  school  buses. 

S-1511-Codey  ( D).  Adds  one  physician  and  one 
public  member  to  SBME  (Law  c.279,  P.L.  1993). 

S-1514-Bassano  (R).  Requires  hospitals  to  dis- 
close financial  relationships  with  for-profit  subsidiaries 
and  report  monies  received  from  private  nonprofit 
entities. 

S-1518-Rice  (D).  Requires  individual  health 


benefits  carriers  to  give  60  days’  notice  of  changes  in 
rates  or  coverage. 

S-1604-Ciesla  (R).  Authorizes  the  Public 
Health  Council  to  regulate  sanitary  conditions  in  tat- 
too parlors. 

S-1616/A-2315-Bassano/Wolfe  (R).  Requires 
certain  seat  heights  and  seatbelts  to  be  installed  on 
any  school  bus  that  has  a chassis  manufacture  date 
of  October  1992,  or  thereafter  (Law  c.307,  P.L.  1993). 

S-1619-Corman  (R).  Amends  the  “Worker  and 
Community  Right  To  Know  Act”  to  include 
farmworkers. 

S-1628-Bassano  (R).  Clarifies  that  the  law  re- 
quiring seatbelts  on  school  buses  applies  only  to  new 
school  buses. 

S-1681/A-2420--Sinagra/Derinan  (R).  Prohibits 
use  of  smokeless  tobacco  in  public  schools. 

S-1686/A-2496-Bassano/Collins  (R).  Makes 
various  changes  to  law  governing  small  employer 
health  benefits  plans  (Law  c.162,  P.L.  1993). 

S- 1732/S- 1807/A-2942-Ewing/CoIburn  (R). 
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Provides  for  early  intervention  program  in  NJDOH 
(Law  c.309,  P.L.  1993). 

S-1765/A-2646-Brown/Wright  (R).  Expands 
New  Jersey  Essential  Health  Services  Commission  to 
include  a registered  professional  nurse. 

S-1791/A-2495-Bassano/Corodemus  (R). 
Establishes  procedures  for  public  notice  of  actions  of 
New  Jersey  Individual  Health  Coverage  Program 
Board  (Law  c.164,  P.L.  1993). 

S-1803-Brown  (R).  Establishes  an  Office  of  the 
Ombudsman  for  Children  and  appropriates  $95,000. 

S-1805-Matheussen  (R).  Designated  the 
“Child  Protective  Services  Task  Force  Act.” 

S-1825-Dorsey  (R).  Requires  health  insurers  to 
provide  coverage  for  temporomandibular  joint  dis- 
orders and  craniomandibular  disorders  under  certain 
circumstances. 

S-1887/A-2712-Bassano/Vandervalk  (R).  Clari- 
fies hospital  patient’s  right  to  choose  private  duty 
nursing. 

S-1940-Bassano  (R).  Designated  the  “Prior 
Years’  Hospital  Revenue  Fund  Act.” 

S-1941-Sinagra  (R).  Prohibits  the  sale  of  single 
cigarettes. 

S- 1942-Rice  (D).  Provides  for  minority 

representation  on  Essential  Health  Services  Com- 
mission and  individual  and  small  employer  insurance 
boards. 

S-1943/A-2641/A-2806-Sinagra/Fel  ice/Felice 
(R).  Permits  issuance  of  temporary  physician  assistant 
license  in  certain  circumstances  (Law  c.337,  P.L. 
1993). 

S-1974-Lipman  (D),  Clarifies  and  broadens 
several  provisions  of  the  “Prevention  of  Domestic 
Violence  Act  of  1990.” 

S-1982  — Rice  (D).  Requires  coverage  for  home 
treatment  of  hemophilia  under  certain  individual 
health  benefits  plans. 

S-1987-Dorsey  (R).  Establishes  supplemental 
hospital  subsidy  account  in  Health  Care  Subsidy  Fund; 
appropriates  $40  million. 

S-1993-Sinagra  (R).  Establishes  “Americans 
with  Disabilities  Act  Compliance  Fund”  in  the  Depart- 
ment of  Human  Services. 


S-2028-Inverso  (R).  Repeals  certificate  of  need 
requirement  for  nursing  homes. 

S-2030-Corman  (R).  Regulates  physician  prac- 
tices concerning  Medicare  patients. 

S-2052-Matheussen  (R).  Provides  corporate 
business  tax  and  gross  income  tax  credits  for  certain 
individuals  and  small  business  employers  for  the  cost 
of  providing  health  care  benefits  plans. 

S-2118-DiFrancesco  (R).  Amends  “Family 
Leave  Act”  to  cover  medical  leave. 

S-2I27-Bassano  (R).  Requires  the  state 
medical  examiner  to  be  a state  resident. 

S-2144/A-2818-Smith/Sosa  (R).  Designated  the 
“Hospital  Quality  and  Accountability  Act.” 

S-2162-Sinagra  (R).  Provides  that  chiropractic 
services  must  be  provided  by  HMOs. 

S-2163-Sinagra  (R).  Permits  certain  terminat- 
ed employees  with  life-threatening  conditions  to  con- 
tinue coverage  under  employer’s  group  health  in- 
surance. 

S-2184-Bubba  (R).  Revises  required  terms  for 
payment  of  claims  by  HMOs. 

S-2I95-Sinagra  (R).  Clarifies  that  dentists 
would  determine  need  for  dental  treatment  in  review 
of  PIP  benefits. 

S-2207-Bennett  (R).  Requires  all  generators  to 
maintain  a monthly  log  of  regulated  medical  waste 
generated,  treated,  or  disposed  of  on-site  or  transport- 
ed off-site  for  treatment  or  disposal. 

SJR-38/AJR-43-Kosco/Roma  (R).  Directs  com- 
missioner of  health  to  approve  certificate  of  need  to 
enable  Saddle  Brook  Hospital  to  operate  acute  care 
facility. 

A-65-J.  Smith  (R).  Increases  penalties  for 
failure  to  report  cases  of  child  abuse. 

A-67-Cottrell  (R).  Designated  the  “Child 
Protective  Services  Task  Force  Act.” 

A-95-Farragher  (R).  Requires  payment  for  cer- 
tain “off-label”  uses  of  certain  drugs. 

A-518-Vandervalk  (R).  Establishes  mandatory 
arbitration  program  for  certain  malpractice  claims. 

A-2237-Russo  (R).  Directs  Board  of  Public 
Utilities  to  limit  call  identification  service  to  residen- 
tial customers,  public  safety  agencies,  and  hospitals. 


Tr  63 


A-2271-Derman  (R).  Designates  the  “Health 
Wellness  Promotion  Act.” 

A-2274-Felice  (R).  Prohibits  clinical 
laboratories  and  physicians  from  charging  fees  for 
services  not  actually  rendered. 

A-2285-Augustine  (R).  Expands  scope  of  “New 
Jersey  Insurance  Fraud  Prevention  Act.” 

A-2361-Farragher  (R).  Licenses  home  infusion 
therapy  providers. 

A-2372-Mikulak  (R).  Appeals  procedures  for 
coverage  for  long-term  rehabilitative  care. 

A-2393-Augustine  (R).  Permits  certain  small 
groups  to  combine  for  the  purpose  of  self-insuring  or 
purchasing  traditional  insurance  for  health  benefits. 

A-2405-Moran  (R).  Establishes  the 
Professional,  Occupational,  and  Trades  Licensing 
Study  Commission. 

A-2436-Vandervalk  (R).  Revises  the  Tort 
Claims  Act  and  related  statutes. 

A-2485-Vandervalk  (R).  Makes  surrogacy 
agreements  unenforceable  and  penalizes  commercial 
surrogacy  arrangements. 

A-2497-Heck  (R).  Establishes  four  regional 
diagnostic  and  treatment  centers  for  child  abuse. 

A-2553-Singer  (R).  Requires  health  insurers  to 
cover  Lyme  disease. 

A-2611-Kronick  (D).  Requires  public  eating 
places  to  give  notice  of  the  use  of  MSG  in  the  food. 

A-2625-Colburn  (R).  Defines  “dosage  form”  in 
“Prescription  Drug  Price  and  Quality  Stabilization 
Act”  (Law  c.256,  P.L.  1993). 

A-2632-Garcia  (D).  Provides  for  instructional 
programs  in  schools  on  prevention  of  HIV/AIDS. 

A-2633-Baer  (D).  Establishes  the  Advisory 
Council  on  AIDS  in  NJDOH;  appropriates  $75,000. 

A-2648-Felice  (R).  Prohibits  the  use  of 
unlicensed  persons  to  perform  any  functions  within 
the  practice  of  optometry  or  within  the  practice  of 
ophthalmic  dispensing  and  ophthalmic  technicians. 

A-2753-Heck  (R).  Establishes  an  Office  of  the 
Ombudsman  for  the  Disabled. 

A-2805-Solomon  (R).  Establishes  supplemental 
hospital  subsidy  account  in  Health  Care  Subsidy  Fund; 
appropriates  $40  million. 


A-2822-Hartmann  (R).  Designated  the  “Cen- 
tral New  Jersey  Cardiac  Services  Hospital  Act.” 

A-2866-Kelly  (R).  Prohibits  the  sale  of  fluoride 
supplements. 

A-2869-Weinberg  (D).  Permits  withholding  or 

withdrawal  of  life-sustaining  treatment  under  certain 
circumstances. 

A-2881-Oros  (R).  Requires  the  commissioner 
of  health  to  regulate  entities  that  manage  monies  that 
are  contributed  to  fund  organ  transplants  on  behalf 
of  designated  individuals. 

A-2885-Russo  (R).  Prohibits  the  sale  of  single 
cigarettes. 

A-2893-Green  (D).  Provides  for  the  detection 
and  treatment  of  sickle  cell  disease  in  newborn  chil- 
dren, appropriates  $375,000. 

A-2894-Wright  (R).  Designated  the  “Os- 
teoporosis Prevention  and  Education  Program  Act.” 

A-2923-Felice  (R).  Concerns  eligibility  for  in- 
dividual health  benefits  coverage. 

A-2960-Romano  (D).  Permits  carriers  to  con- 
tinue to  offer  certain  health  benefits  plans  under  New 
Jersey  Small  Employer  Health  Benefits  Program. 

ACR-151-Catania  (R).  Designates  September 
as  “Child  Abuse  Prevention  Month.” 

Of  the  bills  reported  to  the  House  from  the 
First  and  Second  Sessions  of  the  205th  Legislature, 
the  following  were  signed  into  law: 

Support  with  Amendment 

S-1085-Codey  (D).  Update  premedical  educa- 
tion requirements  for  practice  of  medicine  and 
surgery.  (Law  c.145,  P.L.  1993.) 

Monitor 

S-330-Cardinale  (R).  The  Health  Wellness 
Certification  Plan  Act.  (Law  c.327,  P.L.  1993.) 

S-363-Bennett  (R).  Requires  NJDOH  to 
prepare  a booklet  on  the  prevention,  detection,  and 
treatment  of  breast  cancer.  (Law  c.225,  P.L.  1993.) 

S-398-Connors  (R).  Provides  that  a podiatrist 
is  a physician  within  scope  of  Chapter  5 of  Title  45 
of  Revised  Statutes.  (Law  c.185,  P.L.  1993.) 
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S-696-Kyrillos  (R).  Establishes  operating  rules 
for  personal  watercraft.  (Law  c.299,  P.L.  1993.) 

S-793-Cardinale  (R).  Establishes  standards  for 
drug  review  program  by  pharmacists  in  compliance 
with  Medicaid  requirements.  (Law  c.120,  P.L.  1993.) 

S-886-Cardinale  (R).  Requires  certain  health 
insurers  to  allow  freedom  of  choice  in  selection  of 
pharmacists  and  pharmacy  services.  (Law  c.378,  P.L. 
1994.) 

S-909-Cardinale  (R).  Modifies  licensure  stan- 
dards for  certain  applicants  who  are  licensed 
chiropractors  in  other  states.  (Law  c.90,  P.L.  1993.) 

S-1311-DiFrancesco  (R).  Makes  various 
changes  in  the  catastrophic  illness  in  children  relief 
program.  (Law  c.103,  P.L.  1993.) 

A-800-Heck  (R).  Requires  boat  operators  in- 
volved in  fatal  boating  accidents  to  be  tested  for  al- 
cohol or  drug  use.  (Law  c.233,  P.L.  1993.) 

A-897-Stuhltrager  (R).  Requires  persons 
charged  with  offenses  to  be  tested  for  AIDS,  sexually 


transmitted  diseases,  and  hepatitis  B in  certain  cases. 
(Law  c.364,  P.L.  1994.) 

A-l  127-Impreveduto  (D).  Creates  the  New 
Jersey  Self-Insurers  Guaranty  Association  to  pay 
claims  against  insolvent  employers  who  self-insure  for 
worker’s  compensation.  (Law  c.107,  P.L.  1993.) 

A-1514/A-1517-Mikulak  (R).  Req  uires 

NJDOH  to  ensure  a patient's  right  to  appeal  hospital 
bill.  (Law  c.63,  P.L.  1993.) 

A-1381-Catania  (R).  The  Professional  Coun- 
selor Licensing  Act.  (Law  c.340,  P.L.  1993.) 

A-1532-Catania  (R).  Clarifies  that  only 
chiropractors  can  determine  need  for  chiropractic 
treatment  in  review  of  PIP.  (Law  c.186,  P.L.  1993.) 

A-1621-Solomon  (R).  Provides  for  community 
residences  for  head-injured  persons  licensed  by  De- 
partment of  Human  Services.  (Law  c.329,  P.L.  1993.) 

At  the  close  of  the  1992  to  1993  legislative  year, 
all  of  the  bills  expired  except  those  signed  into  law, 
vetoed,  or  filed  by  the  governor. 


1992  House  of  Delegates 

Resolution  #16— Children  and  Pre-existing  Conditions: 

"Resolved,  that  MSNJ  take  appropriate  action  with 
the  New  Jersey  state  commissioner  of  insurance  to 
assure  a governmental  policy  similar  to  those 
legislated  in  California  that  abolishes  restrictions  on 
children’s  health  coverage  due  to  prior  existing  con- 
ditions.” 

The  Council  on  Legislation  recommended  that 


MSNJ  adopt  the  policy  that  children  be  exempt  from 
pre-existing  condition  clauses  written  into  insurance 
contracts,  and  that  MSNJ  monitor  future  legislation 
on  the  issue  and  respond  accordingly.  It  was  noted 
that  the  policy  is  consistent  with  legislation  passed  in 
New  Jersey. 

The  recommendation  was  approved  by  the 
Board  of  Trustees. 


1993  House  of  Delegates 

Substitute  Resolution  for  Resolution  #3  (Block  Caller 
ID);  and  Resolution  #24  (Privacy  of  Physicians'  Home  Tele- 
phone): "Resolved,  that  MSNJ  work  with  New  Jersey 
Bell  to  permit  physicians  to  block  the  display  of  their 
private  telephone  numbers  free  of  charge;  and  be  it 
further 

Resolved,  that  if  New  Jersey  Bell  does  not 
voluntarily  agree,  MSNJ  should  seek  legislation  to 
accomplish  this  goal;  and  be  it  further 

Resolved,  that  MSNJ  give  active  support  to  the 


existing  Assembly  bill  (Russo  A-2236)  on  this  matter.” 

The  Council  on  Legislation  advises  that  New 
Jersey  Bell  recently  has  taken  the  position  that  they 
will  voluntarily  provide  free  caller  ID  blocking  services 
to  anyone  with  an  unlisted  telephone  number  if  they 
so  request.  Therefore,  it  was  felt  that  the  problem  had 
been  resolved  and  that  there  would  not  be  any  further 
legislation. 

Substitute  Resolution  for  Resolution  #15  (Managed 
Care  Program/Physician  Open  Enrollment);  and  Resolution  #32 
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(Open  Access  to  HMOs):  “Resolved,  that  those  health 
delivery  systems  that  contract  with  selected  physicians 
should  use  selection  criteria  based  primarily  on 
professional  competence  and  quality  of  care;  and  be 
it  further 

Resolved,  that  health  plans  that  contract  with 
selected  physicians  should  have  an  established 
mechanism  by  which  any  physician  willing  to  abide  by 
terms  of  the  plan  contract  could  appeal  a decision  to 
deny  the  physician’s  application  for  participation  in 
the  plan;  and  be  it  further 

Resolved,  that  MSNJ  support  the  right  of  any 
willing  physician  who  meets  selection  criteria  to  be 
eligible  for  participation  in  managed  care  programs.” 

The  Council  on  Legislation  advises  that  they 
reviewed  A-2747,  a bill  sponsored  by  Assemblyman 
Kelly,  which  prohibits  HMOs  from  denying  provider 
participation  if  the  provider  meets  the  terms  of  the 
contract.  The  Council  recommended  a position  of 
Active  Support  to  the  Board  of  Trustees  and  the 
Board  approved  this  position. 

Resolution  #19— Preservation  of  Children's  Referral 
Centers  in  New  Jersey:  “Resolved,  that  MSNJ  request 
legislative  requirements  that  managed  care  networks 
contract  with  at  least  those  hospitals  designated  by 
NJDOH  as  tertiary  children’s  referral  centers,  regional 
and/or  community  children’s  referral  centers;  and  be 
it  further 

Resolved,  that  MSNJ  seek  legislation  to  provide 
that  all  hospitals  categorized  as  a designated  children’s 
referral  center  receive  equal  and  fair  reimbursement 
by  the  managed  care  networks.” 

The  Board  of  Trustees  sent  letters  to  Governor 
Florio  and  the  Legislature  regarding  this  issue  but  did 
not  receive  any  legislative  response.  It  is  not  known 
whether  legislation  will  be  forthcoming,  but  it  was  felt 
that  MSNJ  was  not  in  a position  to  press  for  its 
introduction. 

The  Council  on  Legislation  felt  that  the  situa- 
tion should  be  monitored  for  any  further  develop- 
ments. 

Resolution  #20— Free  Choice  of  Physicians  by  Patients: 

“Resolved,  that  MSNJ  seek  legislation  mandating  that 


all  managed  care  organizations  operating  in  the  state 
of  New  Jersey  clearly  and  fully  disclose  to  the  patients 
whether  the  plan  restricts  the  participation  of  any 
qualified  physician  willing  to  abide  by  the  contractual 
obligations  of  the  plan.” 

The  Council  advises  that  the  Kelly  bill,  A-2747, 
which  prohibits  HMOs  from  denying  provider 
participation  if  the  provider  meets  the  terms  of  the 
contract,  addresses  this  concern. 

The  Council  on  Legislation  recommended  a 
position  of  Active  Support  for  A-2747  and  the  Board 
of  Trustees  approved  this  position. 

Resolution  #26— HMO  Regulation  Reform:  “Re- 
solved, that  MSNJ  propose  and  work  to  enact  legisla- 
tion that  would  bring  HMOs  and  similar  providers  of 
health  care  under  the  regulatory  jurisdiction  of  the 
New  Jersey  Department  of  Insurance.” 

Resolution  #26,  as  adopted  by  the  House  of 
Delegates  in  1993,  called  for  MSNJ  to  pursue 
managed  care  programs  under  the  regulatory  jurisdic- 
tion of  the  Department  of  Insurance.  The  Department 
of  Insurance  regulates  financial  practices  while  DOH 
regulates  the  service  delivery  aspect  of  managed  care. 

The  Board  of  Trustees  and  the  Council  on 
Legislation  concluded  that  it  is  better  not  to  move 
forward  on  this  resolution  for  the  following  rea- 
sons: there  is  a new  governor  in  New  Jersey  and 
at  this  point  neither  the  commissioner  of  insurance 
nor  the  commissioner  of  health  has  been  named.  The 
newly  formed  Essential  Health  Services  Commission 
has  begun  to  exert  regulatory  control  over  HMO  and 
managed  care  programs.  The  most  likely  types  of 
regulatory  controls  that  managed  care  companies 
should  function  under  are  within  the  expertise  of 
DOH  rather  than  the  New  Jersey  Department  of 
Insurance.  Current  concepts  in  federal  health  care 
reform  weigh  against  making  a change  in  the  New 
Jersey  regulatory  scheme  at  this  point. 

The  Reference  Committee  noted  that  the 
Committee  on  Legislation  recommended  no  further 
action  be  taken  on  Resolution  #26. 

House  Action:  Approved. 
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COUNCIL  ON  LEGISLATION: 
SUPPLEMENTAL  REPORT  #1 


Bessie  M.  Sullivan,  md,  Chairman 

Reference  Committee  “D” 


At  12  o’clock  noon,  Tuesday,  January  11,  1994,  the 
Senate  and  General  Assembly  met  for  organiza- 
tion of  the  First  Annual  Session  of  the  206th  New 
Jersey  State  Legislature.  As  the  Legislature  presently 
is  constituted,  the  Senate  has  a total  of  40  members 
consisting  of  24  Republicans  and  16  Democrats.  The 
Assembly  has  a total  of  80  members  consisting  of  53 
Republicans  and  27  Democrats. 

Current  Legislation 

The  Council  offers  Supplemental  Report  #1 
covering  items  dealt  with  since  the  compilation  of  its 
Annual  Report. 

Senate/Assembly  (Active) 

S-104-Rand  (D).  Requires  the  certification  of 
dialysis  technicians  by  the  New  Jersey  Board  of  Nurs- 
ing. Active  support. 

S-182-Kyrillos,  Jr.  (R).  Changes  method  for 
physician  notification  to  patients  about  blood  trans- 
fusion options.  Active  support. 

S-185/A-771-Matheussen/Catania  (R).  Re- 
moves chronic  renal  dialysis  facilities  from  the  list  of 
health  care  facilities  and  services  exempt  from  the 
certificate-of-need  requirement.  Active  opposition,  the 
certificate-of-need  process  is  totally  flawed, 
monopolistic,  and  subject  to  manipulation. 

S-190/S-205/A-340-Matheussen  ( R ) / 

McGreevey  (D)/Jones  (D).  Requires  physicians  who 
agree  to  treat  Medicare  patients  to  accept  what  the 
program  pays  without  balance  billing.  Active  opposi- 
tion, there  is  a successful  voluntary  effort  to  assure 
care  to  the  poor.  This  legislation  interferes  with  the 
constitutional  rights  of  doctors  and  patients. 

S-203-Lipman  (D).  Establishes  a demonstra- 
tion needle  and  syringe  exchange  program  through  the 
New  Jersey  Department  of  Health  (DOH).  Active 
support. 

S-254-Inverso  (R).  Exempts  hospital  basic 
primary  care  services  from  the  certificate-of-need  re- 
quirement. Active  support. 

S-279/A-1 163-Adler  (D)/Russo  (R).  Restricts 
the  availability  of  tobacco  to  persons  under  age  18. 
Active  support. 


S-280/A-675/A-1518-Adler  (D)/Derman  (R)/ 
Russo  (R).  Prohibits  smoking  in  child  care  centers. 

Active  support. 

S-283-AdSer  (D).  Requires  restaurants  to  phase 
out  smoking.  Active  support. 

S-291/A-148-Cardinale/Albohn  ( R). 
Establishes  criteria  for  punitive  damage  awards  and 
makes  a portion  payable  to  the  New  Jersey  Health 
Care  Trust  Fund.  Active  support. 

S-292/A- 1334-Card  inale/Augustine  (R). 

Establishes  standards  for  the  awarding  of  punitive 
damages  in  civil  cases.  Active  support. 

S-321-Girgenti  (D).  Requires  DOH  to  conduct 
a feasibility  study  for  re-opening  tuberculosis 
sanitariums.  Active  support. 

S-341-Gormley  (R).  Permits  HIV  testing  of 
patients  without  consent  in  certain  circumstances.  Ac- 
tive support. 

S-404/A-1548-Sinagra/Gregory-Scocchi  (R). 

Prohibits  tobacco  advertising  within  1,000  feet  of 
schools.  Active  support. 

S-405/A-1547-Sinagra/Gregory-Scocchi  (R). 
Prohibits  use  of  smokeless  tobacco  in  public  schools. 
Support  with  amendment,  to  remove  the  exemption 
regarding  the  use  of  smokeless  tobacco  as  part  of  a 
theatrical  production. 

S-419/A-1371-Inverso/Felice  (R).  Revises  de- 
finition of  hospital  revenue  cap  during  transition  year 
in  Health  Care  Reform  Act  of  1992.  Active  support. 

S-423-Cardinale  (R).  Provides  for  the  award- 
ing of  costs  and  attorney  fees  to  prevailing  defendants 
in  negligence  actions.  Active  support. 

S-554/A-670-Sinagra/Russo  (R).  Prohibits  the 
sale  of  single  cigarettes.  Active  support. 

S-590/A-346/A-1545-Sinagra/Coiburn/Gregory- 
Scocchi  (R).  Prohibits  the  advertising  of  tobacco  and 
related  products  on  certain  public  properties.  Active 
support. 

S-617/S-749/A-703-Scott/Bubba/Kelly  (R). 

Prohibits  HMOs  from  denying  provider  participation 
if  provider  meets  terms  of  contract;  requires  disclosure 
of  reasons  for  termination  of  provider.  Active  support. 

S-683/A-1034-Kosco/Solomon  (R).  Requires  all 
passengers  and  driver  to  wear  seatbelts  with  certain 
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exceptions;  permits  enforcement  of  seatbelt  law  as 
primary  action.  Active  support. 

S-763/A-716-Kyrillos/Kramer  (R).  Concerns 
the  liability  of  certain  health  care  providers  for  harm 
caused  by  certain  medical  devices.  Active  support. 

S-766/A-263-Kyrillos/Vandervalk  (R).  Re- 
quires an  affidavit  for  medical  malpractice  actions  by 
a neutral  physician  showing  that  the  care  and  treat- 
ment provided  were  unacceptable.  Active  support. 

A-105-Kavanaugh  (R).  Changes  qualifications 
for  commissioner  of  health  and  prescribes  qualifica- 
tions for  deputy  commissioner  of  health.  Active  op- 
position, because  the  health  care  needs  of  our  popula- 
tion require  that  a licensed  physician  serve  as  com- 
missioner of  health.  There  are  many  qualified  can- 
didates. It  is  not  advisable  to  dilute  the  requirements 
when  the  nation  and  New  Jersey,  in  particular,  face 
a major  public  health  crisis  caused  by  drug  addiction, 
AIDS,  and  environmental  diseases. 

A-I08-Kavanaugh  (R).  Provides  for  use  of  cer- 
tain health  care  facilities  and  appropriate  privileges 
for  licensed  psychologists.  Support  with  amendment, 
permitting  psychologists  to  provide  therapeutic 
services  to  their  patients  in  hospitals  under  certain 
circumstances. 

A-133-Mikulak  (R).  Prohibits  health  care  prac- 
titioners from  charging  Medicare  beneficiaries  more 
than  the  program  pays;  repeals  P.L.  1993,  c.250.  Active 
opposition,  there  is  a successful  voluntary  effort  to 
assure  care  to  the  poor.  This  legislation  interferes  with 
the  constitutional  rights  of  doctors  and  patients. 

A-175-Cohen  (D).  Requires  coverage  for  bone 
marrow  transplants  and  peripheral  stem  blood  cell 
transplants.  Active  support. 

A-176-Cohen  (D).  Requires  payment  for  cer- 
tain drugs  prescribed  for  cancer  treatment.  Active 
support. 

A-245-Crecco  (R).  Requires  public  school  sex 
education  and  AIDS  education  programs  to  stress 
abstinence.  Support  with  amendment,  with  the  follow- 
ing changes:  line  #16,  delete  the  word  “any”;  line 
#21,  change  “stress”  to  “include”;  delete  “scientific 
evidence”;  and  line  #30,  delete  “scientific  evidence 
about  the.” 


A-269-Vandervalk  (R).  Provides  an  open 
enrollment  period  to  hospitals  wishing  to  join  network 
established  by  health  insurer.  Active  support.  Prior 
position— A-2711— Active  support  on  July  28,  1993. 

A-272-Vandervalk  (R).  Expands  health  ben- 
efits coverage  that  may  be  offered  by  individual  and 
small  employer  carriers.  Active  support. 

A - 2 7 4- V a n d e rv  a 1 k (R).  Establishes  the  Volun- 
teer Physicians  Program  in  DOH.  Active  support. 

A-287-Heck  (R).  Establishes  the  Domestic  Vio- 
lence Resource  Center  Demonstration  Program;  ap- 
propriates $750,000.  Active  opposition. 

1.  The  Domestic  Violence  Resource  Center 
(DVRC)  concept  has  not  been  tested  for  its  effective- 
ness in  reducing  or  eliminating  an  individual’s  violent 
behavior.  Until  this  is  tested,  New  Jersey  should 
proceed  more  cautiously  by  starting  DVRCs  as  pilot 
projects  and  testing  with  independent  evaluation. 

2.  The  DVRCs  are  designed  to  become  self- 
sufficient.  If  they  do  not  become  self-sufficient,  there 
is  a real  danger  they  eventually  could  drain  funds 
currently  targeted  for  victims.  It  is  imperative  to  dis- 
cover if  they  can  operate  self-sufficiently  prior  to 
establishing  DVRCs  statewide. 

3.  This  bill  contains  no  standards  on  quality 
assurance  measures  to  ensure  that  DVRCs  are 
operated  by  and  overseen  by  experts  in  the  domestic 
violence  field. 

A-296-Haines  (R).  Classifies  interference  with 
access  to  a health  care  facility  or  physician’s  office  as 
a disorderly  person’s  offense.  Active  support. 

A-301-Bagger  (R).  Eliminates  state  rate  setting 
for  payments  by  health  service  corporations  for  health 
services  provided  by  health  care  facilities  other  than 
hospitals.  Active  support. 

A-304-Bagger  (R).  Prohibits  written  recom- 
mendations of  insurers  regarding  the  management  of 
risk  from  being  used  as  evidence  in  court  or  arbi- 
tration forum.  Active  support. 

A-341-Jones  (D).  Requires  physicians  who 
agree  to  treat  Medicare  patients  to  accept  what  the 
program  pays  without  balance  billing  for  certain 
eligible  patients.  Active  opposition,  unnecessarily 
favors  wealthy  seniors  to  the  disadvantage  of  the  mid- 
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die  class  and  the  poor  and  is  unfairly  discriminatory 
against  physicians. 

A-350-Colburn  (R).  Establishes  county  health 
planning  committees.  Active  support. 

A-353-Colburn  (R).  Requires  state  Board  of 
Medical  Examiners  (BME)  to  adopt  guidelines  for 
kidney  disease  prevention  and  treatment.  Active  op- 
position, BME  should  not  dictate  clinical  determina- 
tions. 

A-366-Felice  (R).  Designates  Bergen  Pines 
County  Hospital  as  a regional  provider  of  primary  care 
for  medically  indigent  in  Bergen  County.  Active  op- 
position, unnecessary  legislation.  All  of  the  hospitals 
in  Bergen  County  provide  outpatient  primary  care  and 
all  of  the  towns  in  the  county  have  primary  care 
physicians. 

A-428-Frelinghuysen  (R).  Eliminates  a $223 
million  annual  cap  on  hospital  capital  construction 
costs  for  1992  through  1994.  Active  support. 

A-439-Impreveduto  (D).  Requires  the  person 
being  tested  for  venereal  disease  also  to  submit  to 
testing  for  AIDS,  and  requires  applicants  for  marriage 
licenses  to  be  tested  for  AIDS.  Active  opposition, 
mandatory  HIV  testing  for  marriage  license  should 
not  be  required. 

A-516-Zecker  (R).  Requires  notice  of  com- 
mencement of  treatment  for  injuries  covered  by  PIP. 
Support  with  amendment,  changing  the  required  time 
frame  for  providing  notification  of  claims  for  medical 
expense  benefits  to  the  insurer  from  10  days  to  30 
days  following  the  commencement  of  treatment. 

A-535-Weinberg  (D).  Provides  criminal  and 
civil  penalties  for  blocking  access  to  or  failing  to 
retreat  from  certain  health  care  facilities  in  certain 
circumstances.  Active  support. 

A-540-Weinberg  (D).  Requires  certificate  of 
approval  for  home  infusion  therapy  providers.  Active 
opposition,  certificates  of  approval  are  unnecessary 
and  anti-competitive. 

A-594-Doria  (D).  Permits  choice  of  provider 
for  treatment  of  diseases  and  conditions  covered 
under  individual  health  benefits  plans.  Active  support. 

A-600-Doria  (D).  Designated  the  Com- 
prehensive Tuberculosis  Prevention  and  Control  Act 


of  1993;  appropriates  $5  million.  Support  with  amend- 
ment, to  delete  mandatory  testing  of  all  patients;  to 
not  legislate  when  and  how  to  test,  but  make  it  a 
health  regulation;  and  to  change  the  requirement  of 
annually  testing  health  care  workers  and  those 
employed  in  state  facilities. 

A-635-Garrett  (R).  Makes  various  changes  to 
the  New  Jersey  Small  Employer  Health  Benefits  Pro- 
gram. Support  with  amendment,  that  community  rat- 
ing not  be  repealed. 

A-662-Russo  (R).  Prohibits  the  advertising  of 
tobacco  products  on  billboards.  Active  support. 

A-715-Kramer  (R).  Permits  automobile  in- 
surers to  provide  PIP  medical  expense  benefits 
through  managed  care  arrangements.  Active  opposi- 
tion, this  will  restrict  access  and  free  choice  of 
providers  that  currently  are  in  the  PIP  law  to  the 
detriment  of  the  patient. 

A-751-Azzolina  (R).  Amends  the  Prevention  of 
Domestic  Violence  Act  to  include  stalking.  Active 
support. 

A-814-Farragher  (R).  Permits  any  private 
health  care  institution  to  determine  circumstances 
under  which  it  will  decline  to  withhold  or  withdraw 
life-sustaining  measures.  Active  opposition,  private 
health  care  institutions  should  not  be  permitted  to 
make  such  decisions. 

A-931-Arnone  (R).  Provides  that  BME,  rather 
than  the  Board  of  Optometrists,  will  certify  op- 
tometrists to  use  or  prescribe  certain  medications. 

Active  support. 

A-944-Derman  (R).  Permits  HIV  and  hepatitis 
B testing  of  patients  in  certain  circumstances.  Active 
support. 

A-947-Rocco  (R).  Requires  the  certification  of 
dialysis  technicians  by  the  New  Jersey  Board  of  Nurs- 
ing. Active  support. 

A-993-Russo  (R).  Prohibits  smoking  in  dining 
areas  of  restaurants  as  of  January  1,  1995.  Active 
support. 

A-998-Bagger  (R).  Eliminates  joint  and  several 
liability.  Active  support. 

A-100I/A-1270-KeIly  (R).  Raises  age  for  man- 
datory bike  helmet  use  to  17  years.  Support  with 
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amendment,  requiring  helmets  to  be  used  by  all 
bicycle  riders  regardless  of  age. 

A-1021-Zangari  (D).  Allows  employee  selec- 
tion of  physician  and  medical  services  under  workers’ 
compensation.  Active  support. 

A- 1040-Sol  onion  (R).  Requires  HIV  testing  for 
certain  sexual  offenders  prior  to  parole  hearing.  Active 
opposition,  HIV  is  a medical,  not  judicial,  problem 
and  should  not  be  used  for  parole  decisions. 

A-1041-Solomon  (R).  Provides  that  convicted 
sex  offenders  be  tested  for  AIDS  and  that  repeat 
offenders  who  knew  they  were  infected  at  the  time 
they  committed  the  offense  may  be  sentenced  to  an 
extended  term  of  imprisonment.  Active  opposition, 
this  bill  identifies  only  two  types  of  sexual  assault 
cases.  Often  sexual  assaults  are  plea  bargained  down 
to  lesser  offenses,  therefore,  many  offenders  would 
not  be  subject  to  this  law.  Additionally,  this  would  be 
the  only  mandated  disease  testing  and  would  be 
performed  at  only  one  point  in  time.  No  mandated 


test  is  required  for  other  types  of  diseases.  This  bill 
calls  for  the  test  results  to  remain  confidential,  but, 
at  the  same  time,  they  become  part  of  the  offender’s 
criminal  record. 

A-1055-Felice  (R).  Exempts  teaching  hospitals 
from  certificate-of-need  requirements  for  cardiac 
catheterization  services.  Active  support. 

A-I130-Farragher  (R).  Requires  health  care 
providers  that  bill  insurers  directly  to  send  a copy  of 
the  bill  to  the  insured.  Active  opposition,  this  serves 
very  little  purpose  and  significantly  increases  the  ad- 
ministrative cost  of  practice. 

A-1137-Mikulak  (R).  Requires  physicians  and 
dentists  who  are  infected  with  HIV  to  obtain  informed 
consent  from  their  patients  before  performing  invasive 
procedures.  Active  opposition,  unnecessary  legislation. 
Universal  precautions  have  been  demonstrated  to  ef- 
fectively prevent  the  transmission  of  HIV.  Forced 
disclosure  has  led  to  profound  discrimination  against 
HIV-positive  health  care  workers. 


Senate/Assembly  (Monitor) 

S-148/A-402-Martin  (R)/R.  Smith  (D).  Man- 
dates testing  for  lead  toxicity  as  condition  for  certain 
school,  nursery  school,  or  child  care  attendance. 

S-188-Matheussen  (R).  Designated  the  New 
Jersey  Task  Force  on  Child  Abuse  and  Neglect  Act. 

S-189-Matheussen  (R).  Regulates  physician 
practices  concerning  Medicare  patients. 

S-192-Casey  (D).  Designated  the  Hospital 
Quality  and  Accountability  Act. 

S-210/A-185-Bassano/Farragher  (R).  Allows 
insurers  to  establish  preferred  provider  arrangements. 

S-218-Codey  (D).  Requires  clinical  laboratories 
to  bill  recipients  of  services  directly. 

S-219-Codey  (D).  Establishes  a youth  suicide 
prevention  program  and  appropriates  $5  million. 

S-27I-Singer  (R).  Requires  health  insurers  to 
cover  Lyme  disease. 

S-318-Girgenti  (D).  Provides  for  establishment 
of  health  enterprise  zones. 

S-347-Lipman  (D).  Clarifies  and  broadens 
several  provisions  of  the  Prevention  of  Domestic  Vio- 


lence Act  of  1991;  appropriates  $1.5  million. 

S-354/A-206-O’Connor  (D)/Solomon  (R).  In- 
creases fees  for  medical  witnesses  in  workers’  com- 
pensation cases.  Prior  position  — S-721/A-1026— 
monitor  on  April  22,  1992. 

S-407/A-1063-Sinagra/Rocco  (R).  Establishes 
New  Jersey  Health  Services  Research  Institute. 

S-427-McGreevey  (D).  Establishes  New  Jersey 
Hospital  Rate  Regulation  Study  Commission. 

S-459/A-270-Bassano/Vandervalk  (R).  Clarifies 
hospital  patient’s  right  to  choose  private  duty  nursing. 

S-694/A-684-Bassano/Derman  (R).  Provides 
for  additional  side  emergency  exit,  aisle,  and  increased 
seating  capacity  on  certain  school  buses. 

S-696/A-213-Bassano/Solomon  (R).  Elec- 
trology  Practice  Act. 

S-767/A-260-Kyrillos/Vanderva!k  (R). 

Establishes  mandatory  arbitration  program  for  certain 
medical  malpractice  claims. 

S-817/A-1144-Ciesla  (R)/Doria  (D).  Provides 
that  chiropractic  services  must  be  provided  by  HMOs. 
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S-845/A-674-Sinagra/Derman  (R).  Provides 
that  licensed  audiologists  and  speech-language 
pathologists  are  eligible  for  reimbursement  under  cer- 
tain health  insurance  policies. 

A-179-Garcia  (D).  Provides  for  instructional 
programs  in  each  school  grade  on  prevention  of  HIV/ 
AIDS. 

A-258-Vandervalk  (R).  Provides  for  licensure 
of  hospitals  by  DOH  based  on  accreditation  by  the 
Joint  Commission  on  Accreditation  of  Health  Care 
Organizations. 

A-267-Vandervalk  (R).  Revises  the  Tort 
Claims  Act  and  related  statutes. 

A-268-Vandervalk  (R).  Makes  surrogacy  agree- 
ments unenforceable  and  penalizes  commercial  sur- 
rogacy arrangements. 

A-277-Heck  (R).  Establishes  an  Office  of  Child 
Advocacy. 

A-282-Heck  (R).  Establishes  four  regional 
diagnostic  and  treatment  centers  for  child  abuse;  ap- 
propriates $1.5  million. 

A-288-Heck  (R).  Establishes  an  Office  of  the 
Ombudsman  for  the  Disabled. 

A-336-Jones  (D).  Provides  for  the  detection 
and  treatment  of  sickle  cell  anemia  in  newborn  chil- 
dren; appropriates  $375,000. 

A-345-Colburn  (R).  Prohibits  mail  order  sales 
of  prescription  eyewear. 

A-359-Felice  (R).  Requires  DOH  to  provide 
free  vaccinations  for  serum  hepatitis  to  emergency 
volunteers. 

A-362-Felice  (R).  Provides  for  annual  increase 
in  state  supplementary  payments  to  residents  of  re- 
sidential health  care  facilities. 

A-371-Felice  (R).  Concerns  eligibility  for  in- 
dividual health  benefits  coverage. 

A-372~FeIice  (R).  Prohibits  clinical  laboratories 
and  physicians  from  charging  fees  for  services  not 
actually  rendered. 

A-386-Rooney  (R).  Requires  parental  notifica- 
tion of  abortions  performed  on  minors. 

A-422-Frelinghuysen  (R).  Establishes  13- 
member  State  Health  Benefits  Program  Advisory 
Committee;  appropriates  $50,000. 


A-425-Frelinghuysen  (R).  Lowers  the  limit  on 
liability  for  hospitals  to  $25,000. 

A-426-FreIinghuysen  (R).  Restores  certificate- 
of-need  application  fees  to  pre-July  1,  1991,  levels. 

A-451-Augustine  (R).  Permits  certain  small 
groups  to  combine  for  the  purpose  of  self-insuring  or 
purchasing  traditional  insurance  for  health  benefits. 

A-478-Pascrel!  (D).  The  Comprehensive 
School  Bus  Safety  Act. 

A-542-Weinberg  (D).  Permits  withholding  or 
withdrawal  of  life-sustaining  treatment  under  certain 
circumstances. 

A-583-Williams  (D).  Designated  the  Hospital 
Quality  and  Accountability  Act. 

A-585-Doria  (D).  Requires  hospitals  to  report 
annually  to  the  commissioner  of  health  on  monies 
received  from  private  nonprofit  entities. 

A-641-Geist  (R).  Exempts  physical  and  occupa- 
tional therapists  from  the  provisions  of  the  Orthotist 
and  Prosthetist  Licensing  Act. 

A-660-Russo  (R).  Clarifies  measurement  of  al- 
cohol concentration  in  blood  or  breath  for  drunken 
driving. 

A-661-Russo  (R).  Amends  implied  consent  law 
to  allow  for  blood  or  urine  testing  to  determine  the 
use  of  intoxicating  liquors  or  controlled  dangerous 
substances;  permits  the  use  of  portable  roadside 
breath  analyzers. 

A-704-KelIy  (R).  Prohibits  the  sale  of  fluoride 
supplements. 

A-76I-Catania  (R).  Requires  reports  of  inci- 
dents of  suspected  abuse,  neglect,  or  exploitation  of 
certain  adults. 

A-767-Catania  (R).  Requires  reporting  of 
positive  toxicology  tests  on  newborn  infants. 

A-795-Oros  (R).  Requires  the  commissioner  of 
health  to  regulate  entities  that  manage  monies  that 
are  contributed  to  fund  organ  transplants  on  behalf 
of  designated  individuals. 

A-810-Farragher  (R).  Designated  the  Lyme 
Disease  Prevention  and  Control  Act. 

A-827-Moran  (R).  Establishes  a spend-down 
eligibility  category  for  PAAD. 

A-854-Wright  (R).  Expands  the  New  Jersey 
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Essential  Health  Services  Commission  to  include  a 
registered  professional  nurse. 

A-855-Wright  (R).  Designated  the  Os- 
teoporosis Prevention  and  Education  Program  Act. 

A-1045-Felice  (R).  Requires  DOH  to  provide 
free  AZT  treatment  to  emergency  volunteers 
diagnosed  with  AIDS  or  HIV  infection. 

A-1046-Felice  (R).  Provides  that  benefits  under 
the  Pharmaceutical  Assistance  to  the  Aged  and  Dis- 
abled program  are  last  resource  benefits. 

A-1052-Felice  (R).  Permits  the  use  of  school 
buses  for  the  transportation  of  a handicapped  adult. 


A-1075-Farragher  (R).  Licenses  home  infusion 
therapy  providers. 

A-1108-McEnroe  (D).  Designated  the  Organ 
Transplant  Fund  Act. 

A-1126-Ogden  (R).  Requires  health  care 
facilities  to  notify  first  aid,  ambulance,  and  rescue 
squads  that  they  are  transporting  a patient  who  has 
AIDS  or  a contagious,  infectious,  or  communicable 
disease. 

A-1141-Gibson  (R).  Requires  physicians  to  in- 
form pregnant  women  of  the  potential  increased  risk 
of  breast  cancer  prior  to  performing  an  abortion. 


The  Reference  Committee  recommended  that  the  report  and  supplemental  report  be  filed. 

House  Action:  The  report  and  supplemental  report  were  filed. 
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Resolution  # i 


Introduced  by:  Union  County  Medical  Society 

Subject:  Insurer  Responsibility 

Referred  to:  Reference  Committee  "D" 

Whereas,  the  overwhelming  majority  of  pa- 
tients are  covered  by  health  insurance;  and 

Whereas,  most  of  these  patients  are  dependent 
on  insurance  to  pay  medical  bills;  and 

Whereas,  in  an  attempt  to  control  costs,  health 
insurers  increasingly  micro-manage  health  care  by  is- 
suing regulations  that  control  the  practice  of  medicine; 
and 

Whereas,  it  is  inevitable  that  there  will  be  con- 
flicts between  the  physician  and  the  insurer  as  to  what 
is  proper  medical  care;  now  therefore  be  it 


Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  petition  the  state  Legislature  to  enact  a law 
making  health  insurers  liable  for  the  unfortunate  con- 
sequences that  result  from  their  rules  and  regulations 
when  the  treating  physician  has  adequately  notified 
them  of  what  is  proper  care  in  a particular  case. 
be  it  further 

Resolved,  that  the  state  Legislature  be  pctitioned- 
to  enact  a law  that  “hold  harmless”  clauses  in  health 
care  insurance  be  against  public  policy. 

Fiscal  note:  Budget  neutral. 


The  Reference  Committee  recommended  that  the  second  resolved  be  deleted. 

House  Action:  The  second  resolved  was  deleted. 

The  Reference  Committee  recommended  that  Resolution  #1  be  adopted  as  amended. 

House  Action:  Resolution  #1  was  adopted  as  amended  by  the  Reference  Committee. 
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RESOLUTION  # 2 / R E S 0 L U T I 0 N #25 


RESOLUTION  #2 

Introduced  by:  Union  County  Medical  Society 

Subject:  Tort  Reform 

Referred  to:  Reference  Committee  "D" 

Whereas,  national  data  reveal  that  physicians 
have  spent  $6.5  billion  in  1992  on  malpractice  in- 
surance and,  if  defensive  costs  are  included,  the  cost 
increases  to  $20  billion;  and 

Whereas,  the  Medical  Inter-Insurance  Ex- 
change (MIIX)  has  revealed  that  over  95  percent  of 
the  malpractice  cases  filed  either  are  dropped  or  won 
by  the  physician,  and  that  it  costs  thousands  of  dollars 
to  adjudicate  even  an  obviously  frivolous  case;  and 
Whereas,  statistics  are  not  a substitute  for 
medical  judgment  and  every  citizen  does  have  the 
constitutional  right  to  sue  for  redress  of  a legitimate 
wrong  or  injury  and  for  pain  and  suffering;  now  there- 
fore be  it 


Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  seek  the  enactment  of  legislation  that 
provides  that  the  plaintiff  must  pay  the  expenses 
(court  costs,  legal  fees,  lost  wages,  etc.)  to  the  defen- 
dant when  a malpractice  case  is  dropped  or  lost;  and 
be  it  further 

Resolved,  that  a copy  of  this  resolution  be 
forwarded  to  the  American  Medical  Association  so 
that  it  may  lobby  to  introduce  and  support  the  passage 
of  a federal  law  to  accomplish  this  tort  reform. 

Fiscal  note:  Budget  neutral. 


Since  both  Resolution  #2  and  Resolution  #25  dealt  with  the  topic  of  tort  reform,  the  Reference  Committee 
combined  consideration  of  these  resolutions.  In  addition,  the  Reference  Committee  noted  that  a similar  resolution 
on  tort  reform  was  adopted  by  the  1993  House  of  Delegates. 

The  Reference  Committee  felt  that  Resolution  #25  better  addressed  the  issue.  Resolution  #2  would  be 
interpreted  as  opposing  access  of  poor  people  to  the  courts;  would  jeopardize  the  possible  tort  reform  package 
now  pending  before  the  Legislature,  judges  already  can  impose  court  costs  on  the  losing  party;  and  certificate 
of  merit  legislation,  which  we  endorse,  would  prevent  frivolous  suits. 

The  Reference  Committee  recommended  that  Resolution  #2  be  rejected. 

House  Action:  Resolution  #2  was  rejected. 
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RESOLUTION  #25 


Introduced  by: 
Subject: 
Referred  to: 


Burlington  County  Medical  Society 
Medical  Malpractice  Reform  in  New  Jersey 
Reference  Committee  "D" 


Whereas,  the  current  medical  malpractice  laws 
are  unfair  to  the  injured,  the  negligent  provider,  and 
incidental  providers;  and 

Whereas,  defensive  medicine  costs  the  state  of 
New  Jersey  and  all  payors  millions  of  dollars;  and 

Whereas,  medical  malpractice  reform  may  not 
be  incorporated  in  national  health  care  reform  in  the 
near  future;  and 

Whereas,  the  American  Medical  Association 
(AMA)  has  endorsed  the  California  reforms: 

a.  A $250,000  ceiling  on  noneconomic 
damages; 

b.  The  offset  of  collateral  sources  of  plaintiff 
compensation; 

c.  Decreasing  incremental  or  sliding  scale  at- 
torney contingency  fees; 

d.  Periodic  payment  of  future  awards  of 
damages;  and 

e.  A limitation  on  the  period  for  suspending 
the  application  of  state  statutes  of  limitation 
for  minors  to  no  more  than  six  years  after 
birth;  and 


Whereas,  the  AMA  also  supports  tort  reform 
to  achieve: 

a.  Certificate  of  merit  requirement  as  a prere- 
quisite to  filing  medical  liability  cases; 

b.  Statutory  criteria  that  outline  expert  witness 
qualifications;  and 

c.  Demonstration  projects  to  implement  poten- 
tially effective  alternative  dispute  resolution 
mechanisms;  and 

Whereas,  the  liability  crisis  affects  many  other 
groups  from  little  league  coaches  to  small  business 
owners;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  petition  the  Legislature  to  introduce  and  pass 
a medical  malpractice  and/or  tort  reform  law  this  year 
that  would  reflect  the  goals  for  tort  reform  endorsed 
by  the  AMA;  and  be  it  further 

Resolved,  that  MSNJ  join  or  form  continue  to 
support  a coalition  of  physicians,  attorneys,  business 
people,  and  other  interested  parties  for  tort  reform 
in  the  state  of  New  Jersey. 

Fiscal  note:  budget  neutral. 


Since  both  Resolution  #2  and  Resolution  #25  dealt  with  the  topic  of  tort  reform,  the  Reference  Committee 
combined  consideration  of  these  resolutions.  In  addition,  the  Reference  Committee  noted  that  a similar  resolution 
on  tort  reform  was  adopted  by  the  1993  blouse  of  Delegates. 

The  Reference  Committee  felt  that  Resolution  #25  better  addressed  the  issue.  Resolution  #2  would  be 
interpreted  as  opposing  access  of  poor  people  to  the  courts;  would  jeopardize  the  possible  tort  reform  package 
now  pending  before  the  Legislature,  judges  already  can  impose  court  costs  on  the  losing  party;  and  certificate 
of  merit  legislation,  which  we  endorse,  would  prevent  frivolous  suits. 

The  Reference  Committee  recommended  that  in  Resolution  #25,  in  the  second  resolved,  the  words  “join 
or  form”  be  deleted  and  the  words  “continue  to  support”  be  substituted. 

The  Reference  Committee  recommended  that  Resolution  #25  be  adopted  as  amended. 

House  Action:  Resolution  #25  was  adopted  as  amended  by  the  Reference  Committee  (amendments  in  italics). 
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RESOLUTION  #17 


Introduced  by:  Middlesex  County  Medical  Society 

Subject:  Public  Relations  Campaign 

Referred  to:  Reference  Committee  "D" 

Whereas,  an  individual  takes  as  much  as  10  to 
15  years  of  intense  college,  medical  school,  residency 
training,  and  many  challenging  national  examinations 
to  become  a physician;  and 

Whereas,  no  other  profession  has  such  intense 
study,  training,  and  examinations;  and 

Whereas,  a physician  many  times  has  a pa- 
tient’s life  in  his  hands  and  may  spend  sleepless  nights 
caring  for  a patient;  and 

Whereas,  the  physician  is  entitled  to  be  ap- 
propriately remunerated  for  his  services;  and 

Whereas,  the  rising  health  care  costs  are  due 
to  unnecessary  regulatory  factors  combined  with  the 
highly  litigious  environment;  and 


Whereas,  radio,  television,  and  newspapers 
have  done  extensive  programming  on  physician  ov- 
ercharging and  fraud,  portraying  and  creating  mass 
confusion  and  a poor  image  of  the  physician;  now 
therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  redouble  its  efforts  in  a public  relations  cam- 
paign to  heighten  awareness  regarding  the  many 
unique  tasks  performed  by  physicians;  and  be  it 
further 

Resolved,  that  if  MSNJ  is  unable  to  redouble  its 
efforts,  it  should  authorize  each  county  Medical  Socie- 
ty to  act  independently. 

Fiscal  note:  A $200,000  unbudgeted  expen- 
diture. 


The  Reference  Committee  noted  the  similarity  of  Resolution  #17  to  Resolution  #25  previously  adopted 
by  the  House  of  Delegates  in  1993.  In  addition,  the  Reference  Committee  felt  that  public  relations  can  best  be 
addressed  on  a physician-to-patient  level  and  by  the  county  medical  societies,  utilizing  the  resources  of  MSNJ. 
The  Reference  Committee  recommended  that  Resolution  #17  be  rejected. 

House  Action:  Resolution  #17  was  rejected. 
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RESOLUTION  # 1 9 / R E S 0 L U T I 0 N #28 


RESOLUTION  #19 


Introduced  by: 
Subject: 
Referred  to: 


Ocean  County  Medical  Society 

MSNJ  Advocation  of  "Freedom  of  Patient  Choice"  Legislation 
Reference  Committee  "D" 


Whereas,  the  expansion  of  closed  panel  health 
maintenance  organizations  (HMOs)  is  on  the  rise;  and 
Whereas,  these  HMOs  will  decrease  access  of 
patients  to  their  accustomed  physicians;  and 

Whereas,  it  is  the  intent  of  the  Clinton  Admin- 
istration to  ensure  continuance  of  care  and  access  to 
the  patient’s  customary  physician;  and 

Whereas,  bill  A-2747,  “Any  Willing  Provider” 
legislation,  currently  is  pending  in  the  New  Jersey 
Assembly;  now  therefore  be  it 

Since  both  Resolution  #19  and  Resolution  #28  dealt  with  “any  willing  provider”  legislation,  the  Reference 
Committee  combined  consideration  of  these  two  resolutions.  A detailed  list  of  suggestions  to  be  incorporated  in 
Resolution  #28  was  presented  to  the  Reference  Committee  by  the  author  of  Resolution  #28.  Although  in  principle, 
the  Reference  Committee  agreed  to  the  protocol  provided,  they  felt  it  inappropriate  for  inclusion  in  Resolution 
#28.  However,  it  was  suggested  that  it  should  be  provided  to  the  Board  of  Trustees  for  background  information. 

The  Reference  Committee  recommended  that  the  Substitute  Resolution  for  Resolution  #19  and  Resolution 
#28  be  adopted. 

House  Action:  A Substitute  Resolution  was  adopted  as  amended  by  the  House  of  Delegates  (amendments 
in  italics)  for  Resolution  #19  and  Resolution  #28. 


Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  seek  the  introduction  of  a companion  bill  to 


Fiscal  note:  Budget  neutral. 

Substitute  Resolution 

Resolved,  that  MSNJ  seek  the  enactment  of  “-afty- 
F-’  “ Freedom  of  Patient  Choice”  legisla- 
tion that  embodies  terms  of  fairness  for  patients  and 
physicians. 
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RESOLUTION  #28 

Introduced  by:  Burlington  County  Medical  Society 

Subject:  "Freedom  of  Patient  Choice"  Law  in  New  Jersey 


Referred  to:  Reference  Committee  "D" 

Whereas,  health  maintenance  organizations 
(HMOs)  arbitrarily  add  or  drop  participating 
providers  (physicians  and  hospitals)  for  purely 
economic  reasons;  and 

Whereas,  these  supposed  cost  savings  are  not 
passed  on  to  the  consumer  but  simply  used  to  offset 
losses  or  add  to  corporate  profits;  and 

Whereas,  certified  and  otherwise  equally 
qualified  providers  are  rejected  by  an  HMO  for  the 
sole  purpose  of  shifting  patients  to  a competing 
participating  provider;  and 

Whereas,  patients  are  not  given  any  voice  or 
choice  in  this  decision;  and 

Whereas,  patient  autonomy  and  choice  of 
provider  are  national  goals  of  health  reform;  and 


Whereas,  the  American  Medical  Association 
has  established  policies  regarding  managed  care  con- 
tracts; and 


Whereas,  16  states  have  passed  “any  willing 
provider”  legislation;  now  therefore  be  it 


“any  willing  provider”  legislation. 

Fiscal  note:  Budget  neutral. 

Substitute  Resolution 

Resolved,  that  MSNJ  seek  the  enactment  of  “■any- 
willing-  provider”  “Freedom  of  Patient  Choice”  legisla- 
tion that  embodies  terms  of  fairness  for  patients  and 
physicians. 


Since  both  Resolution  #19  and  Resolution  #28  dealt  with  “any  willing  provider”  legislation,  the  Reference 
Committee  combined  consideration  of  these  two  resolutions.  A detailed  list  of  suggestions  to  be  incorporated  in 
Resolution  #28  was  presented  to  the  Reference  Committee  by  the  author  of  Resolution  #28.  Although  in  principle, 
the  Reference  Committee  agreed  to  the  protocol  provided,  they  felt  it  inappropriate  for  inclusion  in  Resolution 
#28.  However,  it  was  suggested  that  it  should  be  provided  to  the  Board  of  Trustees  for  background  information. 

The  Reference  Committee  recommended  that  the  Substitute  Resolution  for  Resolution  #19  and  Resolution 
#28  be  adopted. 

House  Action:  A Substitute  Resolution  was  adopted  as  amended  by  the  House  of  Delegates  (amendments 
in  italics)  for  Resolution  #19  and  Resolution  #28. 
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resolution  #24 


Introduced  by: 
Subject: 
Referred  to: 


Ramesh  Tandon,  MD,  Delegate,  Passaic  County 
Physician  Reimbursement  for  Uncompensated  Care 
Reference  Committee  "D" 


Whereas,  hospitals  in  the  state  of  New  Jersey 
are  able  to  apply  to  state  government  for  payment  for 
uncompensated  care;  and 

Whereas,  with  the  tightening  of  fee  structures 
by  Medicare  and  various  managed  care  organizations, 
a physician’s  ability  to  shift  costs  is  increasingly 
restricted;  and 

Whereas,  the  significant  and  less  than  voluntary 
contribution  of  charity  care  by  physicians  has  been 
recognized  by  responsible  officials;  and 

Whereas,  the  demand  for  uncompensated  care 
by  the  indigent  and  uninsured  continues  to  grow;  now 
therefore  be  it 


Resolved,  that  the  Medical  Society  of  New  Jersey 
(-MSNJ)  press  the  state  of  New  Jersey  to  provide 
-immediate  relief  to  physicians  by  a process  developed 
by  MSNJ  to  reimburse  them  for  the  care  of  indigcnts 
and  uninsured. 

Fiscal  note:  Budget  neutral. 

Substitute  Resolution 

Resolved,  that  MSNJ,  in  its  endeavor  to  ensure 
continuity  of  care,  supports  the  efforts  of  the  State 
of  New  Jersey’s  Essential  Health  Services  Commission 
to  provide  immediate  relief  to  patients  and  physicians 
by  a process  of  financing  health  care  of  uninsured  and 
underinsured  patients. 


The  Reference  Committee  recommended  that  Substitute  Resolution  #24  be  adopted. 

House  Action:  Substitute  Resolution  #24  was  adopted. 


RESOLUTIONS  NOT  ACCEPTED  AS  EMERGENCY  RESOLUTIONS 


The  following  resolutions  were  not  accepted  by  the  House  of  Delegates  as  emergency  resolutions: 


Resolution  #31E:  Statewide  Universal  Document  for 
Recertification  of  Hospital  Privileges  and  Re- 
certification To  Participate  in  Various  Managed 
Care  Networks 


• Resolution  #32E:  Practice  Guidelines 

• Resolution  #33E:  Early  AMA  Billing 

• Resolution  #35E:  Truth  in  Benefits/Truth  in  Advertis- 
ing 


memorial  resolution 


James  A.  Rogers,  MD 
1914-1993 

Whereas,  our  Heavenly  Father  has  called  to  Him  His  loyal  servant,  James  A.  Rogers, 
MD;  and 

Whereas,  as  a Fellow  and  Officer  of  the  Society,  Doctor  Rogers  served  our 
membership  and  the  people  of  New  Jersey;  and 

Whereas,  Doctor  Rogers  was  a concerned  and  caring  physician,  a loving  husband 
and  father,  and  a dedicated  public  servant;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey  (MSNJ)  expresses  its  profound 
sorrow  at  the  death  of  Doctor  James  A.  Rogers,  and  extends  its  heartfelt  sympathy  to 
his  beloved  family;  and  be  it  further 

Resolved,  that  a copy  of  this  resolution,  suitably  prepared,  be  presented  to  his 
bereaved  family  wth  the  sincere  condolences  of  MSNJ. 

Received  by  the  House  of  Delegates  with  sorrowful  concurrence. 
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Offices  Filled  by  Election 


Joseph  A.  Riggs,  MD,  Chairman 


Office 

Term 

Nominee  and  County 

President-Elect 

1 year 

Louis  L.  Keeler,  MD,  Camden 

1st  Vice-President 

1 year 

Anthony  P.  Caggiano,  Jr,  MD,  Essex 

2nd  Vice-President 

1 year 

Carl  Restivo,  Jr,  MD,  Hudson 

Trustees 

1st  District 

3 years 

Stevan  Adler,  MD,  Morris 

4th  District 

3 years 

S.  Manzoor  Abidi,  MD,  Burlington 

4th  District 

3 years 

Irving  P.  Ratner,  MD,  Burlington 

5th  District 

3 years 

Shah  M.  Chaudhry,  MD,  Cape  May 

Judicial  Councilor 

3rd  District 

3 years 

Aiden  J.M.  Doyle,  MD,  Middlesex 

AMA  Delegates 

2 years 

Harry  M.  Carnes,  MD,  Camden 

2 years 

Douglas  M.  Costabile,  MD,  Union 

2 years 

Ralph  J.  Fioretti,  MD,  Bergen 

2 years 

Donald  J.  Holtzman,  MD,  Union 

2 years 

Irving  P.  Ratner,  MD,  Burlington 

2 years 

William  E.  Ryan,  MD,  Mercer 

2 years 

Robert  J.  Weierman,  MD,  Essex 

AMA  Alternate  Delegates 

1 year 

*Fred  M.  Palace,  MD 

2 years 

Angelo  S.  Agro,  MD,  Camden 

2 years 

Joel  S.  Cherashore,  MD,  Essex 

2 years 

Walter  J.  Kahn,  MD,  Monmouth 

2 years 

A.  Ralph  Kristeller,  MD,  Union 

2 years 

Carl  Restivo,  Jr,  MD,  Hudson 

Administrative  Councils 

2 years 

John  W.  Spurlock,  MD,  Hunterdon 

Legislation 

1st  District 

2 years 

Alan  J.  Lippman,  MD,  Essex 

2nd  District 

2 years 

Paul  V.  Cavalli,  MD,  Hudson 

3rd  District 

2 years 

R.  Prasad  Gupta,  MD,  Mercer 

4th  District 

2 years 

Mary  F.  Campagnolo,  MD,  Burlington 

Medical  Services 

1st  District 

2 years 

Robert  H.  Stackpole,  MD,  Union 

2nd  District 

2 years 

Frederic  E.  Wien,  MD,  Passaic 

3rd  District 

2 years 

Ismail  Kazem,  MD,  Mercer 

4th  District 

2 years 

Joseph  W.  Sokolowski,  Jr,  MD,  Camden 

Tr  8 


Elected  to  fill  the  unexpired  term  of  Douglas  M.  Costabile,  MD,  who  was  elected  AMA  delegate. 


Mental  Health 


1st  District 

2 years 

Rose  P.  Prystowsky,  MD,  Essex 

2nd  District 

2 years 

Nancy  L.  Mueller,  MD,  Bergen 

4th  District 

2 years 

James  P.  O’Neill,  MD,  Monmouth 

5th  District 

2 years 

Kelly  M.  Reid,  MD,  Atlantic 

Public  Health 

1st  District 

2 years 

Anthony  J.  Tarasenko,  MD,  Union 

2nd  District 

2 years 

John  P.  Mu  dry.  MD,  Bergen 

3rd  District 

2 years 

Anthony  J.  Ricketti,  MD,  Mercer 

4th  District 

2 years 

J.  Mark  Meredith,  MD,  Burlington 

6th  Member 

1 year 

t Lorraine  A.  Sims,  MD 

Public  Relations 

1st  District 

2 years 

Anthony  Del  Gaizo,  MD,  Essex 

2nd  District 

1 year 

^Joseph  R.  Friedlander,  MD,  Bergen 

3rd  District 

2 years 

Ismail  Kazem,  MD,  Mercer 

4th  District 

2 years 

Aram  M.  Sarajian,  MD,  Ocean 

6th  Member 

2 years 

Paul  M.  DiLorenzo,  MD,  Monmouth 

Standing  Committees 

Annual  Meeting 

2 years 
2 years 

Edwin  M.  Trayner,  MD,  Bergen 
Jeffrey  M.  Solomon,  MD,  Cumberland 

Finance  and  Budget 

2 years 
2 years 

Louis  G.  Fares,  II,  MD,  Mercer 
William  L.  Diehl,  MD,  Morris 

Medical  Education 

2 years 
2 years 

Anthony  P.  DeSpirito,  MD,  Monmouth 
Richard  S.  Rhee,  MD,  Monmouth 

Membership  Services 

2 years 
2 years 

George  H.  Hansen,  MD,  Mercer 
Yale  C.  Shulman,  MD,  Hudson 

Publication 

2 years 
2 years 

M.  Arif  Hashmi,  MD,  Camden 
Sandra  S.  Valdez,  MD,  Hudson 

fElected  to  fill  the  vacancy  created  by  the  resignation  of  Donald  T.  Allegra,  MD,  of  Morris  County. 
^Elected  to  fill  the  unexpired  term  of  Richard  A.  D’Amico,  MD,  of  Bergen  County,  who  resigned. 
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MSNJ  NEWSLETTER 


FEDERAL  AGENCY  OFFERS  24-HOUR  CONSUMER  FAX  LINE 


Free  information  about  treat- 
ment options  for  certain  con- 
ditions now  is  available  to  the 
public  through  a 24-hour  FAX 
line  set  up  by  the  Agency  for 
Health  Care  Policy  and  Research 
(AHCPR).  Other  information  of- 
fered includes  the  agency’s 
clinical  guidelines,  outcomes  re- 
search summaries,  grant  an- 
nouncements, and  press  releases. 
To  access  the  service,  FAX 


OPINION  MAKING  AND  MANAGED  CARE 


New  Jersey  news  media  are  be- 
ginning to  present  concerns  about 
managed  care  expressed  by 
friends  of  the  Medical  Society  of 
New  Jersey  (MSNJ).  These 
writers  are  critical  of  the  emerg- 
ing control  over  the  health  care 
system  being  exerted  by  managed 
care  companies  in  the  name  of 
cost  containment. 

Writing  in  the  Bergen  Record, 
for  example,  consultant  David  L. 
Knowlton  warns:  “Clearly,  all  of 
the  incentives  are  directed  toward 
rewarding  the  primary  physician 
case  manager  for  making  care  less 
available  to  the  patients.” 

Suggests  Mr.  Knowlton:  "A 
better  system  would  put  doctors 
in  control  and  make  them  share- 
holders in  entities  responsible  for 
all  a patient  s care,  from  routine 
physicals  to  critical  surgery.  The 
doctors’  organization  could  be 
paid  a flat  fee  for  each  patient,  as 
in  the  HMO  model,  but  would 
grant  doctors  freedom  to  use  their 
best  clinical  judgment  in  prescrib- 
ing care.” 

Mr.  Knowlton  asserts,  incen- 
tives would  be  “redirected  to  re- 
ward physicians  and  other  health 
care  providers  in  an  accountable 
system  for  keeping  us  well. 

Attorney  Paul  W.  Armstrong, 
former  chairman  of  the  state’s 
bioethics  commission  and  the 
governor’s  AIDS  council,  and 


machine  users  may  dial  301/ 
594-2800-1  and  then  press  the 
“Start”  button.  The  agency’s  In- 
stantFax  will  respond  with  in- 
structions and  a list  of  available 
publications. 

Publications  that  exceed  20 
pages  in  length  are  available  from 
the  agency’s  Publications  Clear- 
inghouse, at  800/358-9295.  All 
AHCPR  publications  are  offered 
free  of  charge. 


MSNJ  staff  member  Neil  Weis- 
feld  have  authored  a piece  that 
has  appeared  in  Governor  Whit- 
man’s hometown  newspaper,  and 
others. 

Declares  Mr.  Armstrong:  “Pa- 
tients must  have  the  right  to 
choose  their  own  physicians.” 

Mr.  Armstrong  also  cautions 
that  “patients  in  New  Jersey  are 
now  at  risk  of  losing  reimburse- 
ments for  many  traditional 
aspects  of  health  care.”  He 
describes  efforts  by  the  Small 
Employer  Health  Program  Board 
to  avoid  reimbursement  for  in- 
dividualized combinations  of  pain 
medications  for  cancer  patients. 

In  addition,  says  Mr.  Arm- 
strong, the  state’s  Individual 
Health  Coverage  Program  Board 
has  attempted  to  stop  reimburse- 
ment of  patients  who  decline 
their  physician’s  course  of  treat- 
ment— a clear  encroachment  on 
patient  freedom  and  the  physi- 
cian-patient relationship. 

“These  undemocratic  deci- 
sions,” Mr.  Armstrong  states,  “are 
often  reached  with  only  minimal 
input  from  noninsurers,  and  the 
dialogue  has  unhappily  been 
marked  by  incivility  toward  the 
many  important  voices  currently 
excluded  from  the  table.” 

MSNJ  is  seeking  to  include  a 
practicing  physician  on  both  of 
these  new  insurance  boards. 


MEDICARE  TRANSACTION  SYSTEM 


The  Health  Care  Financing 
Administration  (HCFA)  has  un- 
dertaken a six-year,  $19  million 
project  that  will  revolutionize  the 
processing  of  Medicare  health 
claims  in  the  United  States.  The 
project,  called  the  Medicare 
Transaction  System  (MTS)  will 
use  the  most  advanced  computer 
technology  available  to  process 
more  than  one  billion  Medicare 
claims  by  the  year  2000. 

The  project  will  consolidate 
in  one  system  the  automated 
claims  processing  functions  cur- 
rently performed  by  79  contrac- 
tors using  14  claims  processing 
systems  to  process  Medicare 
claims  at  62  sites  around  the 
country.  With  this  advanced  tech- 
nology, Medicare,  the  nations 
largest  health  insurer,  will  remain 
in  the  forefront  of  the  health  care 
industry.  Legislative  and  policy 
changes  will  be  implemented 
more  accurately  and  reliably.  And 
the  simplicity  of  having  a single 
uniform  claims  processing  system 
is  expected  to  save  as  much  as 
$200  million  per  year  in  adminis- 
trative costs.  Another  advantage 
of  the  system  will  be  the  avail- 
ability of  better  data  for  re- 
searchers studying  program 
trends  in  health  services  delivery 
and  other  areas,  since  records  of 
all  Medicare  patient  services, 
whether  Part  A or  Part  B,  will  be 
integrated  at  one  location. 

MTS  especially  will  be  impor- 
tant in  providing  for  more  consis- 
tent Medicare  payment  policies. 
The  consolidation  of  Medicare 
claims  processing  in  a national 
system  will  move  the  program 
closer  to  achieving  a longstanding 


goal:  more  uniform  application  of 
coverage  and  payment  policies. 
Currently,  those  policies  are  sub- 
ject to  some  variation  because  of 
the  different  features  embodied  in  i 
the  14  systems  now  in  use. 

Beneficiaries  can  expect  to  see 
improved  services  from  better  co- 
ordination of  benefits,  and  the 
sharing  of  information  among 
different  insurers,  including 
Medigap  carriers.  Service  will  be 
improved  because  of  the  com- 
prehensive information  in  the 
database  and  as  a result  of  freed- 
up  resources  being  redirected  to- 
ward better  customer  service. 

Physicians  will  benefit  from  the 
new  system  in  several  ways.  MTS’ 
consolidated  data  and  processing 
will  make  it  easy  for  physicians’ 
offices  to  use  a personal  computer 
to  access  up-to-date  information 
on  Medicare  eligibility  at  the 
point  of  service.  And  other  in- 
formation in  MTS  could  be 
shared  at  the  same  time,  such  as 
HMO  enrollment  and  supple- 
mentary insurance  coverage.  Of 
course,  the  privacy  of  patient  in- 
formation will  be  protected.  In 
time,  the  system  will  be  capable 
of  paying  physicians  through 
direct  electronic  bank  transfers, 
and  automatically  submitting 
claims  to  supplemental  insurers. 

The  design  and  development 
contract  for  MTS  was  awarded  to 
GTE  Government  Systems  Corp. 
of  Chantilly,  Virginia.  Under  the 
terms  of  the  contract,  MTS  is  to 
begin  partial  operation  in  1997 
with  completion  by  late  1998.  The 
new  system  will  be  government- 
owned,  but  will  be  operated  by 
private  companies  under  contract. 
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COUNTY  AND  SPECIALTY  SOCIETIES,  ACADEMY  OF  MEDICINE  OF 
NEW  JERSEY,  MSNJ  AUXILIARY,  AND  AMA  DELEGATION 
ATTENDANCE  AT  MEETINGS  OF  THE  HOARD  OF  TRUSTEES 

January  1994-May  1994 


Atlantic  County 

April  30  Alan  S.  Friedman,  MD,  president 


Bergen  County 

January  16 

February  20 
March  20 


April  10 
April  30 


Andrew  Kunish,  MD,  president 
Charles  M.  Moss,  MD 
Charles  M.  Moss,  MD 
Andrew  Kunish,  MD,  president 
Henry  D.  Rosin,  MD 
Joan  M.  Basic,  CAE, 
executive  director 
Charles  M.  Moss,  MD 
Matis  A.  Fermaglich,  MD 
Joan  M.  Basic,  CAE, 
executive  director 


Burlington  County 

January  16  Edwin  W.  Messey,  MD 
February  20  Mary  F.  Campagnolo,  MD,  president 
Edwin  W.  Messey,  MD 
March  20  Edwin  W.  Messey,  MD 
April  10  Mary  F.  Campagnolo,  MD,  president 
Edwin  W.  Messey,  MD 

Camden  County 

January  16  Robert  B.  Hill,  MD 

Joseph  H.  Reichman,  MD 
Joseph  W.  Sokolowski,  Jr,  MD 
February  20  Emmons  G.  Paine,  MD, 
president-elect 

March  20  Emmons  G.  Paine,  MD, 
president-elect 

Joseph  W.  Sokolowski,  Jr,  MD 
April  10  Emmons  G.  Paine,  MD, 
president-elect 

Joseph  W.  Sokolowski,  Jr,  MD 
April  30  Emmons  G.  Paine,  MD, 
president-elect 

Cumberland  County 

February  20  John  J.  Pastore,  MD 


Essex  County 
January  16 

February  20 

March  20 


April  10 
May  4 


Daniel  D.  Manzi,  MD,  president 
Anita  Falla,  MD,  president-elect 
Daniel  D.  Manzi,  MD,  president 
Anita  Falla,  MD,  president-elect 
Daniel  D.  Manzi,  MD,  president 
Anita  Falla,  MD,  president-elect 
Anthony  Del  Gaizo,  MD 
Anita  Falla,  MD,  president-elect 
Herman  M.  Robinson,  MD 
Arthur  R.  Ellenberger, 
executive  director 


Hudson  County 

April  10  Charles  L.  Cunniff,  MD 

April  30  Charles  L.  Cunniff,  MD 

Richard  A.  Williams,  MD 


Mercer  County 
January  16 


February  20 


March  20 


April  10 


April  30 


Louis  G.  Fares,  MD 
Karl  T.  Franzoni,  MD 
Gabriel  F.  Sciallis,  MD 
Linda  L.  McGhee,  executive  director 
Ismail  Kazem,  MD,  president 
Louis  G.  Fares,  MD 
Gabriel  F.  Sciallis,  MD 
Ismail  Kazem,  MD,  president 
Louis  G.  Fares,  II,  MD, 
president-elect 
Louis  G.  Fares,  MD 
Karl  T.  Franzoni,  MD 
Rajendra  Prasad  Gupta,  MD 
Gabriel  F.  Sciallis,  MD 
Linda  L.  McGhee,  executive  director 
Louis  G.  Fares,  II,  MD, 
president-elect 
Louis  G.  Fares,  MD 
Karl  T.  Franzoni,  MD 
Gabriel  F.  Sciallis,  MD 
Linda  L.  McGhee,  executive  director 
Ismail  Kazem,  MD,  past-president 
Louis  G.  Fares,  MD 
Karl  T.  Franzoni,  MD 


Middlesex  County 


January  16 

February  20 

March  20 
April  10 

April  30 


Stephen  F.  Konigsberg,  MD, 
president 

Stephen  F.  Konigsberg,  MD, 
president 

Lawrence  D.  Frenkel,  MD 

Stephen  F.  Konigsberg,  MD, 
president 

Mary  Alice  Bruno,  executive  director 


Monmouth  County 


January  16 

February  20 
April  10 
April  30 

Morris  County 
January  16 


February  20 


Richard  S.  Rhee,  MD,  president 
Anthony  Degennaro,  MD 
Richard  S.  Rhee,  MD,  president 
Michael  J.  Doyle,  MD 
Patricia  Klemm,  executive  director 
Mary  Kirwan 

Stephen  P.  Lasser,  MD, 
president-elect 
Rudolf  E.  Schwaeble,  MD 
Rudolf  E.  Schwaeble,  MD 
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March  20 

Leigh  S.  Ende,  MD,  treasurer 
Rudolf  E.  Schwaeble,  MD 

April  10 

Leigh  S.  Ende,  MD,  treasurer 
Arganey  L.  Lucas,  Jr,  MD 

April  30 

Nicholas  A.  Bertha,  MD 
Leigh  S.  Ende,  MD,  treasurer 
Rudolf  E.  Schwaeble,  MD 
Andrea  Donelan,  executive  director 

Ocean  County 

February  20 

Lorraine  M.  Holzsager, 
executive  director 

April  30 

Lorraine  M.  Holzsager, 
executive  director 

Passaic  County 

January  16 

Frederic  E.  Wien,  MD,  secretary 
Michael  H.  Bernstein,  MD 
Joel  W.  Rosenberg,  MD 

February  20 

Michael  H.  Bernstein,  MD 

March  20 

Michael  H.  Bernstein,  MD 

April  10 

Michael  H.  Bernstein,  MD 

April  30 

Michael  H.  Bernstein,  MD 

May  4 

Michael  H.  Bernstein,  MD 

Salem  County 

January  16 

John  S.  Madara,  MD 

March  20 

John  S.  Madara,  MD 

April  10 

John  S.  Madara,  MD 

April  30 

John  S.  Madara,  MD 

May  4 

John  S.  Madara,  MD 

Somerset  County 

January  16 

Paul  J.  Hirsch,  MD 

February  20 

Paul  J.  Hirsch,  MD 

March  20 

Paul  J.  Hirsch,  MD 

April  10 

Paul  J.  Hirsch,  MD 

April  30 

Paul  J.  Hirsch,  MD 

Sussex  County 

March  20 

Bartholomew  R.  D’Ascoli,  MD 

Union  County 

January  16 

Richard  J.  Bukosky,  MD,  president 

Henry  J.  Mineur,  MD 

Irene  Rosenthal,  executive  director 

February  20 

Richard  J.  Bukosky,  MD,  president 
Henry  J.  Mineur,  MD 
Bessie  M.  Sullivan,  MD 
Irene  Rosenthal,  executive  director 

March  20 

Richard  J.  Bukosky,  MD,  president 

Andrew  Coronato,  MD 

Henry  J.  Mineur,  MD 

Franklin  A.  Morrow,  MD 

Bessie  M.  Sullivan,  MD 

Irene  Rosenthal,  executive  director 

April  10 

Richard  J.  Bukosky,  MD,  president 
Henry  J.  Mineur,  MD 
Franklin  A.  Morrow,  MD 
Irene  Rosenthal,  executive  director 

April  30 

Richard  J.  Bukosky,  MD,  president 

Alexander  D.  Kovacs,  MD 
Henry  J.  Mineur,  MD 
Bernardo  Toro-Echague,  MD 
Irene  Rosenthal,  executive  director 
May  4 Richard  J.  Bukosky,  MD,  president 

Richard  H.  Sharrett,  MD 
Bessie  M.  Sullivan,  MD 
Irene  Rosenthal,  executive  director 
Olga  DiPiero 

Warren  County 

January  16  Robert  C.  Emery,  MD,  president 

February  20  Robert  C.  Emery,  MD,  president 

March  20  Robert  C.  Emery,  MD,  president 

April  10  Robert  C.  Emery,  MD,  president 

Dermatological  Society  of  New  Jersey 
March  20  Henriette  E.  Abel,  MD 

April  10  Henriette  E.  Abel,  MD 

April  30  Henriette  E.  Abel,  MD 

Electrodiagnostic  Medicine  Association  of  New  Jersey 
April  30  Kutumba  S.  Pitta,  MD 

New  Jersey  Chapter,  American  College  of  Emergency 

Physicians 

February  20  Christopher  J.  Minas,  MD 
March  20  Christopher  J.  Minas,  MD 
April  10  Christopher  J.  Minas,  MD 


New  Jersey  Psychiatric  Association 
January  16  Bertram  Warren,  MD,  president 
February  20  Linda  G.  Gochfeld,  MD 
March  20  Bertram  Warren,  MD,  president 
Linda  G.  Gochfeld,  MD 
April  10  Linda  G.  Gochfeld,  MD 

April  30  Linda  G.  Gochfeld,  MD 


Academy  of  Medicine  of  New  Jersey 

January  16  Ronnie  Davidson,  EdD,  director/ 

Research  & Education 
February  20  Sherman  Garrison,  MD 

Charles  Heitzmann, 
executive  director 
March  20  Charles  Heitzmann, 

executive  director 
Ronnie  Davidson,  EdD,  director/ 
Research  & Education 

May  4 Ronnie  Davidson,  EdD,  director/ 

Research  & Education 


Medical  Society  of  New  Jersey  Auxiliary 


January  16 

February  20 
March  20 

April  10 

April  30 


May  4 


Joan  M.  Gering,  president 
Jane  Lorber,  fellowette 
Dorothy  Espinola,  president-elect 
Dorothy  Espinola,  president-elect 
Jane  Lorber,  fellowette 
Joan  M.  Gering,  president 
Dorothy  Espinola,  president-elect 
Joan  M.  Gering,  president 
Dorothy  Espinola,  president-elect 
Edith  Tortora  Micale,  RP 
Dorothy  Espinola,  president-elect 
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AMA  Delegation 
AMA  Delegates 

January  16  Harry  M.  Carnes,  MD 
Ralph  J.  Fioretti,  MD 
Joseph  N.  Micale,  MD 
Irving  P.  Ratner,  MD 
William  E.  Ryan,  MD 
Edward  A.  Schauer,  MD 
Robert  J.  Weierman,  MD 
February  20  Harry  M.  Carnes,  MD 

Donald  J.  Holtzman,  MD 
Joseph  N.  Micale,  MD 
Irving  P.  Ratner,  MD 
William  E.  Ryan,  MD 
Edward  A.  Schauer,  MD 
Robert  J.  Weierman,  MD 
March  20  Harry  M.  Carnes,  MD 
Ralph  J.  Fioretti,  MD 
Donald  J.  Holtzman,  MD 
Joseph  N.  Micale,  MD 
Irving  P.  Ratner,  MD 
Joseph  A.  Riggs,  MD 
William  E.  Ryan,  MD 
Robert  H.  Stackpole,  MD 
Robert  J.  Weierman,  MD 
April  10  Harry  M.  Carnes,  MD 
Joseph  N.  Micale,  MD 
Joseph  A.  Riggs,  MD 
William  E.  Ryan,  MD 
Edward  A.  Schauer,  MD 
Robert  H.  Stackpole,  MD 
Robert  J.  Weierman,  MD 
April  30  Harry  M.  Carnes,  MD 
Ralph  J.  Fioretti,  MD 
Donald  J.  Holtzman,  MD 
Joseph  N.  Micale,  MD 
Irving  P.  Ratner,  MD 
William  E.  Ryan,  MD 
Edward  A.  Schauer,  MD 
Robert  H.  Stackpole,  MD 
May  4 Harry  M.  Carnes,  MD 

Donald  J.  Holtzman,  MD 
William  E.  Ryan,  MD 
Edward  A.  Schauer,  MD 

AMA  Alternate  Delegates 
January  16  Douglas  M.  Costabile,  MD 
Leticia  V.  DeCastro,  MD 


George  T.  Hare,  MD 
Walter  J.  Kahn,  MD 
A.  Ralph  Kristeller,  MD 
Mark  T.  Olesnicky,  MD 
Carl  Restivo,  Jr,  MD 
February  20  Angelo  S.  Agro,  MD 

Douglas  M.  Costabile,  MD 
Leticia  V.  DeCastro,  MD 
George  T.  Hare,  MD 
Walter  J.  Kahn,  MD 
A.  Ralph  Kristeller,  MD 
Mark  T.  Olesnicky,  MD 
Carl  Restivo,  Jr,  MD 
March  20  Angelo  S.  Agro,  MD 

Joel  S.  Cherashore,  MD 
Douglas  M.  Costabile,  MD 
Leticia  V.  DeCastro,  MD 
George  T.  Hare,  MD 
Walter  J.  Kahn,  MD 
A.  Ralph  Kristeller,  MD 
Mark  T.  Olesnicky,  MD 
April  10  Angelo  S.  Agro,  MD 

Joel  S.  Cherashore,  MD 
Douglas  M.  Costabile,  MD 
George  T.  Hare,  MD 
Walter  J.  Kahn,  MD 
Patricia  G.  Klein,  MD 
A.  Ralph  Kristeller,  MD 
Mark  T.  Olesnicky,  MD 
Carl  Restivo,  Jr,  MD 
April  30  Angelo  S.  Agro,  MD 

Joel  S.  Cherashore,  MD 
Douglas  M.  Costabile,  MD 
George  T.  Hare,  MD 
Walter  J.  Kahn,  MD 
Patricia  G.  Klein,  MD 
A.  Ralph  Kristeller,  MD 
MarkT.  Olesnicky,  MD 
Carl  Restivo,  Jr,  MD 
May  4 Angelo  S.  Agro,  MD 

Joel  S.  Cherashore,  MD 
Douglas  M.  Costabile,  MD 
Leticia  V.  DeCastro,  MD 
George  T.  Hare,  MD 
Walter  J.  Kahn,  MD 
Patricia  G.  Klein,  MD 
A.  Ralph  Kristeller,  MD 
Mark  T.  Olesnicky,  MD 
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MANAGED 

OttFi/Sjon] 


We  can  help 


Now  is  the  time  for  you  to  solidify  contracts  with 
managed  care  organizations  that  can  direct  patients 
to  your  office  - HMOs,  PPOs,  TPAs,  self-insured 
companies  and  others. 

MedHealth  Management  Corporation  maintains  a 
complete  database  of  managed  healthcare 
companies  licensed  to  operate  in  New  Jersey.  Our 
experienced  team  can  handle  all  of  your  contracting 
needs  including  identifying  appropriate 
opportunities  and  negotiating  reimbursement. 

This  service  is  available  to  individual  and  group 
practices  as  well  as  specialty  centers. 

MedHealth  Management  Corporation 

21 1 Essex  Street,  Suite  304 

Hackensack,  NJ  07601  (201)342-9155 


TOT  A 
CPA 


YD  uR  | 
IfAMT 


Accounting  is  the  business 
language.  A CPA  is  the  team 
member  who  interprets  that 
language. 


DENNIS  M.  NAJJAR,  CFP 

Certified  Public  Accountant 

50  Mt.  Prospect  Aye. 
Clifton,  NJ  07013 
(201)  779-5005 


3 

Supersonic 
patient  charts 


No  sorting  through  stacks  of  paper. 
No  rewriting  medical  histories  when 
doing  a consultation  or  a hospital 
admission.  No  scrambling  to 
respond  to  a payer’s  request  for 
supporting  documentation. 

SmartClinic. 

Patient  information  collection  and 
reporting  software  for  group  practice 
and  managed  care  settings. 

Call  1-800-66-BERDY  for  a 
free  demo  diskette. 


Bringing  New  Tectaotegy  to  Traditional  Medicine. 


365  West  Passaic  Street,  Rochelle  Park,  NJ  07662 
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PROFESSIONAL  LIABILITY 


HOSPITAL  PRIVILEGES 


Evolution  of  economic  creden- 
tialing.  In  a recent  article  in  a 
quality  of  care  journal,  a national- 
ly prominent  health  law  professor 
describes  hospital  economic  cre- 
dentialing  of  physicians  as  a 
precursor  of  more  widespread 
evaluation  processes  linking 
quality  to  resource  utilization. 

“The  line  between  quality  and 
business  considerations  . . . may 
become  blurred,  writes  Nathan 
Hershey,  as  the  hospital  creden- 
tialing  process  is  “superseded  in 
importance”  by  the  creation  of 
provider  networks  based  on  quali- 
ty and  resource  indicators. 

Mr.  Hershey  notes  the  opposi- 
tion of  the  American  Medical  As- 
sociation (AMA)  and  other  physi- 
cian organizations  to  economic 
credentialing,  which  the  AMA  de- 
fines as  “the  use  of  economic 
criteria  not  related  to  quality  to 
determine  an  individual  physi- 
cian’s qualifications  for  the  grant- 
ing or  renewal  of  medical  staff 
membership  or  privileges. 

And,  he  agrees  that  such 
criteria  should  “play  no  part”  in 


straight  credentialing  decisions. 
But,  he  asserts  that  hospitals, 
physician-hospital  organizations, 
and  physician  managed  care  en- 
tities must  consider  resource  utili- 
zation when  deciding  which 
physicians  to  include  in  contracts 
with  cost-conscious  payers. 

From  a legal  perspective,  the 
writer  also  finds  strong  prece- 
dents for  hospital  use  of  economic 
criteria  in  selecting  physicians. 
Exclusive  contracting  with  physi- 
cian groups  and  individual  physi- 
cians has  been  based  largely  on 
economic  criteria  and  has  with- 
stood “almost  countless  court 
challenges,  observes  Mr. 
Hershey. 

Confidentiality  in  peer  review. 

Several  suggestions  for  maintain- 
ing confidentiality  in  peer  review 
have  been  put  forward  by  the 
Hospital  Law  Newsletter.  Falling 
into  the  wrong  hands,  such 
material  can  encourage  or  ex- 
acerbate malpractice  litigation 
against  the  hospital  and  physi- 
cians, the  newsletter  observes. 
The  suggestions  include: 


MALPRACTICE  POLICY  DEVELOPMENTS 


Congress  considers  change.  As 
congressional  action — or  inac- 
tion—on  health  system  reform 
advances  to  what  eventually  will 
be  seen  as  its  inevitable  con- 
clusion, malpractice  reform  still  is 
visible  on  the  congressional  radar 
screen. 

At  a hearing  before  the  exceed- 
ingly influential  Senate  Finance 
Committee,  for  example,  repre- 
sentatives of  the  reform-minded 
Health  Care  Liability  Alliance 
(HCLA)  clashed  with  spokes- 
persons for  the  American  Bar  As- 
sociation. 

HCLA,  which  includes  the 
AMA,  supports  the  California 
Medical  Injury  Compensation  Re- 
form Act  (MICRA)  measures, 


especially  a cap  on  noneconomic 
damages  and  a sliding  scale  of 
contingent  fees  for  plaintiffs 
lawyers. 

Along  with  minority  Finance 
Committee  member  John  Chafee, 
the  Rhode  Island  Republican, 
HCLA  also  endorses  several  other 
approaches:  application  of  liability 
provisions  to  all  potential  defen- 
dants; ending  joint  and  several 
liability  to  hold  defendants 
responsible  only  for  the  propor- 
tion of  injury  that  they  caused; 
allowing  collateral  source  pay- 
ments to  prevent  double  re- 
covery; and  setting  an  absolute 
three-year  endpoint  for  the 
statute  of  limitations. 

American  College  of  Physicians 


1.  Minutes  of  peer  review 
committee  meetings  should  be 
distributed  only  at  meetings 
where  the  minutes  themselves  are 
reviewed.  United  States  mail, 
hospital  mail,  and  inter-office 
communication  should  be 
avoided. 

2.  Copies  of  distributed  peer 
review  material  should  be 
numbered,  collected  at  the  con- 
clusion of  meetings  where  the 
copies  are  distributed,  and 
carefully  discarded  outside  of  the 
meeting  room. 

3.  Documents  that  are  pro- 
tected by  legislation  conferring 
immunity  on  peer  review  agents 
should  be  so  marked. 

The  importance  of  these  sug- 
gestions is  evinced  by  a case  re- 
ported earlier  this  year  by  the 
Citation.  The  Kentucky  Supreme 
Court  refused  to  order  a trial 
court  to  shield  from  plaintiff  s 
discovery  the  peer  review  records 
of  a hospital  where  a surgeon  per- 
formed a cholecystectomy.  Multi- 
ple serious  complications  alleged- 
ly resulted  from  the  surgery. 


President  Clifton  R.  Cleveland, 
MD,  told  the  panel  that  physi- 
cians are  in  the  “catch  22”  situa- 
tion of  being  forced  by  third-party 
payers  to  perform  fewer  services 
while  being  compelled  by 
malpractice  concerns  to  do 
everything  they  can  for  the  pa- 
tient. 

By  contrast,  the  Public  Citizen 
Congress  Watch  issued  a media 
release  calling  the  debate  on 
malpractice  reform  “misguided. 
The  organization,  founded  by 
Ralph  Nader,  said  that  the  debate 
“should  be  refocused  to  address 
the  epidemic  of  death  and  injury 
caused  by  the  incompetent  prac- 
tice of  medicine.” 

The  original  Health  Security 
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Act  proposed  by  President  and 
Mrs.  Clinton  would  encourage 
use  of  clinical  practice  guidelines 
to  resolve  malpractice  claims.  The 
reform  legislation  also  would  re- 
quire a certificate  of  merit  in 
malpractice  cases  and  would  ex- 
plore the  concept  of  enterprise 
liability,  in  which  hospitals  and 
other  large  entities  would  be  held 
responsible  for  the  negligence  of 
physicians.  HCLA  opposes 
enterprise  liability,  which  could 
reduce  physician  autonomy. 

Legislator  linked  to  lawsuits. 
State  Senator  Gerald  Cardinale, 
DDS,  of  Bergen  County,  has  had 


MALPRACTICE  AND  OTHER 


Suing  HMOs.  In  a case  arising 
in  Pennsylvania  and  involving 
U.S.  Healthcare,  a federal  district 
court  judge  has  ruled  that  health 
maintenance  organizations 
(HMOs)  are  protected  from 
malpractice  suits  for  negligent 
selection  of  physicians. 

The  grounds  for  the  protection 
rest  in  the  pervasive  Employee 
Retirement  Income  and  Security 
Act  (ERISA),  which  federally  pre- 
empts all  claims  relating  to  ben- 
efit plans.  Cases  that  turn  on 


to  face  down  accusations  of  being 
double-visaged  as  a result  of  a 
lead  story  in  a recent  issue  of  the 
New  Jersey  Law  Journal.  In  the 
article,  writer  Tim  O’Brien 
describes  Senator  Cardinale’s 
competing  roles  as  pro-malprac- 
tice reform  chairman  of  the 
Senate  Commerce  Committee 
and  plaintiff  ’s  expert  witness  in 
malpractice  cases. 

Among  other  ironic  twists  re- 
lated by  Mr.  O Brien  is  the  identi- 
ty of  the  plaintiff  s counsel  in  the 
malpractice  cases  in  which  the 
senator  is  serving  as  a highly  paid 
expert.  The  cases  are  being  han- 


CASES 


whether  a physician  is  an  agent 
of  an  HMO  relate  to  benefit  plans 
that  purport  to  offer  high-quality 
care,  the  judge  ruled. 

AIDS  and  the  Red  Cross. 
Merely  meeting  contem- 
poraneous industry  standards 
does  not  protect  the  Red  Cross 
from  a suit  filed  by  a patient  who 
allegedly  was  transfused  with 
HIV-contaminated  blood,  said  a 
federal  district  court  in  West  Vir- 
ginia. 


died  by  Lee  Goldsmith,  who 
locked  horns  with  Dr.  Cardinale 
in  several  debates  while  serving 
as  president  of  the  Association  of 
Trial  Lawyers  of  America- New 
Jersey. 

Dr.  Cardinale  is  quoted  in  the 
article  as  saying  that  he  has 
served  as  an  expert  in  less  than 
a dozen  malpractice  cases  in  his 
35  years  of  practice.  But,  his  ac- 
tivity as  a witness— along  with  his 
having  brought  a lawsuit  in  an 
automobile  injury  case — allowed 
defenders  of  the  tort  system  some 
fun  at  his  expense. 


Those  standards  themselves 
might  have  been  deficient  in  light 
of  knowledge  then  available,  ob- 
served the  court,  which  added 
that  an  evaluation  of  the  standard 
of  care  might  be  especially  ap- 
propriate when  the  defendant  ex- 
erted strong  influence  over  the 
entire  industry. 

Accordingly,  the  court  allowed 
the  case  to  proceed  to  trial.  □ 
James  E.  George,  MD,  JD,  and 
Neil  E.  Weisfeld,  JD,  MSHyg 
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MEDICO  BILLING  inc. 

MOST  UP  TO  DATE 
MOST  RELIABLE 
MOST  REASONABLE 

We  provide  every  phase  of  conven- 
tional and  electronic  medical  billing 
promptly,  reliably  and  courteously. 

Record-Keeping  also  available. 
Please  call  for  our  low  rates  and 
wide  range  of  servces. 

Phone:  908/901-8936  FAX:  908/901-6475 

FREE  TRIAL  OFFER  AVAILABLE 


ARE  YOU  PROPERLY  CLASSIFIED? 
PROFESSIONAL  MALPRACTICE  LIABILITY 


OCCURRENCE  PLUS- 

-1/3,000,000  LIMITS 

Higher  Limits  Availabile 

New  Doctors  50%  of  Premium 

Ob-Gyn 

$33,394 

Emerg.  Med. 

$7,733 

Radiology 

$ 9,204 

GP-No  Surgery 

$6,024 

Proctology 

$ 7,733 

Neurology 

$6,024 

GP— Minor  Surgery 

$ 7,733 

Internal  Medicine 

$7,733 

Cardiology 

$ 6,024 

Psychiatry 

$2,559 

Gastroenterology 

$ 7,733 

OVER  100  OTHER 
CLASSIFICATIONS 


■ROYNTON 
& BOYNTON 

42  MONMOUTH  ST. 

P.O.  BOX  887 
RED  BANK,  N.J.  07701 


c 





MEDICAL  HOTLINE  1-800-822-0262 


YOCON 

YOHIMBINE  HCI 


l : Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 

boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  Is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

. Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage, 
toalissfc  Yocon  • is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

6c  si  SiW  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a genera!  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug  1 2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1'3 

Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1'3'4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks 3 

. Oral  tablets  of  YOCON-  1/12  gr.  5.4mg  in  bottles  of  100’s 
NDC  53159-001-01,  1000's  NDC  53159-001-10  and  Blister-Paks  of  30's 
NOC  53159-001-30 
References: 


°°SAGE.  i tablet  3 t.mcsdafiy,« 

35  directed  by  a physician.  See  prodro 
Herature  for  complete  information.  ■ 


Preserve  in  wefrcScccd  container 
PACKAGE  NOT  CHILD  RESISTANT 


YOCON" 

'Ch'MBINE  HYDROCHLOfi®- 


PALISADES  f^/ORMACEUTTCALS,  f 
Tenafly,  New  Jersey  07670 


^jfeftaffy.  New  Jersey  076^ 


1.  A.  Morales  et  al. , New  England  Journal  of  Medicine  1221.  November  12, 1981 
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YOCON®  e 

YOHIMBINE  HYDROCHLORIDE 

5 4 mg  (1/12  grain)  per  taitet 

1000  TABLETS 


CAUTION:  Federal  U S law  probWS 
tope  rising  without  prescript**1- 


-J  n ; 1 2 gram)  perj" 

too  tablets 


Available  at  pharmacies  nationwide 

DAB  SQADFQ 

PHARMACEUTICALS,  INC. 

64  North  Summit  Street 
Tenafly,  New  Jersey  07670 
(201)569-8502 
(800)  237-9083 
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'VricQtfor  all 
your  medical  imaging  needd 


We’ve  grown! 


Tricat  now  provides  a wide  range  of  new 
equipment.  These  state  of  the  art  imaging 
systems  give  detail  and  accuracy  in  imaging  that 
enable  the  physician  to  make  an  extremely  accurate 
diagnosis  of  a given  condition  at  very  early  stages, 
when  it  can  be  treated  most  effectively. 

Tricat’s  new  capabilities  include: 

• Nuclear  Medicine  for  diagnostic  testing,  thera- 
peutics, and  cardiac  stress  studies. 

• Advanced  X-Ray  and  Fluoroscopy  for 
myelograms,  visualization  of  uterus  and  fallopian 
tubes,  and  other  specialized  studies  that  would 
otherwise  require  hospitalization. 

• The  most  advanced  Mammography  equipment 
as  well  as  physician  breast  exams,  ultrasound 
follow-up,  and  self-exam  training  at  Tricat’s  Breast 
Center. 

• The  latest  Ultrasound  system  for  fetal,  abdomi- 
nal and  vascular  studies,  with  color  Doppler. 

Tricat’s  unique  new  image  reading  protocol 

means  that  every  MRI,  CT  and  Nuclear  Study  is 
read  not  only  by  Tricat’s  board  certified  radiologists 
but  is  also  sent  via  teleradiology  to  expert  physician 
specialists  at  world-renowned  medical  centers  in 
New  York  ~ including  St.  Luke’s  Roosevelt 
Hospital  Center,  Columbia  University  College  of 
Physicians  and  Surgeons.  This  means  that  the 
expertise  of  the  great  New  York  teaching  and 
treatment  centers  is  available  to  patients  right  here 
in  Central  New  Jersey. 


But  dome  thingd 
haven’t  changed.  . . 

You’ll  still  find  the  same  attractive,  comfortable, 
relaxing  atmosphere  - very  different  from  a 

hospital-type  setting. 

The  same  high  standards  for  helpful,  caring, 
highly  trained  staff  - receptionists,  insurance 
clerks,  nurses,  technicians  and  on-site  doctors  ~ 
everyone  you  come  in  contact  with  at  Tricat. 

The  same  convenient  hours  and  location  - 
appointments  can  be  scheduled  from  7 am  to  1 1 pm 
or  on  Saturdays  at  our  central  Middlesex  County 
suites  in  Edison. 

The  same  personal  service  ~ appointments  within 
24  hours,  or  immediately  following  the  personal 
physician’s  appointment,  plus  free  transportation 
for  patients  who  cannot  drive  to  the  center. 

The  same  broad  insurance  and  HMQ  benefits  - 

Tricat  participates  in  nearly  all  area  plans  and  every 
patient  receives  the  same  topflight  imaging  and 
care,  no  matter  who  pays  the  bill. 

The  same  standards  of  quality  you’ve  grown  to 
expect  for  MRI  and  CT  Scan  ~ Tricat  continually 

upgrades  equipment  and  uses  the  safest  contrast 
materials  to  bring  you  the  best  in  imaging  - our 
commitment  to  patients  and  physicians  since  1979 


Nuclear  Medicine  MRI  CT  Ultrasound  Mammography  X-Ray  & Fluoroscopy 


Tritat 


Diagnostic  Imaging  and 
Nuclear  Therapy 


908-494-9061 

3840  Park  Avenue  • Edison,  New  Jersey 
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LETTERS  AND  VIEWPOINTS 


Rhode  Island  authorities  re- 
ported that  a healthy  22-year-old 
man  died  of  adult  respiratory  dis- 
tress syndrome.  He  had  not  trav- 
eled to  the  four  corner  states  of 
the  southwestern  part  of  the 
United  States  where  most  of  the 
63  cases  were  reported.  Cultures 
of  mice  taken  from  a family- 
owned  warehouse  in  Queens, 
New  York,  did  not  reveal  any  han- 
tavirus source. 

This  newly  discovered  virus 
had  not  been  seen  in  the  United 
States  until  recently  and  is  called 
Muerto  Canyon  virus.  Another 
strain  was  first  isolated  from  the 
Hantaan  River  in  Korea  and 
caused  the  hemolytic  uremia  syn- 
drome seen  in  American  troops 
during  the  Korean  War. 

The  host  appears  to  be  the  deer 
mouse  (F.  maniculatus).  Insects 
do  not  play  a role.  The  virus  has 
been  found  in  mice  excretion, 
urine,  feces,  and  saliva.  The  route 
of  transmission  is  thought  to  be 
by  aerosolized  excreta.  No  one 


has  yet  become  infected  through 
bites  or  person-to-person  trans- 
mission. The  symptoms,  which 
develop  a few  days  to  six  weeks 
after  exposure,  are  indistin- 
guishable from  viral  influenza, 
with  myalgia,  chills,  headache, 
and  nonproductive  cough  being 
the  main  findings.  Pneumonia 
with  severe  hypoxemia  develops 
rapidly  and  progressively  despite 
antibiotics  and  ventilation. 
Ribavirin  given  intravenously  has 
helped  renal  hantavirus  infections 
in  the  Far  East;  its  value  for  the 
American  strain  is  unproved. 

If  a patient  is  suspected  of  hav- 
ing this  infection  and  other  causes 
have  been  ruled  out,  call  the  New 
Jersey  State  Department  of 
Health  (DOH)  at  1-609-588-7500; 
the  emergency  number  is  1-609- 
292-2020.  Case  report  forms  and 
laboratory  forms  must  accompany 
specimens  submitted  for  testing 
and  can  be  obtained  from  the  In- 
fectious Disease  Program  at 

DOH,  by  calling  1-609-588-7500. 


The  Centers  for  Disease  Control 
(CDC)  in  Atlanta,  Georgia,  can 
analyze  blood  and/or  lung  tissue 
to  confirm  the  diagnosis  and  CDC 
can  provide  the  investigational 
drug  ribavirin  on  a compassionate 
basis. 

Because  the  mortality  rate  is 
approximately  65  percent,  physi- 
cians must  have  a high  index  of 
suspicion  to  get  the  proper 
specimens  and  available  help 
from  state  and  federal  sources.  □ 
Leon  G.  Smith,  MD 
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UNIVERSAL  HEALTH  CARE 


What  end  will  be  served  by 
universal  health  care  if  insurers 
refuse  to  cover  treatment  and, 
therefore,  doctors  spurn  treat- 
ment of  people  who  are  ill?  For 
example,  the  current  battle  con- 
cerning Lyme  disease  is  artificial- 
ly bifurcated.  One  fraction  posits 
the  irrelevance  of  costly  long- 
term treatment;  the  other  side 
promotes  its  necessity.  The 
former  conveniently  asserts  if  the 
patient  is  not  cured  with  short- 
term treatment,  the  malady  is  not 
Lyme  disease.  Concurrently,  this 
group  alleges  some  Lyme  disease 
patients  may  never  fully  recover. 
Applied  logic  does  not  allow  the 
simultaneous  holding  of  these  two 
mutually  exclusive  positions.  One 
opinion  must  be  false;  both  may 


be.  Moreover,  they  are,  indeed, 
merely  opinions.  Hippocrates 
stated,  “(T)here  are  in  fact  two 
things,  science  and  opinion;  the 
former  begets  knowledge,  the  lat- 
ter ignorance. 

Lyme  disease  has  presented  a 
quagmire  of  issues,  none  of  which 
are  resolved.  The  current  objec- 
tive is  not  to  arbitrarily  divide, 
but  to  conquer  the  disease 
through  lucid  rumination  and 
scientific  study.  To  this  end,  it 
again  is  instructive  to  look  to  Hip- 
pocrates. He  often  is  misquoted 
as  stating,  "First  do  no  harm. 
The  actual  quote  does  not  provide 
this  comfortable  escape  veiled  in 
pseudoaltruistic  nonfeasance. 
Rather,  he  taught,  “(a)s  to  dis- 
eases make  a habit  of  two 


things — to  help,  or  at  least,  to  do 
no  harm."  Thus,  the  charge  is  to 
be  proactive  and  provide  as- 
sistance. Alternatively,  as  an  ob- 
vious minimum  level  of  care, 
avoid  inflicting  collateral  injury 
and  harm.  It  should  be  noted, 
however,  leaving  people  to  suffer, 
merely  based  on  opinion  or  sheer 
ignorance,  is  a great  harm. 

The  clarion  call  derived  from 
medical  ethics  demands  the 
elimination  of  the  capricious  and 
contemptuous  tactical  division,  as 
well  as  the  treatment  with  avail- 
able measures  and  an  active 
pursuit  for  a means  to  conquer 
Lyme  disease.  □ Steven  D. 
Reskie,  Esquire 
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THE  SILICONE  BUST,  PART  II 


My  June  1992  editorial,  ‘The 
Silicone  Bust,”  decried  the  ac- 
tions of  Dr.  David  Kessler,  head 
of  the  Federal  Drug  Adminis- 
tration (FDA),  regarding  silicone 
gel  breast  implants.  I objected 
mildly  to  the  proscriptions  man- 
dated by  the  FDA  because  of  the 
paucity  of  tests  proving  the  safety 
of  the  devices.  I objected 
moderately  to  the  foolish  division 
of  implant  recipients  into  two 
classes:  the  postmastectomy  pa- 
tient, allowed  relatively  easy  ac- 
cess; and  the  nonmastectomized 
woman,  effectively  shut  out  of  the 
process.  I objected  strongly  to  the 
expanded  big  brother  role  of  the 
government  and  I quoted  the 
head  of  the  American  Society  of 
Plastic  and  Reconstructive  Sur- 
geons, “The  government  has 
placed  itself  in  the  role  of  judging 
the  morality  of  a woman  s reasons 
for  choosing  breast  implants. 

This  1992  editorial  ended  with, 
“It  sure  looks  like  mischief  or 
flawed  logic  to  us  . . . you  can  bet 
we  now  have  hundreds  of  thou- 
sands of  unhappy  and  nervous 
American  women.  Those  women 
have  been  solicited  by  hundreds 
or  thousands  of  lawyers  who, 
aided  by  sympathetic  juries  and 
compliant  judges,  have  forced 
hundreds  of  millions  of  dollars  in 
damage  awards,  settlement  offers 
for  class  actions  in  the  billions, 
and  manufacturers’  abandonment 
of  all  silicone  product  lines,  some 
essential  to  medical  practice. 
Hundreds  of  cases  still  are  pend- 
ing in  New  Jersey.  The  end  is 
nowhere  in  sight. 

Several  recent  articles  have 
questioned  the  association  or  rela- 
tionship between  silicone  breast 
implants  and  connective  tissue 
diseases.  A $3.6  million  study  was 
directed  by  Dr.  David  Schot- 
tenfeld  at  the  University  of 


Howard  D Slobodien,  MD 


Michigan  to  determine  a possible 
link  between  the  implants  and 
scleroderma.  The  results:  women 
with  scleroderma  were  less  likely 
to  have  had  implants  than  women 
without  scleroderma.  The  con- 
clusions were  confirmed  by 
respected  epidemiologists,  one  of 
whom  also  noted  the  similar  find- 
ings of  an  Australian  study. 

The  most  prominent  article 
originated  at  the  Mayo  Clinic  and 
was  published  in  the  June  16, 
1994,  issue  of  The  New  England 
Journal  of  Medicine,  which  also 
featured  an  editorial  by  Dr. 
Marcia  Angell.  The  Mayo  Clinic 
group  concluded,  “We  found  no 
association  between  breast  im- 
plants and  the  connective-tissue 
diseases  and  other  disorders  that 
were  studied. 

The  lead  article  in  The  New 
York  Times  of  June  18,  1994 — 
"Breast  Implants  Update’  —gives 
a brief  review  of  the  recent 
studies  showing  no  evidence  of  an 
association  between  silicone 
breast  implants  and  connective 


tissue  disease.  The  editor  notes, 
correctly,  the  need  for  studies 
that  include  larger  numbers  of 
women,  a point  made  by  the 
Mayo  Clinic  authors.  But  The 
New  York  Times  also  refers  to  ex- 
traneous, irrelevant  issues,  e.g. 
hardening,  rupture,  pain,  and 
possible  interference  with  mam- 
mography. They  compound  their 
lack  of  understanding  by  stating, 
“Even  in  hindsight,  it  is  hard  to 
see  how  the  FDA  could  have  ig- 
nored the  mounting  anecdotal 
evidence  that  silicone  implants 
were  causing  harm.  The  FDA 
banned  the  implants  not  on  the 
grounds  that  they  were  unsafe, 
but  that  the  manufacturers, 
despite  decades  of  selling  the  de- 
vices, had  failed  to  conduct  the 
studies  needed  to  show  their  safe- 
ty and  effectiveness.” 

Let  us  examine  three  words  in 
The  New  York  Times  editorial:  ef- 
fectiveness, safety,  and  anecdotal. 

There  should  be  no  doubt 
about  the  effectiveness  of  breast 
implants.  Despite  the  concerns 
about  hardening,  rupture,  etc., 
the  long-term  satisfaction  of  hun- 
dreds of  thousands  of  implanted 
women  gives  vivid  testimony  to 
the  effectiveness  of  the  devices. 
Unfortunately,  the  adverse  pub- 
licity attending  the  rash  FDA  ac- 
tion has  created  worry,  instead  of 
satisfaction,  in  many. 

It  should  be  clear  to  anyone 
with  a nodding  acquaintance  of 
statistics  that  it  is  much  easier  to 
prove  a positive  cause  and  effect 
than  to  prove  a negative  associa- 
tion. Should  Dow  and  the  other 
manufacturers  have  undertaken 
more  studies  to  prove,  if  possible, 
the  safety  of  their  products?  Cer- 
tainly. Should  Dr.  Kessler  have 
allowed  use  of  silicone  implants  in 
mastectomized  patients  but  not  in 
others?  Certainly  not;  if  the  im- 
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plants  did  cause  systemic  disease, 
they  should  not  have  been  al- 
lowed to  add  to  the  problems  of 
patients  battling  malignancies. 
Should  Dr.  Kessler  have  banned 
silicone  breast  implants  complete- 
ly? Probably  not,  but  it  would 
have  been  more  logical.  Should 
the  implant  manufacturers  have 
lost  their  court  cases?  Probably 
not,  if  scientific  proof  of  negligent 
cause  and  effect  were  demanded, 
but  the  results  were  to  be  ex- 
pected, given  today  s values. 

It  likewise  should  be  clear  to 
anyone  familiar  with  scientific 
methods  that  anecdotal  evidence 
is  not  good  evidence.  It  is,  of 
course,  beloved  by  the  media, 
embraced  by  the  legal  profession, 
and,  all  too  often,  accepted  as 
truth  in  courts  of  public  opinion. 
The  results:  windfalls  for  lawyers 
and  their  clients,  increased  prices 
for  products  of  penalized  manu- 
facturers, removal  of  beneficial 
goods  from  the  marketplace, 
withering  of  research  and  de- 
velopment in  both  commercial 
and  medical  organizations,  in- 
creased public  fears  about  poten- 
tially beneficial  modalities,  and 
further  over-production  of 
lawyers. 

Dr.  Angell  wrote  an  editorial  in 
1992  criticizing  the  FDA  action  as 
“overly  paternalistic  and  unneces- 
sarily alarming.’  This  time  she  de- 
lineated the  difficulties  in  having 
our  judicial  system  utilize  scien- 
tific evidence  in  the  courtroom. 
As  she  noted,  “The  accumulated 
weight  of  anecdotes  was  taken  by 
judges  and  juries  as  tantamount  to 
proof  of  causation.”  Unfortunate- 
ly, the  United  States  Supreme 
Court  decided  in  1993  that  judges 
would  decide  what  evidence  to 
accept,  but  were  not  required  to 
have  expert  testimony  substan- 
tiated by  published  data.  So  anec- 
dotal evidence  undoubtedly  will 
continue  to  bedevil  innocent  de- 
fendants, to  their  personal,  psy- 
chologic, and  financial  detriment 
and,  ultimately,  to  the  detriment 
of  the  American  people.  The 
court  decisions  in  silicone  implant 
cases  give  notable  proof  of  the 


differences  between  legal  and 
scientific  evidence.  Dr.  Kessler, 
in  playing  his  part,  seems  more 
willing  to  use  his  law  degree  than 
his  medical  degree  in  dealing 
with  implants;  he  also  uses  anec- 
dotal and  emotional  testimony  in- 
stead of  relying  on  scientific 
evidence.  Will  the  new  studies 
denying  a link  between  implants 
and  connective  tissue  diseases 
halt  or  reverse  the  trend  toward 
mega-buck  awards?  Probably — 
just  as  soon  as  the  women  (and 
their  lawyers),  who  already  have 
collected,  return  the  monies  they 
have  received. 

The  rules  of  evidence  in  testi- 
mony before  the  federal  govern- 
ment are  somewhat  warped.  On 
the  one  hand,  we  have  the  specta- 
cle of  tobacco  company  ex- 
ecutives denying  the  evidence 
that  nicotine  is  addicting  and  say- 
ing smoking  is  not  responsible  for 
the  morbidity  and  mortality  we 
see.  On  the  other  hand,  the  FDA 
is  willing  to  ban  a product  of  long 
standing  because  its  safety  has  not 
been  proved  and  because  a small 
number  of  people  have  claimed 
severe  ill  effects. 

Can  you  imagine  what  the  FDA 
would  have  done  in  1992  if  the 
number  of  silicone  implant 
producers  was  as  large  as  that  of 
tobacco  farmers,  if  the  gross 
revenue  of  implants  equaled  that 
of  tobacco  products,  if  the  same 
numbers  of  people  were  em- 
ployed in  each  industry,  if  the 
implant  makers  also  spent  hun- 
dreds of  millions  of  dollars  on 
advertising,  etc.? 

This  spring,  Dr.  Kessler  sug- 
gested the  possibility  of  having 
cigarettes  classified  as  a medical 
product,  a nicotine  deliverer.  By 
statute,  this  would  require  proof 
of  safety  and  cause  cigarette 
manufacturers  untold  money  and 
misery.  But  Dr.  Kessler  now 
seems  content  with  a campaign  to 
discourage  smoking  in  minors  and 
to  insure  proper  labeling  of  tobac- 
co products.  This  softening  of  his 
approach  is  not  surprising  when 
one  considers  how  resistance  by 
tobacco  growers,  manufacturers, 


and  plant  workers  has  reduced 
the  proposed  increased  tax  on  to- 
bacco products — a tax  earmarked 
to  help  pay  for  health  care  cov- 
erage. 

The  mischief  perpetrated  by 
the  FDA  will  not  be  undone.  A 
1993  University  of  Missouri  study 
interviewed  women  with  breast 
implants  before  and  after  the 
FDA  moratorium.  The  first 
survey,  despite  concerns  about 
adverse  effects,  showed  an  overall 
98  percent  satisfaction  level;  the 
second  survey  showed  a decline 
of  satisfaction  to  71  percent  in 
those  who  had  implants  for 
augmentation.  The  FDA  planted 
the  seeds  of  suspicion.  You  can 
bet  that  the  bench,  the  bar,  and 
the  media  will  continue  to 
provide  watering  and  fertilization. 
□ Howard  D.  Slobodien,  MD 

Suspicion  is  a thing  very  fete 
people  can  entertain  without 
letting  the  hypothesis  turn,  in 
their  minds,  into  fact. 

David  Cort, 
Social  Astonishments,  1963 

The  corporate  grip  on  opi- 
nion in  the  United  States  is  one 
of  the  wonders  of  the  Western 
World.  No  First  World  country 
has  ever  managed  to  eliminate 
entirely  from  its  media  all  ob- 
jectivity— much  less  dissent. 

Gore  Vidal, 
A View  from  the 
Diners  Club,  1991 
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Urinary  retention  in  infants: 
Unusual  presentation  of 
pelvic  tumors 

Ira  J.  Braunschweig,  MD 
Sidney  Schultz,  MD 


Infants  presenting  with  urinary  retention  must  be  evaluated  for 
the  presence  of  presacral  neoplasm.  Two  cases— a newborn 
and  a seven-month-old  infant— are  presented  that  illustrate  the 
need  for  prompt  radiologic  evaluation  in  order  to  detect  or 
exclude  a pelvic  tumor. 


Common  causes  of  uri- 
nary retention  in  infants 
include  urethral  ob- 
struction and  neuro- 
genic bladder.  Pelvic  neoplasms 
rarely  can  cause  urinary  retention 
due  to  extrinsic  compression  and 
bladder  displacement  causing 
bladder  outlet  obstruction. 

Two  infants  presented  at  Mon- 
mouth Medical  Center,  Long 
Branch,  with  urinary  retention.  In 
each  case,  initial  physical  ex- 
amination including  rectal  ex- 
amination failed  to  reveal  evi- 
dence of  neoplasm.  Ultrasonog- 
raphy, computed  tomography 
(CT)  scan,  and  fluoroscopic  con- 
trast studies  revealed  the  pres- 
ence of  a presacral  pelvic  tumor 
in  each  case.  By  determining  the 
location,  site  of  involvement,  and 
radiologic  characteristics  of  each 
lesion,  a presumptive  diagnosis 
was  achieved. 

There  is  a need  for  clinicians  to 
have  a high  index  of  suspicion  of 
presacral  tumor  such  as  neuro- 
blastoma or  teratoma  in  the  clini- 
cal setting  of  urinary  retention  in 
an  infant.  A digital  rectal  examina- 
tion may  not  be  sufficient  to  ex- 
clude these  entities.  Radiologic 
evaluation  should  be  a primary 
tool  in  the  workup  of  urinary  re- 
tention in  infants. 


CASE  REPORT  1 

A seven-month-old  Hispanic 
male  presented  with  a four-day 
history  of  intermittent  fevers,  ir- 
ritability, and  decreased  appetite. 
Vital  signs  were  normal.  Physical 
examination  revealed  abdominal 
distension  and  rectal  examination 
was  negative. 

Ultrasound  examination  showed 
a markedly  distended  bladder  and 
bilateral  hydroureteronephrosis 
that  obscured  much  of  the  ab- 
domen and  pelvis.  Approximately 
700  cc  of  urine  was  drained  from 
the  bladder  via  an  8- French 
catheter  and  the  area  was  re- 
examined sonographically,  reveal- 
ing a complex,  mostly  solid  mass 
in  the  perirectal  region.  Multiple 
areas  of  increased  echogenicity 
were  noted  within  the  mass  with 
posterior  shadowing  consistent 
with  calcium. 

A subsequent  barium  enema 
examination  revealed  anterior  dis- 
placement of  the  rectum  by  a soft 
tissue  pelvic-abdominal  mass 
(Figure  1).  In  addition,  the  rec- 
tum appeared  to  be  somewhat 
narrowed  with  smooth  contours. 
A CT  scan  with  oral  contrast  re- 
vealed a solid  presacral  soft  tissue 
mass  containing  multiple  areas  of 
calcification  (Figure  2).  At  sur- 
gery, the  patient  was  found  to 


have  a 2.5  cm  x 1.5  cm  tumor 
mass  in  the  presacral  region 
below  the  peritoneal  reflection 
and  a 1.5  cm  diameter  mass 
located  at  the  base  of  the 
mesosigmoid.  Histologic  sections 
revealed  stage  III  neuroblastoma. 

CASE  REPORT  2 

A newborn  white  female  pre- 
sented with  a distended  abdomen 
on  initial  physical  examination. 
Prenatal  ultrasound  at  28  weeks’ 
gestation  revealed  questionable 
bilateral  hydronephrosis  and  no 
evidence  of  oligohydramnios. 
Followup  prenatal  ultrasound  at 
40  weeks  gestation  revealed 
marked  bilateral  hydronephrosis, 
bladder  distention,  and  oligohy- 
dramnios. A caesarean  section 
was  performed  without  complica- 
tion. Postnatal  ultrasound  showed 
bilateral  hydronephrosis  and  a 
distended  bladder.  Attempts  to 
pass  a urinary  catheter  were  un- 
successful and  a vesicostomy  was 
performed. 

A voiding  cystourethrogram 
was  performed  with  contrast  in- 
stilled through  the  suprapubic 
tube.  Opacification  of  the  neck  of 
the  bladder  was  noted  with 
minimal  filling  of  the  proximal 
urethra  representing  obstruction 
at  this  level  (Figure  3).  Several 
areas  of  calcification  were  noted 
in  the  inferior  portion  of  the 
pelvis  with  some  degree  of  eleva- 
tion of  the  bladder. 

A followup  ultrasound  showed 
somewhat  decreased  hydrone- 
phrosis and  a nondistended  blad- 
der due  to  suprapubic  drainage. 
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Figure  1.  Lateral  projection  from  a barium  enema  examination  demonstrates 
anterior  displacement  of  the  rectum  by  a soft  tissue  mass.  The  rectum  also 
is  noted  to  be  somewhat  narrowed  with  smooth  contours. 


Figure  2.  Axial  CT  image  shows  a solid,  presacral  soft  tissue  mass  containing 
multiple  areas  of  calcification  (arrow).  Air  is  noted  in  the  bladder  secondary 
to  catheterization. 


Multiple  areas  of  increased  echo- 
genicity with  acoustical  shadow- 
ing were  noted  in  the  pelvic  re- 
gion and  were  felt  to  represent 
calcification  within  a mass  (Figure 
4).  A CT  scan  revealed  a mass 
located  in  the  pelvis,  extending 
superiorly  into  the  lower  ab- 
domen and  inferiorly  to  the  re- 
gion of  the  left  buttock  (Figure  5). 
Areas  of  decreased  attenuation  as 
well  as  areas  of  calcification  were 
noted  within  the  mass. 

Laparotomy  revealed  a nodular 
mass,  approximately  6 cm  in 
diameter,  contiguous  with  the 
sacrum  and  extending  craniad  to 
the  level  of  the  superior  portion 
of  the  iliac  crest.  The  mass  ex- 
tended anteriorly  around  the  rec- 
tum and  the  vagina.  The  tumor 
was  noted  to  be  adherent  around 
the  circumference  of  the  rectum. 
The  mass  consisted  of  numerous 
solid  and  cystic  areas.  The  entire 
mass  was  resected  along  with  the 
coccyx  and  the  last  sacral  verte- 
bra. The  rectum  was  left  intact 
without  evidence  of  perforation. 
Histologic  sections  revealed  a 
sacrococcygeal  teratoma. 

DISCUSSION 

Approximately  5 percent  of 
neuroblastomas  are  of  pelvic 
origin.1  The  majority  of  these 
lesions  are  located  in  the 
presacral  region;  however,  they 
may  originate  from  the  organ  of 
Zuckerkandl  and,  therefore,  may 
be  located  more  anteriorly.  Ultra- 
sonography and  CT  typically  re- 
veal a solid  mass  that  may  contain 
calcification.2'4 

Sacrococcygeal  teratoma,  al- 
though rare,  is  the  most  common 
solid  tumor  of  the  neonatal 
period.5  Two-thirds  of  patients 
have  a visible  mass  at  birth  over 
the  sacrococcygeal  area;  however, 
type  IV  or  presacral  teratoma  has 
no  external  component  and, 
therefore,  its  presence  is  not 
suspected  until  the  patient 
presents  with  an  abdominal  mass, 
constipation,  or  symptoms  such  as 
fever,  irritability,  emesis,  failure 
to  thrive,  or  bladder  outlet  ob- 
struction.6 Sacrococcygeal  terato- 
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mas  may  be  solid  or  cystic;  but  a 
majority  of  these  lesions  contain 
a mixture  of  solid  and  cystic  ele- 
ments as  clearly  demonstrated  by 
ultrasound  and  CT.7  In  addition, 
these  lesions  commonly  contain 
dense  calcifications  that  frequent- 
ly are  identifiable  on  plain  films. 

Multiple  imaging  modalities 
can  be  utilized  to  diagnose  and 
characterize  pelvic  masses  caus- 
ing bladder  outlet  obstruction.  Ul- 
trasound typically  is  the  initial 
study  of  choice  due  to  the 
absence  of  ionizing  radiation  or 
exogenous  contrast  material.  Ul- 
trasound readily  allows  for  dif- 
ferentiation between  solid  and 
cystic  lesions.8  However,  ultra- 
sound frequently  is  suboptimal 
for  evaluation  of  the  posterior 
portion  of  the  pelvis  and  the 
lateral  sidewalls  due  to  osseous 
structures  and  bowel  gas.  CT  is 
superior  for  evaluation  of  the 
posterior  pelvis,  presacral  region, 
land  lateral  pelvis  sidewalls.  It  also 
commonly  is  utilized  prior  to 
surgery,  chemotherapy,  or  radia- 
tion for  staging  of  malignant  tu- 
' mors  and  for  the  determination  of 
nodal  involvement. 

Pelvic  tumors  in  infants  un- 
commonly present  with  urinary 
retention.  In  the  cases  reported, 
ultrasound,  CT,  and  fluoroscopic 
contrast  studies  were  utilized  in 
varying  sequence  to  diagnose  the 
presence  and  extent  of  pelvic 
neuroblastoma  and  sacrococ- 
cygeal teratoma.  Magnetic  res- 
onance imaging  also  has  been 
shown  to  delineate  the  osseous 
and  soft  tissue  structures  of  the 
pelvis,  characterize  the  nature  of 
the  mass,  and  demonstrate  ex- 
trapelvic  extension.9 

The  cases  presented  illustrate 
the  need  for  a high  index  of 
clinical  suspicion  when  a patient 
presents  with  urinary  symptoms. 
Although  other  causes  of  urinary 
retention  such  as  posterior  ure- 
thral valves,  ureterocele,  and 
neurogenic  bladder  occur  more 
frequently,  the  potential  for 
neoplasm  is  significant  and  war- 
rants radiologic  investigation.10 
The  incidence  of  malignancy  has 


Figure  3.  Oblique  projection  from  a voiding  cystourethrogram  performed 
through  a vesieostomy  demonstrates  minimal  filling  of  the  proximal  urethra 
with  no  contrast  seen  distally.  Several  areas  of  calcification  (arrow)  are  present 
in  the  inferior  portion  of  the  pelvis  with  elevation  of  the  bladder  suggestive 
of  mass. 


Figure  4.  Ultrasound  image  reveals  a soft  tissue  mass  posterior  to  the  bladder 
containing  multiple  echogenic  foci  with  acoustical  shadowing  consistent  with 
calcification  (arrow). 
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Figure  5.  Axial  CT  image  shows  a presacral  soft  tissue  mass  containing  areas 
of  decreased  attenuation  as  wei!  as  areas  of  calcification  (arrow).  Additional 
images  revealed  extension  into  the  lower  abdomen  and  left  buttock  region. 


been  shown  to  increase  with  age 
at  time  of  diagnosis.  In  patients 
found  to  have  a sacrococcygeal 
teratoma,  significantly  increased 
malignancy  rates  were  found  in 
those  patients  diagnosed  after  two 
months  of  age.11 

Initial  evaluation  typically  re- 
lies upon  a digital  rectal  examina- 
tion; however,  these  cases  dem- 
onstrate that  a thorough  rectal  ex- 
amination may  not  always  detect 
a presacral  lesion.  Therefore,  in 
the  clinical  setting  described, 
radiologic  evaluation  of  the 
presacral  region  is  essential  for 
early  detection  or  exclusion  of  a 
neoplasm.  H 
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A 66-year-old  white  male 
was  admitted  to  the 
hospital  for  resection  of  a 
pancreatic  mass.  One 
month  prior  to  admission,  the  pa- 
tient noted  a cough  and  a chest 
radiograph  demonstrated  left 
upper  quadrant  abdominal  calcifi- 
cations. Computer  tomography 
'(CT)  performed  to  evaluate  these 
calcifications  revealed  a 7 x 6.5 
cm  pancreatic  mass.  As  treatment 
for  this  pancreatic  lesion,  surgical 
resection  consisting  of  distal  pan- 
createctomy and  splenectomy  was 
accomplished  without  complica- 
tion. 


RADIOLOGIC  FINDINGS 


PATHOLOGIC  FINDINGS 


A CT  scan  of  the  upper  ab- 
domen was  performed  at  10  mm 
increments,  both  prior  to  and 
following  the  administration  of  in- 
travenous contrast  material.  Non- 
contrast images  (Figure  1)  dem- 
onstrated a solid,  relatively  homo- 
geneous mass  involving  the  tail  of 
the  pancreas  with  tiny,  radially 
oriented  calcifications.  Following 
l the  administration  of  intravenous 
contrast,  a low  attenuation  center 
was  demonstrated  in  the  mass 
(Figure  2),  as  well  as  a more  dif- 
fusely heterogeneous  appearance 
in  the  more  cephalad  portion  of 
the  mass  (Figure  3).  Incidentally 
noted  was  a right  renal  cyst. 


Figure  1.  Noncontrast  CT  scan  of  the  upper  abdomen  shows  a solid-appearing 
mass  in  the  tail  of  the  pancreas  with  radially  oriented  calcifications. 


The  surgical  specimen  con- 
sisted of  the  body  and  tail  of  the 
pancreas,  resected  in  continuity 
with  the  normal  spleen.  The  bulk 
of  the  14x11.5x5.5  cm  pan- 


Figure  2.  Contrast-enhanced  CT  scan  of  the  same  level  as  Figure  1 de- 
monstrates a central  area  of  decreased  attentuation  within  the  mass. 
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percent  of  cystic  pancreatic  i: 
masses  are  neoplasms.1  Cystic  itr 
pancreatic  neoplasms  have  been 
divided  into  two  major  groups  dif-  ai 
fering  in  clinical  outcomes.  Mi-  ' 
crocystic  adenoma,  also  known  as  fv 
serous  cystadenoma  or  glycogen-  iti 
rich  adenoma,  is  a benign  lesion,2  p 
whereas  mucinocystic  neoplasm  s 
of  the  pancreas,  also  referred  to  1 
as  macrocystic  adenoma  or  muci-  In 
nocystic  adenoma,  frequently  is  II 
malignant.3  Two  less  common  it 
cystic  pancreatic  neoplasms  are  | 
mucinous  ductal  ectasia4  and  1 
papillary  and  cystic  adenocarci-  li 
noma  of  the  pancreas.5  ji 

Microcystic  adenomas  of  the  |( 
pancreas  derive  from  ductal  n 
epithelium.  The  lesion  consists  of  i 
multiple  cystic  spaces  ranging  in 
size  from  several  millimeters  in  i 
diameter  to  larger  spaces  many  i 
centimeters  in  diameter.  These  i 
spaces  are  lined  by  cuboidal  cells  i 
rich  in  glycogen.  Areas  of  fibrosis  i 
or  scar  formation  may  occur  in 
the  center  of  the  lesion  and  may 
calcify  in  a stellate  pattern. 

The  clinical  presentation  of 
microcystic  adenoma  of  the  pan- 
creas is  nonspecific  and  includes 
such  complaints  as  abdominal 
pain,  malaise,  and  weight  loss. 
Lesions  in  the  head  of  the  pan- 
creas may  present  with  obstruc- 
tion of  the  common  bile  duct  and 
jaundice.  Frequently,  as  in  this 
case,  microcystic  adenomas  of  the 
pancreas  are  discovered  as  in- 
cidental findings.  As  with  other 
cystic  neoplasms  of  the  pancreas, 
females  are  affected  more  fre- 
quently than  males,  with  micro- 
cystic adenomas  presenting  in  the 
sixth  and  seventh  decades. 

Unfortunately,  the  radiographic 
appearance  of  microcystic  adeno- 
ma is  not  always  sufficiently 
characteristic  to  permit  a preop- 
erative diagnosis.  The  appearance 
of  microcystic  adenoma  on  cross- 
sectional  imaging  reflects  the  size 
of  the  cystic  components  of  the 
tumor.  On  CT,  tumors  composed 
primarily  of  very  small  cysts,  as  in 
the  case  under  discussion,  may 
appear  solid  with  failure  to  de- 
lineate individual  cystic  spaces. 


Figure  3.  An  image  at  a level  cephalad  to  that  of  Figure  2 demonstrates  that 
this  portion  of  the  mass  has  a more  diffusely  heterogeneous  appearance,  with 
tiny  foci  of  decreased  attenuation  apparent. 


Figure  4.  Resected  specimen  shows  a dense  area  of  fibrosis,  corresponding 
to  the  central  area  of  decreased  attenuation  seen  on  CT  scan. 


creatic  segment  was  occupied  by 
a centrally  stellate,  gray-white- 
tan,  firm  to  wood  hard  mass  with- 
out encapsulation,  surrounded  by 
a fatty  and  parenchymal  margin 
(Figure  4).  Although  the  cystic 
nature  of  this  neoplasm  was  not 
evident  on  gross  inspection, 
microscopic  examination  revealed 
numerous  cystic  spaces.  The 
spaces  contained  proteinaceous 
material  and  were  lined  by  low  to 


flattened  epithelium  with  regular 
and  orderly  cytology  devoid  of 
mitoses.  These  findings  are 
diagnostic  of  microcystic  adenoma 
of  the  pancreas. 

DISCUSSION 

Cystic  masses  of  the  pancreas 
usually  are  benign,  with  most 
masses  representing  pseudocysts 
associated  with  acute  or  chronic 
pancreatitis.  Approximately  10 
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Vs  the  cystic  spaces  enlarge,  the 
rue  nature  of  this  neoplasm  is 
lemonstrated  by  CT.6  The  central 
irea  of  fibrosis  or  scar  formation, 
vhich  may  contain  calcium,  is 
veil  demonstrated  by  CT.  Soft 
issue  components  of  the  tumor 
densely  enhance  with  the  admin- 
stration  of  intravenous  contrast. 
The  ultrasound  appearance  of 
nicrocystic  adenoma  varies.7 
Lesions  containing  cysts  too  small 
o be  identified  individually  ap- 
pear as  echogenic  masses,  with 
•elatively  good  sound  trans- 
mission reflecting  the  cystic 

lature  of  the  lesion.  As  individual 
:ysts  increase  in  size,  the  cystic 
mature  of  this  tumor  is  well  dem- 
onstrated by  ultrasound.  Magnet- 
ic resonance  imaging  also  is  use- 
ful in  demonstrating  the  cystic 
aature  of  these  lesions.  Angiog- 
raphy of  microcystic  adenoma 
demonstrates  abundant  vascular- 
ity as  a dense  tumor  blush  in  the 
solid  components  of  the  tumor. 

The  usual  treatment  of  micro- 
cystic  adenoma  of  the  pancreas  is 
surgical  excision.  Since  this, 


however,  does  represent  a benign 
condition,  some  authors  suggest 
that  this  approach  may  be  modi- 
fied in  elderly  or  poor-risk  pa- 
tients when  typical  findings  of 
microlocularity  or  central  scar  and 
sunburst  calcification  are  iden- 
tified. However,  with  the  difficul- 
ty in  differentiating  microcystic 
adenoma  with  other  pancreatic 
neoplasms  and  because  of  poten- 
tial complications,  including  ob- 
struction of  the  common  bile 
duct,  duodenum,  or  pancreatic 
duct,  surgical  resection  remains 
the  preferred  treatment.  H 
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color  barrier  in 
New  Jersey 

Geraldine  R.  Hutner,  MA 


The  hard  work  of  the  first  black  physicians  in  New  Jersey  paved 
he  way  for  future  generations.  Dr.  Clarence  Janifer,  one  such 
ohysician,  challenged  the  organized  medical  profession  in  New 
Jersey.  Dr.  Janifer  joined  the  Medical  Society  of  New  Jersey 
n 1916,  and  established  his  medical  practice  in  Essex  County. 


They  could  not  hide  their 
color.  They  faced  dis- 
crimination. Yet,  prog- 
ress in  the  medical 
education  and  training  of  black 
Americans  in  the  20tli  century 
was  accomplished  despite  pre- 
judice. The  hard  work  of  the  first 
black  physicians  in  New  Jersey 
paved  the  way  for  future  genera- 
tions. With  courage  and  faith,  one 
such  physician  — Dr.  Clarence 
Janifer— challenged  the  organized 
medical  profession  in  New  Jersey, 
and  became  the  first  black 
member  of  the  Medical  Society  of 
New  Jersey  (MSNJ). 

EDUCATION 

In  America,  higher  education 
was  available  for  a privileged 
group,  and  this  group  excluded 
black  Americans.  The  first  black 
man  to  graduate  from  college  was 
John  Russwurm,  when  he  earned 
a bachelor  s degree  in  1826  from 
Bowdoin  College,  Maine.  Over 
the  next  20  years,  only  7 black 
Americans  were  graduated  from 
college,  and  by  the  beginning  of 
the  Civil  War  only  28  black  men 
had  graduated.1  The  reasons  for 
such  startling  statistics  are  well 
known:  “The  Negro  population, 
however,  even  in  the  free 
northern  states,  was  separated 


from  this  intellectual  luxury  not 
only  by  a cultural  chasm  of 
formidable  proportions  but  by 
economic  and  social  restrictions 
of  a most  compelling  sort.  From 
1826  to  1914,  there  were  only  636 
black  graduates  of  college  and 
professional  schools.’’1 

MEDICAL  EDUCATION 

In  the  17th  and  18th  centuries, 
blacks  learned  to  be  physicians 
from  their  masters.  James 
Derham  was  in  this  unique  posi- 
tion, as  a slave  owned  by  three 
physicians:  Dr.  John  Kearsley, 
Dr.  George  West,  and  Dr.  Robert 
Dove.  Born  in  1762  in  Phila- 
delphia, Derham  was  taught  by 
his  masters  “to  compound  medi- 
cines and  to  administer  treat- 
ment.”1 ' Dr.  Dove  “respected  his 
abilities  and  found  him  valuable 
as  a full  assistant,”  and  allowed 
Derham  to  buy  his  freedom.1 
Derham  moved  to  New  Orleans 
and  became  so  successful  a physi- 
cian that  Dr.  Benjamin  Rush 
“commented  favorably  on  his 
medical  attainments.” 

The  most  notable  black  physi- 
cian was  James  McCune  Smith,  a 
contemporary  of  John  Russwurm. 
Unable  to  receive  a medical 
education  in  the  United  States,  he 
went  to  the  University  of  Glasgow 


in  Scotland.  After  graduating  with 
a bachelor’s  degree  in  1835,  a 
master’s  degree  in  1836,  and  a 
medical  degree  in  1837,  he  prac- 
ticed medicine  in  New  York,  “ex- 
periencing more  or  less  free  as- 
sociation with  white  physicians  in 
that  city  and  serving  with  them  as 
one  of  the  physicians  to  the  Col- 
ored Orphan  Asylum.  1 Eventual- 
ly, he  left  the  medical  field  and 
devoted  his  energies  to  the  aboli- 
tionist movement. 

The  first  black  man  to  receive 
a medical  degree  from  a school  in 
the  United  States  was  David  J. 
Peck,  who  earned  his  medical 
degree  from  Rush  Medical  Col- 
lege in  1847. 4 Two  years  later, 
Bowdoin  College  conferred 
medical  degrees  on  John  V.  De- 
Grasse  and  Thomas  J.  White.4 
(Dr.  DeGrasse  became  a suc- 
cessful practitioner;  he  was  the 
first  black  member  of  the  Boston 
Medical  Society  and  the  Massa- 
chusetts State  Medical  Society,  as 
well  as  the  first  black  surgeon  to 
be  commissioned  as  an  officer  in 
the  United  States  Army  during 
the  Civil  War.) 

In  the  late  1880s  and  in  the 
early  part  of  the  20th  century, 
there  were  a few  blacks  who  did 
obtain  medical  licenses;  some 
abroad  and  some  from  American 
schools.  These  physicians  were 
from  middle  and  upper  class 
families  and  were  the  exception  to 
the  rule.  Indeed,  there  were  few 
places  for  a black  man  to  receive 
a medical  education. 

The  first  co-racial  medical 
school  was  Howard  University 
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Medical  School,  created  by  the 
Congregational  Church  of  Wash- 
ington, DC,  to  educate  “whites 
and  blacks,  males  and  females.”5 
Medical  education  for  blacks  con- 
sisted of  “attending  lectures  for 
periods  of  six  months  in  each  of 
two  years.”4 

After  the  Civil  War,  there  was 
much  to  be  done  to  better  the 
conditions  and  lives  of  blacks  in 
the  United  States.  With  such  a 
great  demand  for  education  and 
jobs,  “it  was  clear  that  a university 
that  would  be  open  to  all  persons 
without  regard  to  color  was  an 
important  need.”4  Howard  Uni- 
versity Medical  School  was 
established  in  1868,  for  just  these 
reasons.  On  the  morning  of  Nov- 
ember 9,  1868,  eight  students  — 
seven  blacks  and  one  white — 
began  their  medical  training. 
“The  day  began  at  five  in  the 
afternoon  and  ended  at  nine-thir- 
ty in  the  evening.  The  semester 
was  slightly  less  than  four 
months.”1’  Classes  were  held  in 
the  latter  part  of  the  day  to  allow 
students  to  hold  jobs.  The  first 
faculty  was  composed  of  four 
white  professors:  Silas  L.  Loomis, 
MD,  Joseph  T.  Johnson,  MD, 
Robert  Reyburn,  MD,  and 
Lafayette  C.  Loomis,  MD,  and 
one  black  professor,  Alexander  T. 
Augusta,  MD.  Dr.  Augusta, 
educated  at  the  University  of  To- 
ronto, Canada,  was  the  first  black 
surgeon;  he  served  in  the  United 
States  Army,  a position  he  won 
through  an  examination.3  6 
Howard  University  Medical 
School  operated  in  conjunction 
with  Freedmen’s  Hospital,  where 
the  students  took  additional  train- 
ing.3 The  graduation  require- 
ments of  Howard  University  were 
similar  to  those  of  other  medical 
institutions:3 

1.  He  must  have  studied  medicine 
for  not  less  than  three  years  under 
the  supervision  of  a regular  practi- 
tioner of  medicine,  during  which 
time  he  shall  have  attended  two  full 
courses  of  lectures  at  some  regular 
medical  college,  the  last  of  which 
shall  have  been  in  this  institution. 

2.  He  must  have  dissected  at  least 


one  year,  and  attended  the  clinical 
lectures. 

3.  He  must  present  to  the  faculty  an 
acceptable  thesis,  original,  and  in  his 
own  handwriting,  upon  some  medical 
subject. 

4.  He  must  pass  a satisfactory  ex- 
amination. 

Less  than  ten  years  later,  in 
1876,  the  second  black  medical 
school  was  established:  Meharry 
Medical  College  of  Walden  Uni- 
versity in  Nashville,  founded  by 
the  Methodist  Episcopal 
Church.5  Meharry  was  chartered 
solely  for  the  medical  education 
of  blacks;  “the  school  opened  with 
fewer  than  a dozen  students  who 
eagerly  awaited  their  first  lecture 
in  an  old  frame  building  used  at 
one  time  as  a barn.”6 

A few  other  schools,  all  in  the 
south,  then  were  organized:  Flint- 
Goodridge  Medical  School  of 
New  Orleans  University,  Loui- 
siana; Leonard  Medical  School  of 
Shaw  University  at  Raleigh, 
North  Carolina;  and  the  Universi- 
ty of  West  Tennessee  Medical 
College  at  Memphis,  Tennessee. 
But,  they  did  not  last.36 

For  most  black  scholars, 
premedical  education  began  at 
Howard  University,  Lincoln  Uni- 
versity, Morehouse  College,  or 
Fisk  University  after  a precollege 
education  at  private  elementary 
and  secondary  schools.  There 
were  a few  northern  schools  for 
blacks.  [Clarence  Janifer  was  one 
of  the  few  students  accepted  at  a 
northern  college  for  his  medical 
education.  When  he  graduated  in 
1915,  he  was  one  of  nine  black 
Americans  to  earn  a medical 
degree.1] 

In  1910,  there  were  3,409  black 
physicians  in  the  United  States. 
By  1920,  there  were  3,855  black 
physicians,  most  of  whom 
graduated  from  Howard  Universi- 
ty and  Meharry  Medical  School.4 
During  World  War  I,  356  blacks 
were  commissioned  as  medical  of- 
ficers; during  World  War  II,  the 
number  was  approximately  600 
medical  officers.  By  1942,  there 
were  only  3,810  medical  officers.5 


In  the  1950s,  black  physician;  I 
numbered  3,769;  and  by  the  i 
1960s,  black  physicians  numberec 
4, 216. 3 

SOCIETY  MEMBERSHIPS 

After  medical  school,  black 
physicians  were  interested  in 
joining  established  societies,  but 
membership  was  unavailable  to 
them.  In  1869,  three  black  physi-j 
cians  applied  to  the  Medical 
Society  of  the  District  of  Co-  j 
lumbia,  but  they  were  rejected 
although  two  of  the  physicians 
had  faculty  appointments  at 
Howard  University  Medical 
School.  In  addition,  the  American 
Medical  Association  (AMA)  did 
not  support  membership  for  black 
physicians;  so,  in  1895,  the  Na- 
tional Medical  Association  (NMA) 
was  organized.5 

The  NMA,  an  organization  of 
black  physicians,  nurses,  dentists, 
and  pharmacists,  gained  momen- 
tum in  the  1900s.  The  AMA  and 
various  state  and  county  medical 
societies  throughout  the  United 
States  still  did  not  admit  blacks  to 
membership. 

To  enhance  the  position  of  the 
black  physician  in  the  United 
States,  Dr.  Miles  Vandahurst 
Lynk  of  Jackson,  Tennessee, 
created  the  first  black  medical 
journal,  The  Medical  and  Surgical 
Observer.  And  in  1909,  the 
Journal  of  the  National  Medical 
Association,  under  the  direction 
of  Charles  V.  Roman,  MD,  was 
published. 

Facilities  for  practicing  and  for 
providing  and  receiving  medical 
care  were  rare  for  blacks  in  the 
United  States  in  the  19th  century, 
but  by  1910,  there  were  approx- 
imately 100  black  hospitals. 
“Providing  better  care  for  patients 
and  facilities  for  black  physicians, 
these  hospitals  contributed  to 
medical  education  by  increasing 
the  number  of  internships  and 
residencies  open  to  blacks.”5 

EARLY  LIFE 

Clarence  Sumner  Janifer  was 
born  on  March  13,  1886,  in 
Newark.  He  attended  Newark 
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Dr.  Clarence  Janifer  (1886-1950).  Photo:  © UMDNJ  Libraries,  Special  Collec- 
tions. 


I public  schools  and  received  an 
undergraduate  degree  from 
Syracuse  University,  New  York. 
Earning  a bachelor’s  degree  in 
the  early  1900s  in  a northern 

{school  was  unusual  for  a young 
black  man,  but  from  the  very 
start,  Clarence  was  willing  to 
fight  the  odds.  After  graduation, 
Clarence  was  accepted  at  the 
New  York  Homeopathic  Medical 
College  and  Flower  Hospital,5 
where  he  was  awarded  his 
medical  degree  in  1915. 

MIDDLE  YEARS 

After  graduation,  the  majority 
of  black  physicians  remained  in 
the  south,  seeking  any  town  or 
city  that  could  support  a doctor.8 
However,  family  ties  called  Dr. 
Janifer  back  to  New  Jersey  where 
he  received  his  medical  license 
and  opened  a medical  practice.  In 
the  same  year,  1916,  he  was 
elected  to  membership  in  the 
Essex  County  Medical  Society 
and  MSNJ. 

Because  of  World  War  I,  Dr. 
Janifer  was  transferred  to  New- 
port News,  Virginia,  in  1917,  but 
he  maintained  his  membership  in 
MSNJ  while  serving  in  the 
military.  He  served  overseas  as  a 
lieutenant  in  the  372nd  Infantry 
Division  where  he  was  affiliated 
with  a medical  unit.  A notice 
about  Dr.  Janifer  was  published 
in  a section  entitled,  “War  Items,” 
in  the  July  1918  issue  of  the 
Journal  of  the  Medical  Society  of 
New  Jersey:  “Lieut.  Clarence  S. 
Janifer,  Newark,  sends  us  a 
souvenir,  a postal  card  on  which 
is  a picture  of  ruined  buildings  in 
France,  dated  May  16,  1918.  The 
censor  has  cut  off  the  part  giving 
description  of  the  locality.  The 
doctor  says:  Thanks  for  the  April 
number  of  Journal.  Am  up  here 
where  things  are  doing.  The 
postal  is  a scene  of  one  of  the 
great  fights.  General  Pershing  and 
staff  inspected  our  outfit  the  early 
part  of  this  week.’  ”7  After  the 
war,  Dr.  Janifer  was  honored  with 
the  French  Croix  de  Guerre  for 
his  acts  of  bravery  during  the 
war.8 


In  1919,  he  married  Una  Marie 
Staunton.  Una  Marie  was  born  in 
Auburn,  New  York.  She 
graduated  from  Syracuse  Llniver- 
sity  in  1911  and  taught  public 
school  in  Texas,  Virginia,  and  Ala- 
bama before  moving  to  Newark. 
Clarence  and  Una  had  one  son, 
Clarence  S.  Janifer,  Jr,  who  be- 
came an  oceanographer  with  the 
United  States  Navy. 

After  the  war,  Dr.  Janifer  re- 
turned in  Newark  and  opened  a 
pediatrics  practice  at  208  Parker 
Street;  he  worked  for  the  Newark 
Health  Department  for  42  years, 
from  1921  until  his  death. 


In  the  1920s,  there  was  a 
significant  development  in  the 
study  of  black  physicians.  Many 
black  physicians  “had  begun  to 
move  from  the  smaller  places  to 
the  cities  and  the  numbers  in  the 
northern  cities  increased  tremen- 
dously. The  Negro  migrations  had 
been  chiefly  responsible  for  this 
shift,  but  other  factors  also 
entered.  The  doctors  who  had  not 
followed  their  clients  north,  found 
that  there  were  fewer  Negroes  in 
the  small  towns  to  support  them. 
The  older  physicians  had  made 
money,  and  the  younger  men 
chafed  under  the  lack  of  op- 
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Table.  Hospitals  where  black  physicians  practiced  in  1942. 


County 

Hospital 

City 

Bergen 

Englewood  Hospital 

Englewood 

Cumberland 

Bridgeton  Hospital 

Bridgeton 

Essex 

Beth  Israel  Hospital 
Presbyterian  Hospital 
Community  Hospital 
Orange  Hospital 
East  Orange  General 

Newark 
Newark 
Newark 
Orange 
East  Orange 

Hudson 

Christ  Hospital 
Margaret  Hague  Hospital 
Greenville  Hospital 
Fairmont  Hospital 
Medical  Center 

Jersey  City 
Jersey  City 
Jersey  City 
Jersey  City 
Jersey  City 

Middlesex 

Middlesex  General  Hospital 
Roosevelt  Hospital 

New  Brunswick 
Metuchen 

Mercer 

Trenton  General  Hospital 

Trenton 

Monmouth 

Dr.  E.C.  Hazard  Hospital 
Riverview  Hospital 

Long  Branch 
Red  Bank 

Morris 

Memorial  Hospital 

Morristown 

Passaic 

Bernett  Memorial  Hospital 

Paterson 

Salem 

Salem  Memorial  Hospital 

Salem 

Union 

Alexian  Brothers  Hospital 
St.  Elizabeth  Hospital 
Muhlenberg  Hospital 
Bonnie  Burns  Sanitorium 

Elizabeth 
Elizabeth 
Plainfield 
Scotch  Plains 

portunity  to  do  this  in  small 
places.  They  were  isolated  with- 
out opportunities  for  professional 
contact  with  other  physicians, 
without  clinical  facilities.  . . . 
Moreover,  a new  competition  was 
developing  among  the  Negro  doc- 
tors themselves  as  a result  of  the 
increasing  number  of  medical 
graduates.  1 

In  1928,  Dr.  Janifer  enrolled  at 
Upsala  College  for  a master’s 
degree.  While  at  Upsala,  he  was 
a reporter  for  the  school  paper. 
The  Upsala  Gazette.  He  received 
his  degree  in  1929,  and  under  his 
yearbook  photograph  was  written: 
“The  warmth  of  genial  courtesy, 
the  calm  of  self-reliance. ”9  And 
the  college  yearbook  staff  noted 
the  following  about  “Duke” 
Janifer:  “From  my  experiences 
and  observations,  man,  you  don’t 
know  what  you  re  talking  about. 
Many  of  Doc’s  associates  here  at 
school  have  memories  of  being 
buttonholed  by  him  in  the 
Socratic  fashion  and  advised  in  a 


paternal  way  that  they  are  buck- 
ing up  the  wrong  tree.  And  Duke 
has  had  that  aforementioned  ex- 
perience too.  Granted  his  MD  in 
1915,  he  has  since  continued  the 
practice  of  medicine.  An  an  of- 
ficer in  the  Medical  Corps  during 
the  World  War,  he  demonstrated 
ability  and  valor  sufficient  to  win 
for  him  a French  Croix  de  Guer- 
re— no  mean  honor.  Firmly  be- 
lieving that  he  should  use  his  tal- 
ents in  the  service  of  Upsala, 
Janifer  rendered  real  assistance  to 
our  Alma  Mater  in  the  capacity  of 
doctor  to  the  football  team.  Here’s 
to  you  Doc.  ”9 

Desiring  even  more  education, 
Clarence  enrolled  in  another 
master’s  degree  program  at  New 
York  University.  His  master’s  the- 
sis, was  entitled,  “Vitalism  as  a 
Regulative  Principle.  10  He  was 
awarded  his  degree  in  1933. 

He  was  a member  of  the  Com- 
mission on  Pediatrics  of  the  Na- 
tional Medical  Association  in  the 
late  1940s. 


In  1943,  MSNJ  sponsored  a 
survey  on  hospital  facilities  avail- 
able to  black  physicians  in  the 
state;  a report  was  submitted  at 
the  Annual  Meeting  in  May  under 
the  direction  of  Lawrence 
Greeley  Brown,  MD,  chairman  of 
the  Hospital  Committee  of  MSNJ. 

The  report  stated  that  there 
were  128  black  physicians  in  New 
Jersey,  living  in  16  counties;  there 
were  no  black  physicians  living  in 
Hunterdon,  Ocean,  Somerset, 
Sussex,  and  Warren  Counties.11 
Only  24  hospitals  in  New  Jersey 
awarded  privileges  to  black  physi- 
cians (Table);  5 New  Jersey  coun- 
ties did  not  award  privileges  to 
black  physicians:  Atlantic,  Burl- 
ington, Cape  May,  Camden,  and 
Gloucester.  Dr.  Brown’s  editorial 
comments  at  the  conclusion  of  the 
survey  sum  up  the  position  of  the 
black  physician:  “It  is  unfortu- 
nate, that  race  plays  so  profound 
a part  in  the  life  and  achievement 
of  the  Negro  doctor,  when  in  a 
democracy,  merit  should  be  the 
controlling  factor.  I think  it  is  a 
true  statement  to  say  that 
personal  popularity,  schools  from 
which  these  physicians  come,  and 
to  some  extent  the  impression 
Negro  citizens  made  in  local 
politics  played  a great  part  in  the 
recognition  of  those  fortunate 
physicians.  ...  As  these  new  av- 
enues open  to  us,  thus  enabling 
us  to  give  better  medical  care  to 
our  patients,  we  must  constantly 
remind  ourselves  that  new  op- 
portunities carry  with  them 
greater  responsibilities,  which  can 
only  be  met  by  greater  prepared- 
ness. As  we  improve  our  abilities 
to  render  better  services,  we  can 
reasonably  hope  for  more  and 
better  opportunities  to  use  our 
abilities.  ”u 

In  February  1948,  Dr.  Janifer 
was  one  of  the  first  black  male 
physicians  to  be  appointed  to  the 
staff  of  Newark  City  Hospital.  Dr. 
E.  Mae  McCarroll  was  appointed 
to  the  Hospital’s  medical  staff  in 
January  1948,  the  first  black 
woman  to  be  appointed  to  the 
staff.  Dr.  Janifer  served  as  acting 
assistant  in  the  pediatric  service 
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department  at  Newark  City 
Hospital,  appointed  by  the 
Hospital  board,  and  he  remained 
affiliated  with  the  Hospital  as  a 
member  of  the  pediatrics  staff 
until  his  death.  The  appointments 
of  Drs.  Janifer  and  Carroll 
“climaxed  a civic  campaign  to  win 
Negro  representation  on  the 
staff”8 

Dr.  Janifer  was  elected  presi- 
dent of  the  John  A.  Andrew 
Clinical  Society;  he  was  the  first 
northern  physician  to  be  head  of 
the  Society,  organized  in  1918  in 
conjunction  with  the  John  A.  An- 
drew Memorial  Hospital  at 
Tuskegee.  In  April  1948,  Dr. 
Janifer  and  three  other  black 
physicians  were  asked  to 
participate  in  a week-long  scien- 
tific program  for  the  Society  held 
at  Tuskegee  Institute  in  Alabama. 
The  other  three  physicians  were 
Dr.  Harold  A.  Murray  of  Newark, 
Dr.  William  H.  Fost  of  Belleville, 
and  Dr.  Philip  M.  Stimson.  Dr. 
Murray,  president  of  the  Essex 
County  Medical  Society,  was  an 
officer  of  the  American  College  of 
Pediatries.  Dr.  Fost  was  a 
pediatrician  affiliated  with  Babies 


and  Newark  City  Hospital.  Dr. 
Stimson  was  an  associate 
professor  at  Cornell  Medical 
School.  The  conference  topics 
concerned  infant  feeding, 
pediatric  heart  disease,  and  infan- 
tile paralysis.  Dr.  Janifer  was  the 
speaker  at  the  founder’s  day  func- 
tions at  the  Institute.8 

Dr.  Janifer  was  an  active 
member  of  organized  medicine: 
he  belonged  to  MSNJ,  the  AMA, 
the  NMA,  and  the  North  Jersey 
Medical  Association.  He  also  was 
a fellow  of  the  American  Academy 
of  General  Practice. 

Dr.  Janifer  died  on  November 
15,  1950,  at  the  age  of  64,  in 
Newark  City  Hospital,  one  week- 
after  surgery  for  prostate  cancer. 
Funeral  services  were  held  at  St. 
John  Methodist  Church  at  High 
Street,  and  he  was  buried  at  Clin- 
ton Cemetery.8  H 
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Reduced  proliferation  of 
cultured  bladder  cancer  cells 
by  indomethacin 
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Indomethacin  exerts  complex  influences  on  biological 
phenomena.  Human  bladder  cancer  cells  cultured  in  medium 
containing  indomethacin  showed  reduced  cell  proliferation, 
altered  cell  cycle,  and  a decrease  in  transition  from  GJG1  to 
S phase. 


Characteristics  of  human 
bladder  cancer  cells 
(MGH-U1)  have  been 
reported.  The  cells 
manifest  a rapid  growth  with  a 
doubling  time  of  less  than  24 
hours.12  We  have  observed  that 
cultured  bladder  cancer  cells 
proliferated  less  when  indo- 
methacin was  added  to  the 
media.3  Adolphe  reported  that 
indomethacin  inhibited  prolifera- 
tion of  HeLa  cells  with  an  in- 
crease in  G1  phase  cells.4  Similar 
in  vitro  growth  inhibition  by  in- 
domethacin had  been  observed 
by  Bayer  and  Beaven  in  rat 
hepatoma5  and  by  Hial  in  rat 
hepatoma  and  human  fibroblasts.6 
Hial  further  reported  in  vivo  in- 
hibition by  indomethacin  in  trans- 
plantable mast-cell  ascites  tumors 
(P815)  and  Lewis  lung  carcino- 
mas.7 Wang  observed  partial  in- 
hibition by  indomethacin  of  a 
mitogenic  effect  of  ATP  in 
porcine  aortic  smooth  muscle 
cells.8  Indomethacin  has  been 
reported  to  reduce  the  incidence 
of  diethylnitrosamine-induced 
esophageal  tumors  in  C57BL 
mice,9  block  the  stimulatory 
effect  of  fat  on  7,  12-dimethyl- 
benz(a)anthracene-induced  mam- 
mary tumorigenesis  in  rats,10 
and  inhibit  methylnitrosourea- 


induced  rat  colon  tumors.11 
Arguello  observed  that  indo- 
methacin prevented  I L-l -induced 
enhancement  of  metastases  in 
B16  melanoma.12  Goerttler,  how- 
ever, published  a higher  rate  of 
interstitial  testicular  tumors,  in- 
testinal adenomas,  and  carcino- 
mas, and  hepatocellular  tumors  in 
rats  treated  with  indomethacin.13 
Dallas  observed  that  cyclic 
mechanical  loads  to  embryonic 
chick  tibiotarsi  resulted  in  in- 
creases of  glucose-6-phosphate 
dehydrogenase  activity  and  RNA 
synthesis,  and  further  found  that 
these  increases  were  effectively 
blocked  by  indomethacin.14  Fur- 
thermore, indomethacin  has  im- 
munoregulatory  activity,15  affects 
synthesis  and  secretion  of  inhibin 
and  estradiol- 17  beta  by  the  rat 
ovary,16  reduces  glucose  absorp- 
tion by  the  mouse  jejunum,17  in- 
hibits biosynthesis  of  glycopro- 
tein18 and  PGE2-indueed  increase 
of  cAMP  production,19  and  influ- 
ences differentiation  of  the  Wolff- 
ian duct  in  mice.20  Thus,  indo- 
methacin exerts  complex  influ- 
ences on  biological  phenomena. 
We  could  not  find,  however,  any 
report  on  indomethacin-induced 
inhibition  of  cell  proliferation  in 
cultured  bladder  cancer  cells. 
We,  therefore,  carried  out  cell 


count  examination  and  flow 
cytometric  cell  cycle  analysis  in 
MGH-U1  cells  after  culturing 
them  in  the  medium  containing 
indomethacin. 

METHODS 

Cell  count.  The  human  bladder 
cancer  cells  (MGH-U1)  were  cul- 
tured in  RPMI-1640  medium  (5% 
FCS,  100  U/ml  penicillin  G 
sodium,  100  U/ml  streptomycin 
sulfate,  0.25  |xg/ml  amphotericin 
B,  and  5%  C02),  harvested  with 
trypsin- EDTA,  pelleted  by  cen- 
trifugation (500  g for  5 minutes), 
resuspended,  and  dispensed  into 
culture  dishes  (35  x 10  mm,  Corn- 
ing 25000)  at  a density  of  1.9  x 
104  cells  per  ml.  Indomethacin 
was  first  dissolved  in  dimethylsul- 
foxide  (14.3  mg  per  0.2  ml 
DMSO).  Then  the  medium  con- 
taining 0,  0.04,  0.1,  and  0.2  mM 
indomethacin  was  prepared.  After 
culturing  for  24  hours,  the 
medium  was  replaced  daily  in  sets 
of  five  culture  dishes  with  the 
ones  containing  0,  0.04,  0.01,  and 
0.2  mM  indomethacin.  After  cul- 
turing for  an  additional  48  hours, 
the  cells  were  harvested  by 
trypsin  EDTA,  and  counted  by 
using  a hemocytometer.  The  cell 
counts  were  expressed  as  a per- 
centage of  controls. 

DNA  flow  cytometry.  The  cells 
were  cultured  in  sets  of  five  cul- 
ture dishes  (Falcon  3003)  in 
medium  containing  0,  0.04,  0.1, 
and  0.2  mM  indomethacin  as 
described.  The  cells  were  har- 
vested after  culturing  an  ad- 
ditional 48  hours  by  trypsin- 
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Figure  1.  Effects  of  indomethacin  on  cell  proliferation.  Addition  of  in- 
domethacin  to  culture  medium  to  concentrations  of  0.1  and  0.2  mM  significant- 
ly suppressed  the  proliferation  of  the  cells,  but  not  at  0.04  mM. 


0.2  mM 


Figure  2.  Cell  cycle  phases  on  day  two.  Percent  of  G,/G,  cells  significantly 
increased  as  concentrations  of  indomethacin  increased  with  a reciprocal 
decrease  of  S phase  cells.  G2/M  cells  are  lower  in  percentage  than  controls 
at  all  concentrations  of  indomethacin,  but  the  dose-related  effects  are  not 
detectable. 


EDTA,  washed  with  PBS  (0.01 
M,  pH  7.4),  and  suspended  in 
citrate  buffer  (40  mM  citrate- 
trisodium,  250  mM  sucrose,  5% 
DMSO  in  100  ml  H20;  pH:  7.8). 
The  samples  were  frozen  and 
thawed  once,  and  incubated  for 
one  hour  at  room  temperature  in 
3 ml  RNase  A (10  |xg/ml.  Sigma 
R-5500)  containing  0.1%  Tween 
20.  Propidium  iodide  then  was 
added  to  the  cell  suspension  to  a 
final  concentration  of  10  p-g/ml 
for  examination  of  DNA  histo- 
gram by  Coulter  EPICS  flow 
cytometer  using  the  488  nm  argon 
laser  line.  The  data  were  analyzed 
using  Coulter  EPICS  cytologic 
software,  version  2.0. 


Cell  viability  study.  The  cells 
were  cultured  in  sets  of  five  cul- 
ture dishes  for  up  to  two  days  in 
the  medium  with  0.2  mM  or 
lower  concentrations  of  in- 
domethacin. Trypan  blue,  0.4%  in 
HBSS,  was  added  to  the  media  to 
a final  concentration  of  0.04%. 
The  cells  with  positive  stain  were 
counted  under  inverted  micro- 
scope until  the  total  cells  ex- 
amined exceeded  1,000. 

Statistical  analysis.  The  nu- 
merical data  were  analyzed  by 
using  Student  s t tests. 

RESULTS 

Cell  count.  The  dose-response 
of  inhibition  of  cell  proliferation 


is  shown  in  Eigure  1.  When 
added  to  the  culture  medium  at 
concentrations  of  0.1  and  0.2  mM, 
indomethacin  induced  a dose- 
related  suppression  of  the  cell 
proliferation  when  compared  with 
controls.  The  P values  for  the  dif- 
ferences among  these  groups 
were  less  than  0.003  between  any 
group.  An  exception  was  between 
the  cells  cultured  in  the  medium 
with  0.04  mM  indomethacin  and 
controls,  and  the  difference  be- 
tween these  two  groups  was  sta- 
tistically nonsignificant  (P  = 0.2). 

DNA  flow  cytometry.  The  How 
cytometric  cell  cycle  analysis 
demonstrated  that  the  percent  of 
cells  in  G^G,  phase  increased  as 
the  concentrations  of  indometh- 
acin were  increased  from  0 to 
0.04,  0.1,  and  0.2  mM  ( P value  < 
0.0008  between  any  two  groups) 
(Figure  2).  There  was  a decrease 
in  the  number  of  the  S phase  cells 
that  was  reciprocal  to  the  increase 
of  Go/G,  phase  cells  as  the  con- 
centrations of  indomethacin  in- 
creased from  0 to  0.04,  0.1,  and 
0.2  mM  (P  value  < 0.02  between 
any  two  groups).  The  percent  of 
G2/M  phase  cells  was  significantly 
less  (P  < 0.02)  than  controls 
in  all  experimental  groups,  but 
there  was  no  significant  dif- 
ference between  experimental 
groups. 

Cell  viability  study.  There  was 
no  detectable  cell  death  when 
cells  were  cultured  in  the 
medium  containing  0.2  mM  or 
lesser  concentrations  of  it. 

Discussion.  As  reviewed  in  the 
introduction,  the  growth  regu- 
latory mechanisms  by  indometh- 
acin are  complex  and  are  beyond 
the  scope  of  the  present  report. 
Whatever  the  mechanisms  of  ac- 
tion, the  effect  of  indomethacin  is 
reversible  as  reported  by  Bayer 
and  Beaven.6  Culturing  of  the 
human  bladder  cancer  cells, 
MGH-U1,  in  the  medium  with 
indomethacin  at  concentrations 
used  as  described  in  these  experi- 
ments resulted  in  an  increase  in 
proportion  of  G^G!  cells  with 
decreases  in  S and  G2/M  cells. 
The  results  indicated  that  in- 
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domethacin  is  capable  of  altering 
cell  cycles  of  MGH-U1  cells.  The 
decreased  proliferation  of  the 
cells  as  determined  by  actual  cell 
count  analysis  might  be  explained 
by  the  indomethacin-indueed 
altered  cell  cycle.  Whether  the 
increase  of  G,/G1  cells  induced  by 
indomethacin  is  due  to  a reduced 
mitogenic  signal  or  reduced 
response  by  the  cells  to  it  remains 
unknown.  The  major  part  of  the 
decrease  of  S and  G2/M  cells 
probably  is  due  to  decreased 
progression  from  Gq/Gj  to  S 
phase.  Growth  inhibition  by  in- 
domethacin in  normal  and  vari- 
eties of  neoplastic  cells  including 
human  bladder  cancer  cell,  seems 
to  indicate  that  there  is  a common 
inhibitory  pathway  yet  unknown 
to  us.  Inhibition  of  prostaglandin 
synthesis  as  such  a common 
pathway  is  easy  to  conceive  but 
may  not  be  tenable  since  Beaven 
could  not  reverse  the  anti- 
proliferative action  of  the  drug  by 
addition  of  prostaglandins  A,  B, 
E,  and  F series.21  Cells  require 
growth  factors  for  proliferation. 
Whether  indomethacin  impairs 
growth  factor-mediated  signal 
transduction  or  even  involves 
synthesis  or  expression  of  cyclins 
remains  to  be  explored. 

CONCLUSION 

Little  is  known  about  the  ef- 
fects of  indomethacin  on  cultured 
bladder  cancer  cells.  We  cultured 
these  cells  (MGH-U1)  in  BPMI- 
1640  medium  containing  0,  0.04, 

0.1,  and  0.2  mM  indomethacin. 
The  total  cell  numbers  were 
counted  and  cell  cycle  analyzed 
by  flow  cytometry.  The  addition 
of  indomethacin  to  the  culture 
media  resulted  in  a dose-related 
significant  reduction  of  cell  pro- 
liferation, an  increase  in  Gq/G, 
cells,  and  decreases  in  S and 
G2/M  cells.  The  data  demonstrate 
that  indomethacin  reduces  cell 
proliferation  and  alters  the  cell 
cycle  of  MGH-U1  cells.  The  data 
are  consistent  with  reduced  cell 
proliferation  due  to  a reduced 
transition  from  G(/G[  to  the 
S phase.  H 
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My  office 
really  got 
the  cure... 


...when  I found  The  Money 
Store.  I got  the  loan  I needed 
to  buy  my  building  and  stop 
leasing.  Now  I'm  operating 
in  the  black.  I didn't  need  a 
million  dollars,  but  they  can 
lend  that  much  for  commer- 
cial real  estate.  And  give  up  to 
25-year  terms  and  up  to  100% 
loan-to-value.  No  balloons 
and  no  prepayment  penalties. 
No  other  lender  could  help  me 
like  The  Money  Store. 


For  prompt  & professional  service  please  contact: 

The  Money  Store 

INVESTMENT  CORPORATION 


Southern  I\J  Central  I\J 

Don  Dietz  or  Ed  Narozny  Rosemary  Dente 

(609)  597-7987  or  (908)  281-6132 

(609)  875-1395 


Northern  I\J 
Patrick  Toriello 
(201)  579-5322 


New  Jersey's  #1  SBA  Lender  is  also  America's  #1  SBA  Lender 
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Kathleen  Voldish,  CLA 


Proficiency  testing: 
Now  it  is 
a reality 


On  January  1,  1994,  enrollment  in  an  accredited  proficiency 
testing  program  became  mandatory  under  the  CLIA  regulations 
for  physicians  performing  moderate  and  high  complexity  tests 
in  their  offices.  Physicians  not  enrolled  in  programs  are  in 
violation  of  the  standard. 


This  year  many  physicians 
who  perform  tests  in  the 
office  will  take  part  in 
proficiency  testing  (PT) 
for  the  first  time.  CLIA  regula- 
tions require  all  laboratories 
performing  moderate  and  high 
complexity  tests  to  be  enrolled  in 
PT  as  of  January  1,  1994.  The 
laboratory  must  authorize  the  PT 
program  to  send  results  to  the 
Health  Care  Financing  Adminis- 
tration (HCFA)  or  to  an  agency 
acting  on  HCFA’s  behalf,  e.g.  the 
Committee  on  Office  Laboratory 
Assessment  (COLA).  Many  physi- 
cians still  have  not  enrolled  and 
now  are  in  violation  of  the  stan- 
dard. Sanctions  for  nonenrollment 
and  PT  failure  will  begin  in 
January  1995. 

PT  is  external  quality  control. 
It  is  the  laboratory  directors 
responsibility  to  enroll  in  a gov- 
ernment-accepted program.  After 
enrollment,  specimens  are  sent 
three  times  a year  to  the  labora- 
tory and  the  physician’s  personnel 
must  test  the  specimens  and  send 
the  results  back  to  the  company 
for  grading.  This  grading  system 
will  alert  the  government  about 
laboratories  that  are  below  ac- 
ceptable standards  for  accuracy. 
The  laboratory  should  have  no 
problem  passing  PT  if  it  is  operat- 


ing according  to  the  guidelines 
found  in  the  CLIA  regulations. 
However,  if  the  laboratory  re- 
peatedly fails  PT,  the  government 
will  impose  sanctions. 

The  first  step  for  the  physician 
is  to  choose  a company  (Table). 
Investigating  PT  costs  can  be 
time  consuming  but  worthwhile. 
If  a physician  does  not  compare 
various  programs  and  chooses  one 
at  random,  he  may  end  up  paying 
far  more  than  necessary.  If  a con- 
sultant does  the  evaluation,  a 
copy  that  includes  the  companies 
evaluated  and  the  final  price  for 
each  company  should  be  pre- 
pared. If  an  office  has  five  or 
more  physicians,  the  office  must 
comply  with  New  Jersey  labora- 
tory licensing  regulations  and  join 
the  New  Jersey  state  PT  program. 

The  following  steps  will  help 
physicians  evaluate  and  select  a 
PT  company: 

1.  Call  or  write  for  company 
brochures. 

2.  Make  a list  of  all  the  tests 
performed  and  group  the  com- 
panies into  the  following  cate- 
gories: tests  that  are  regulated, 
tests  that  are  nonregulated,  and 
tests  that  are  waived  or  classified 
as  physician  performed  micro- 
scopy (no  PT  needed). 

3.  Compare  the  test  challenges 


offered  by  PT  companies  and  con- 
sider the  prices;  eliminate  com- 
panies that  do  not  offer  the 
necessary  tests  and  consider  com- 
panies that  offer  all  tests  needed. 

4.  Consider  each  company’s 
costs,  including  the  registration 
fee.  Check  with  the  company  and 
inquire  how  many  other  POLs 
using  a similar  test  kit  or  instru- 
ment are  enrolled  in  this  pro- 
gram, since  the  more  companies 
enrolled,  the  better  the  input 
when  grading  results.  Ask  if  the 
specimens  come  ready  to  use  or 
need  to  be  re-constituted;  speci- 
mens that  are  ready  to  use  elimi- 
nate one  of  the  testing  steps  that 
can  cause  a potential  problem. 

5.  Enroll  in  the  lowest  priced 
program.  Once  enrolled,  a lab- 
oratory must  stay  with  that  pro- 
gram for  the  entire  year. 

When  the  first  PT  testing 
specimens  are  received,  lab- 
oratory personnel  should  read  the 
directions  thoroughly.  PT  speci- 
mens are  not  always  prepared  or 
tested  identically  to  the  way  an 
individual  laboratory  tests  patient 
specimens.  Provide  all  the  in- 
formation requested,  as  failure  to 
do  this  could  lead  to  the  company 
not  evaluating  results.  CLIA 
regulations  list  rules  to  be 
followed  when  performing  PT. 

CLIA  RULES  FOR  PT 

1.  The  PT  program  will  cover 
all  (available)  regulated  tests 
performed  in  the  laboratory. 
More  than  one  program  may  be 
needed.  If  there  are  multiple 
sites,  each  site  must  be  enrolled 
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separately.  If  a test  is  not  avail- 
able from  a PT  company,  a com- 
parative study  will  be  docu- 
mented on  two  specimens,  twice 
per  year. 

2.  Samples  will  be  treated  and 
tested  in  the  identical  manner  as 
a patient  sample.  They  will  be  run 
in  a patient  test  load— if  tests  are 
batched. 

3.  Repetitive  testing  is  not 
performed  on  samples  unless 
there  is  a technical  reason  for  it. 
PT  is  not  run  in  duplicate,  unless 
that  is  done  for  patient  samples  as 
well. 

4.  The  laboratory  may  not 
engage  in  inter-laboratory  com- 
munication regarding  PT  results. 

5.  The  laboratory  will  not  sub- 
mit PT  samples  to  an  outside 
laboratory  for  testing. 

6.  Tests  must  be  performed  in 
the  time  frame  specified  by  the 
PT  company.  All  results  should  be 
copied  before  being  sent  to  the 
PT  company.  The  physician 
should  keep  the  instructions  that 
come  with  the  samples. 

7.  The  laboratory  personnel 
should  review  all  results  with  the 
laboratory  director.  The  director 
must  sign  and  write  a corrective 
action  plan  if  there  is  a failure. 

8.  The  laboratory  must  stay  in 
the  same  PT  program  for  one 
year. 

9.  If  a laboratory  performs  the 
same  test  by  different  methods, 
only  the  primary  method  will  be 
used. 

10.  The  person  performing  the 
PT  should  be  the  person  who  usu- 
ally performs  the  test. 

11.  Notify  the  PT  company  and 
HCFA  of  test  additions,  deletions, 
and  changes  in  instruments  or 
methodology. 

12.  All  results  (instrument 
printouts  with  controls  from  that 
day)  should  be  saved  for  at  least 
two  years  in  an  organized  man- 
ner. 

It  takes  about  eight  weeks  to 
receive  test  scores.  The  first  PT 
report  may  be  a little  difficult  to 
understand.  Most  companies  will 
provide  information  on  how  to  in- 
terpret each  part  of  the  report. 


The  director  should  review  the 
report  then  sign  and  date  it.  If 
problems  are  noted,  they  must  be 
investigated  and  a corrective  ac- 
tion plan  must  be  produced  and 
attached  to  the  report. 

Acceptable  PT  scores  are:  80 
percent— most  routine  tests;  90 
percent— hematology  cell  iden- 
tification; and  100  percent — blood 
group  and  Rh  typing. 

The  percentage  is  based  on  re- 
sults from  five  test  specimens  for 
most  tests  performed.  For  qualita- 
tive tests,  the  results  either  are 
positive  or  negative — therefore, 
results  are  right  or  wrong  (0  or 
100  percent  per  test).  For  quan- 
titative tests,  there  are  acceptable 
ranges  based  on  standard  devia- 
tions, percent  from  mean  and 
fixed  limits  depending  on  the 
tests.  The  exact  acceptable  limits 
for  test  results  can  be  found  in  the 
Federal  Register  (February  28, 
1992).  To  determine  the  analyte 
score,  the  number  of  acceptable 
responses  is  averaged  as  follows: 

Number  of  acceptable  responses 
for  the  analyte 
Total  number  of  x 100 

analyte  challenges 

To  determine  the  overall  test- 
ing event  score,  the  number  of 
correct  responses  for  all  analytes 
is  averaged  using  the  following 
formula: 

Number  of  acceptable  responses 
for  all  challenges 
Total  number  of  x 100 

all  challenges 

A laboratory  must  pass  two 
consecutive  PT  challenges  on  an 
analyte  to  pass  the  test  and  con- 
tinue testing.  If  a laboratory  fails 
to  participate  successfully  in  PT, 
sanctions  will  be  imposed  and  the 
test,  specialty,  or  subspecialty  ap- 
proval will  be  suspended  and 
Medicare/Medicaid  payments  ter- 
minated. The  laboratory  may  vol- 
untarily withdraw  the  test.  If  the 
test  or  CLIA  certificate  is 
suspended,  the  laboratory  can  get 
it  reinstated  by  demonstrating 


successful  performance  on  the 
two  next  consecutive  PT  events. 
The  regulatory  agency  may  re- 
quire the  director  to  provide  ad- 
ditional training  of  testing  person- 
nel. A physician  of  the  laboratory 
cannot  continue  performing  the 
tests  on  patients  during  this 
period.  This  process  will  take  a 
minimum  of  six  months  to  cor- 
rect. If  a laboratory  continues  to 
perform  a test  that  has  been 
suspended,  monetary  fines  or 
criminal  punishment  can  be  im- 
posed. 

If  a laboratory  fails  a PT 
challenge,  the  physician  must 
write  a corrective  action  plan.  The 
purpose  of  this  is  to  rectify  the 
situation  as  quickly  as  possible.  If 
the  problem  is  corrected  quickly, 
the  laboratory  should  pass  the 
next  challenge.  Sanctions  will  not 
be  taken  unless  the  laboratory  re- 
peatedly fails  the  same  test  twice 
in  a row.  Recognizing  and  solving 
problems  is  the  name  of  the  CLIA 
game.  Erroneous  results  can  be 
harmful  or  even  fatal  to  the  pa- 
tient. Physicians  should  identify 
problems  on  the  PT  report,  in- 
vestigate them,  and  document  the 
corrective  action  report. 

The  following  will  help  when 
investigating  a problem: 

1.  Rule  out  clerical  problems. 
Were  the  results  transposed  cor- 
rectly? Was  the  PT  company 
given  the  right  codes  for  the  in- 
strument and  methodology? 

2.  Analyze  the  problem  result. 
How  far  from  the  mean  was  the 
result?  Were  all  results  from  all 
PT  specimens  incorrect  on  one 
test?  Were  they  all  high  or  all 
low? 

Solution.  The  instrument  may 
need  adjustment  for  that  one 
test — adjust  instrument. 

Were  all  results  for  one  PT 
specimen  incorrect  on  multiple 
tests?  Were  they  all  high  or  all 
low? 

Solution.  One  of  the  PT  sam- 
ples may  have  been  re-consti- 
tuted incorrectly — check  pipettes 
for  calibration. 

Were  results  high  and  low? 

Solution.  Check  instrument 
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function,  preventive  maintenance, 
and  calibration  prior  to  perform- 
ing PT.  Determine  the  last  time 
checks  were  performed  prior  to 
the  day  PT  was  performed.  Check 
recent  maintenance  logs.  Check 
if  major  maintenance  was  per- 
formed on  the  instrument  shortly 
after  the  day  PT  was  performed. 
Check  controls  on  the  day  IT  was 
performed.  Note  if  there  were 
any  shifts  or  trends  the  week 
prior  to  performing  PT. 

What  were  the  results  of  other 
laboratories  using  your  instru- 
ment? If  other  laboratories  using 
the  same  instrument  had  similar 
problems,  call  the  manufacturer 
and  discuss  the  problem. 

3.  Investigate  technical  ability. 
Were  tests  performed  as  written? 
Was  there  time  sufficient  to 
perform  the  test?  Was  the  person 
performing  a test  adequately 
trained?  Did  the  same  person  run 
controls  and  PT  the  day  of  test- 
ing? Were  reagents  and  controls 
checked  for  date  (expiration)?  Did 
the  person  performing  the  test 
read  the  instruction  sheet  for  how 
to  handle  the  PT  samples? 

4.  Investigate  instrument  func- 
tion. Was  the  instrument  function 
checked  the  day  of  PT?  How  long 
had  it  been  since  a calibration 
check  was  performed  prior  to  PT? 
Has  daily  maintenance  and 


Table.  PT  programs  approved 
by  HCFA  and  COLA 

• The  American  Academy  of 
Family  Physicians 

• The  American  Association  of 
Bioanalysts 

• The  American  Society  of 
Internal  Medicine  Medical 
Laboratory  Evaluation  (MLE) 

• The  College  of  American 
Pathologists  EXCEL 

• The  College  of  American 
Pathologists  SURVEYS 

• Proficiency  Testing  Program 
Wisconsin  State  Laboratory  of 
Hygiene 

• American  Academy  of 
Pediatrics 

• American  Thoracic  Society 

• American  Proficiency  Institute 

• American  Osteopathic 
Association 

• New  Jersey  Department  of 
Health 


preventive  maintenance  been 
performed  and  documented?  Had 
the  manufacturer  recently  ser- 
viced the  instrument  around  the 
time  of  PT? 


5.  Investigate  specimen  han- 
dling problems.  Were  PT  samples 
stored  properly  prior  to  testing? 
Were  PT  samples  reconstituted 
with  correct  amounts  of  ap- 
propriate diluent?  Were  Class  A 
volumetric  pipettes  used  to  re- 
constitute PT  specimens?  If  a 
pipette  pump  was  used,  was  it 
recently  calibrated? 

6.  What  should  a laboratory 
director  do  if  the  investigation 
turns  up  inconclusive?  Document 
the  investigation.  Consider  having 
a linearity  study  done  on  the  in- 
strument prior  to  the  next  test 
challenge.  Pay  extra  special  atten- 
tion to  this  test  or  the  entire  test- 
ing process  the  next  time  a PT 
challenge  arrives. 

CONCLUSION 

PT  is  a new  experience  for 
many  physicians.  If  testing  in  the 
office  is  being  performed  correct- 
ly— there  is  no  reason  to  think 
you  will  have  problems  with  PT. 
PT  will  enhance  the  quality  of 
testing  by  verifying  the  accuracy 
of  a laboratory’s  test  results.  H 

Ms.  Voldish  is  director,  POL  Consul- 
tants. The  paper  was  submitted  in 
March  1994  and  accepted  in  April 
1994.  Address  reprint  requests  to  Ms. 
Voldish,  POL  Consultants,  1150  Con- 
cord Drive,  Haddonfield,  NJ  08033. 
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MEDIBASE  PLUS  - VERSION  5.06 


THE  COMPLETE  PRACTICE  MANAGEMENT 

SOFTWARE 

WITH  DIRECT  TO  MEDICARE 
ELECTRONIC  BILLING  IN  THE  NEW 
HCFA  MANDATED  ANSI  (837)  FORMAT 


SINGLE  USER  VERSION:  $1,495.00 
MULTI-USER  VERSION:  $2,495.00 


SUPPORT  FOR  MEDICARE,  PRIVATE 
INSURERS,  HMO’S,  PPO’S  AND  MEDICAID 

ON-SITE  TRAINING  IS  INCLUDED  AT  NO 
ADDITIONAL  COST 

IF  YOU  CURRENTLY  HAVE  A SYSTEM,  WE  WILL  CONVERT  IT 

FOR  A MINIMAL  FEE 

CALL  TODAY  FOR  A FREE 
DEMONSTRATION  OF  OUR  PROVEN 

SOFTWARE 


MEDIBASE,  INC.,  753  BERGEN  BOULEVARD, 
RIDGEFIELD,  NJ  07657 
(201)  313-1700 
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Private  Banking  for  Health  Care  Professionals 


If  you’re  managing  a growing  practice,  you  don’t  have  a 
moment  to  waste.  That’s  why  Central  Jersey  Bank  has 
established  a Health  Care  Professionals  Group,  a comprehensive 
team  approach  designed  to  provide  all  the  services  you  need 
through  a single  point  of  contact. 


Your  private  banker  will  call  in  other  specialists  as  you 
need  them  — for  example,  for  real  estate  purchases,  financing 
of  malpractice  insurance  premiums,  management  of  your 
401(k)  plan  or  sophisticated  cash  management  products.  We 
can  also  provide  counsel  for  your  personal  portfolio. 

To  meet  your  cash  flow  needs,  Central  Jersey  Bank 
provides  a substantial  unsecured  line  of  credit  at  an  attractive 
variable  rate  available  only  to  health  care  professionals. 

For  an  appointment  at  your  convenience,  call  John 
Parkhill,  Director  of  Private  Banking  for  Health  Care 
Professionals,  at  1-800-252-2611. 

Central  Jersey 
Bank 

Ready  for  today  And  tomorrow 

l2r 

Equal  Opportunity  Lender 
Member  FDIC 


540 


NEW  JERSEY  MEDICINE 


Fred  Weber,  MD 


Case  report: 
Lawyers  thumb 


There  are  many  injuries 
that  are  particular  haz- 
ards of  certain  profes- 
sions. Previous  reports 
have  described  unique  occupa- 
tional injuries.  I report  on  a con- 
dition known  as  lawyer  s thumb. 

Case  report  1.  A female 
diminutive  attorney  was  attempt- 
ing to  retrieve  a thick  and  heavy 
legal  file  from  a large  cabinet. 
After  struggling  to  retrieve  the 
file,  she  attempted  to  close  the 
drawer  in  the  same  motion  and 
lost  control  of  the  bundle.  The 
attorney  s left  thumb  was  caught 
between  the  closing  drawer  and 
the  cabinet,  subjecting  her  nail 
and  nail  bed  to  a blunt  crushing 
injury. 

Case  report  2.  A husky  male 
attorney  was  attempting  to  secure 
a stack  of  papers  held  together 
with  a 1-inch,  triangular-shaped 
binder  clip.  The  attorney  lost  con- 
trol and  the  distal  phalanx  of  his 
right  thumb  was  caught  within 
the  rapidly  closing  device,  caus- 
ing a blunt,  crushing  injury  to  the 
nail  and  nail  bed. 


Discussion.  In  both  attorneys, 
a subungual  hematoma  de- 
veloped. The  distal  nail  bed  was 
spared  and  the  skin  and  overlying 
nail  were  not  broken.  There  was 
no  apparent  fracture  of  the  distal 
phalanx. 

Neither  attorney  sought  atten- 
tion and  no  treatment  was  given 
during  the  acute  phase.  After  a 
period  ol  intense  pain,  normal 
function  returned.  During  a din- 
ner meeting  of  the  Atlantic  Coun- 
ty Bar  Association  and  the  Atlan- 
tic County  Medical  Society,  I 
noticed  the  first  case  injury.  I saw 
a black  discoloration  under  the 
thumbnail  of  the  attorney,  indicat- 
ing a subungual  hematoma.  Upon 
further  questioning,  the  mech- 
anism of  the  injury  was  eluci- 
dated. The  second  case  was  un- 
covered in  casual  conversation 
with  another  attorney. 

The  accepted  treatment  of  an 
acute  subungual  hematoma  is 
drainage  by  puncturing  the  nail. 
Immediate  measures  include  rest, 
elevation,  and  the  application  of 
ice.  Both  attorneys’  injuries  are 


healing  without  sequelae. 

Lawyer’s  thumb  may  be  a com- 
mon hazard  of  the  legal  profes- 
sion. There  are  several  reasons 
why  this  injury  is  unreported. 
First,  the  individual  may  not  want 
to  incur  the  cost  and  the  time 
involved  in  seeking  emergency 
care  for  what  is  perceived  as  a 
trivial  injury.  Also,  there  may  be 
some  reluctance  by  attorneys  to 
interact  with  physicians  on  a 
professional  basis.  Finally,  be- 
cause practicing  law  requires  no 
manual  dexterity,  the  injury  does 
not  impact  directly  upon  lawyers 
performance. 

Two  cases  of  blunt  digital  trau- 
ma among  attorneys  resulting  in 
subungual  hematoma  are  re- 
ported. Counsel  should  exert  cau- 
tion and  diligence  when  perform- 
ing manual  tasks  to  prevent 
lawyer’s  thumb.  H 

Dr.  Weber  practices  thoracic  surgery 
in  Somers  Point.  The  paper  was  sub- 
mitted in  May  1994  and  accepted  in 
June  1994.  Address  reprint  requests  to 
Dr.  Weber,  PO  Box  111,  Somers  Point, 
NJ  08244. 
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YOUR  READERSHIP 
STUDY  RESULTS 


WILL  APPEAR 
IN  THE 

SEPTEMBER  1994  ISSUE 


Thank  you  for  taking  the  time  to  complete 
and  return  this  survey. 

Your  response  and  comments  will  be  of 
great  assistance  in  the  continuing  improvement  of 
NEW  JERSEY  MEDICINE!! 
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Abstracts: 

Sdentific  meeting  of  the 
Transplant  Society  of  NJ 


Early  experience  with  lung 
transplantation  in  New  Jersey. 
M.  McDonough;  M.  Karetzky;  M. 
Zucker;  L.  Fuzesi.  Lung  trans- 
plantation has  become  an  ac- 
cepted therapy  for  end-stage  lung 
disease  of  many  etiologies.  We 
performed  three  successful  single 
lung  transplants  (SLT)  in  1993. 
Physiological  data  before  and 
after  the  transplant  are  shown  in 
the  Table. 

Figures  1,  2,  and  3 show  the 
changes  in  mean  pulmonary  ar- 
tery pressure  (PAP),  right  ventric- 
ular ejection  fraction  (RVEF),  and 


the  percent  of  perfusion  to  the 
transplanted  lung  before  and  after 
SLT. 

SLT  results  in  alleviation  of 
dyspnea  at  rest  and  an  increase  in 
exercise  tolerance.  These  clinical 
benefits  are  accompanied  by  im- 
proved gas  exchange,  alleviation 
of  pulmonary  artery  hypertension, 
and  recover)7  of  right  ventricular 
function. 

Effect  of  angiotensin-convert- 
ing enzyme  (ACE)  inhibition  on 
post-transplant  erythrocytosis 
(PTE).  S.P.  Mulgaonkar , MD; 
M.G.  Jacobs,  MD;  R.L.  Viscuso, 


MD;  N.W.  Lyman,  MD;  G.S. 
Friedman,  MD;  D.R,  Filippone, 
MD;  I.S.  Chada,  MD.  Post  -trans- 
plant erythrocytosis  (PTE)  de- 
velops in  20  percent  of  patients 
with  successful  renal  trans- 
plantations. As  a result,  these  pa- 
tients are  at  increased  risk  of 
many  medical  complications,  in- 
cluding thromboembolic  events, 
headaches,  malaise,  and  de- 
creased cerebral  perfusion.  Tradi- 
tional therapies  include  repetitive 
phlebotomies  (cumbersome),  bi- 
lateral native  nephrectomies 
(major  surgical  procedure),  and 


Table.  Lung  transplantations. 


Patient 

1 

Patient  2 

Patient 

3 

Pre 

Post 

Pre 

Post 

Pre 

Post 

NYHAFC 

4 

2 

4 

2 

4 

1 

V02  max  cc/min 

900 

910 

340 

620 

620 

810 

FEV1  (1) 

2.59 

2.02 

0.53 

1.24 

0.65 

0.81 

FVC  (1) 

3.24 

2.27 

1.25 

1.99 

1.31 

1.43 

Pa02  rest 

102 

87 

54.5 

82 

54 

89 

Pa02  exercise 

92 

72 

67 

83 

48 

67 

Pv02  exercise 

17 

29 

37 

23 

26 

PaC02  rest 

36 

37 

44 

35 

47 

38 

RVEF 

18 

43 

34 

48 

29 

45 

LVEF 

55 

56 

55 

60 

50 

70 

PAP  mean 

55 

24 

24 

18 

71 

24 

CO  exer 

4.9 

9.2 

7.9 

6.1 

12 

VE  exer 

41.6 

67.7 

13.9 

31.9 

33 

42 

% QL  trans 

52 

78 

60 

80 

53 

100 

NYHAFC  — New  York  Heart  Association  Functional  Class,  VO,  max — maximal  O,  uptake,  FEV1 — one  second  forced 
expiratory  volume,  FVC — forced  vital  capacity,  PaO, — arterial  O,  tension,  PvO, — mixed  venous  O,  tension, 
PaC02 — arterial  C02  tension,  RVEF— right  ventricular  ejection  fraction,  LVEF— left  ventricular  ejection  fraction, 
CO  exer — exercise  cardiac  output,  VE  exer — exercise  minute  ventilation,  % QL  trans — percent  perfusion  to  transplanted, 
lung. 
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Figures  1,  2,  and  3.  Changes  in  RVEF,  PAP,  and  SLT. 


Males  (10) 

Females  (4) 

PreACEl 

3 mo  post 

PreACEl 

3 mo  post 

Hematocrit  (%) 

54 

46 

52 

45 

Serum  creatinine  (ml/dl) 

1.9 

1.9 

1.8 

1.9 

Serum  EPO  (mu/ml) 

63 

21 

61 

20 

Figure  4.  Study  of  14  patients. 


theophylline  (side  effects  and 
minimal  effectiveness). 

ACE-inhibitors  have  been 
shown  to  cause  anemia  in  patients 
with  hypertension,  chronic  renal 
failure,  and  renal  allografts  and  to 
reduce  circulating  erythropoietin 
levels  (EPO).  Although  the  mech- 
anism of  PTE  is  unclear,  in- 
creased production  of  erythro- 
poietin from  native  and  allograft 
kidney  has  been  reported. 

We  studied  14  renal  transplant 
patients  who  developed  PTE. 
PTE  was  diagnosed  when  the 
hematocrit  was  greater  than  50 
percent  for  males  and  48  percent 
for  females.  Captoprifr  was  used 
in  all  14  patients  (average  dose  50 
mg/day).  Erythropoietin  level, 
24-hour  urinary  protein  excretion, 
and  creatinine  clearances  were 
performed.  Patients  were  fol- 
lowed at  regular  intervals  for  up 
to  three  months  (Figure  4). 

The  results  showed  significant 
fall  in  EPO  levels,  and  no  change 
in  creatinine  clearance  or  24-hour 
urinary  protein  excretion.  No 
other  side  effects  were  noted. 
None  of  the  patients  in  this  study 
had  renal  artery  stenosis  of  the 
transplanted  artery. 

We  suggest  that  ACE-in- 
hibitors  should  be  utilized  for 
PTE  prior  to  phlebotomy  to  re- 
duce EPO  levels.  Careful 
monitoring  of  the  glomerular 
filtration  rate,  serum  potassium 
levels,  and  hypotension  is 
necessary. 

HIV  infections  in  kidney 
transplant  recipients.  S.  Ribot, 
MD;  E.  Warren , RN;  H.  Eslami, 


MD.  A review  of  kidney  trans- 
plants between  April  1979,  and 
April  1992,  disclosed  7 kidney  re- 
cipients with  HIV  infections 
among  a total  of  551  patients. 
Prior  to  routine  HIV  testing, 
three  intravenous  (IV)  drug 
abusers  and  one  homosexual  male 
(cases  1,  2,  3,  and  4)  were 
retrospectively  presumed  to  have 
HIV  infection  at  the  time  of  trans- 
plantation. Patients  5,  6,  and  7 
acquired  HIV  infection  post- 
transplantation (secondary  infec- 
tion). Patient  5 acquired  infection 
through  blood  transfusion,  patient 
6 acquired  infection  through  IV 
drug  abuse,  and  patient  7 ac- 
quired infection  through  sexual 
transmission.  The  last  patient  was 
of  special  interest  in  that  HIV  in- 
fection was  detected  during  a 
pregnancy  that  culminated  in  de- 
livery of  a 3-pound,  HIV-positive 
infant. 

Two  of  the  four  primarily  in- 
fected patients  (patients  2 and  4) 
died  with  AIDS  at  35  and  48 
months  post-transplant.  Their  al- 
lografts still  were  functioning  at 
the  time  of  death.  Patient  1 is 
alive  with  creatinine  of  2.5  mg/dl 
at  92  months  post-transplant.  Pa- 
tient 3 returned  to  hemodialysis 
after  52  months  of  allograft  func- 


tion when  his  graft  was  lost  with 
chronic  rejection. 

One  of  the  three  secondarily 
infected  patients  (patient  5)  died 
with  AIDS.  Her  allograft  func- 
tioned for  107  months  but  failed 
with  chronic  rejection.  She 
survived  for  nine  months  after 
being  diagnosed  with  transfusion 
transmitted  HIV  infection.  Pa- 
tients 6 and  7 maintain  allograft 
function  at  84  and  156  months 
post-transplant  and  11  and  50 
months  post-diagnosis  of  HIV  in- 
fection. They  have  not  shown 
signs  of  AIDS.  Patient  6 had  one 
acute  allograft  rejection  reaction 
prior  to  his  acquired  HIV  infec- 
tion. 

In  conclusion,  patient  and  graft 
survival  in  primary  and  secondary 
HIV  infection  exceeded  expecta- 
tions. Consideration  for  cadaver 
kidney  transplant  should  be  given 
for  the  HIV-positive  patient  in 
whom  continued  dialysis  is 
prohibitive.  H 

The  authors  are  affiliated  with  Newark 
Beth  Israel  Medical  Center,  Newark, 
and  Saint  Barnabas  Medical  Center, 
Livingston.  Address  reprint  requests  to 
Dr.  Ribot,  Newark  Beth  Israel  Medical 
Center,  201  Lyons  Avenue,  Newark, 
NJ  07112. 
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Stanton  H.  Sykes,  MD 


Part  2: 

Memoirs  and  musings 
of  a medic 


In  the  first  installment  of  his  reminiscences,  a New  Jersey  physician  described  his  induction 
into  the  military  and  his  start  in  a college-level  training  program.  He  now  describes  further 
events  in  his  schooling  while  in  uniform.  This  is  part  2 of  a 1 0-part  essay. 


The  three-month  terms  went  swiftly  by, 
And,  though  I really  did  apply 
Myself  in  each  and  every  course, 

Algebra  grew  worse  and  worse. 

Calculus  was  drawing  nigh. 

And  would  surely  see  me  floored. 

A notice  tacked  up  on  the  board 
Gave  hope — for  some  there’d  be,  instead 
Of  engineering — Great ! — pre-med! 

First  they’d  see  how  high  you  scored 

On  aptitude  test  to  be  given. 

It  struck  me  as  a gift  from  heaven. 

Perhaps  it  wasn  t all  in  vain — 

The  midnight  oil,  the  toil,  the  pain, 

The  grades  for  which  I’d  sweat  and  striven. 

I took  the  test,  got  passing  stats 
And  soon  I was  dissecting  cats, 

Studying  compounds  of  carbon, 

Mastering  organic  jargon. 

Like  aromats  and  aliphats. 

We  learned  of  worms,  both  flat  and  round, 
Some  having  cycles  in  the  ground, 

Or  in  varied  body  parts, 

Like  eyes  and  livers,  lungs  and  hearts. 
Their  migrations  could  astound! 

I mastered  the  nomenclature; 

Of  words  and  spellings  I was  sure. 

One  hundred  terms  of  infestation 
Came  easier  than  one  question; 

And  I could  spread  bovine  manure. 

On  an  essay-type  of  test; 

At  jiggling  words  I did  by  best, 

But  x plus  y,  subtracting  z, 


Was  always  a big  mystery 
I couldn  t fathom,  or  digest. 

With  pre-med  drawing  to  a close, 

One  weekend,  languishing,  I chose 
To  go  to  an  informal  dance. 

At  one  point  ladies  got  a chance 
To  tag  the  fellows  and  propose 

That  they  waltz  around  a bit. 

I was  just  about  to  quit 
And  go  back  to  the  grind,  with  books, 
When  a girl  with  quite  good  looks 
Gave  my  arm  a gentle  hit. 

We  took  a turn  around  the  floor, 

Then  I headed  for  the  door, 

Feeling  good  that  I had  met  her, 

Soft  and  pretty  in  white  sweater, 

But  not  guessing  there’d  be  more. 

Another  week,  another  mixer. 

Another  set  where  lady  picks  her 
Man;  again  I felt  a touch. 

And,  turning,  I was  in  the  clutch 
Of  that  girl;  I thought  “I’ll  fix  her!’’ 
And  tossed  off  snide,  “It’s  you,  again!’’ 
She  stepped  on  my  shoe,  again, 

Her  subtle  way  to  pay  me  back 
For  the  social  grace  I lack. 

With,  “What  can  we  do,  again, 

Tomorrow,  or  next  week,  perhaps? 

I had  atoned  for  my  brief  lapse. 

We  met  again  and  walked  about; 

Our  homes  and  lives  we  talked  about. 
Filling  in  details  and  gaps. 
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This  led  to  burgers  at  White  Castle, 
Followed  by  a bit  of  hassle 
To  see  which  pair  would  get  to  grace 
The  parlor  couch,  back  at  the  place 
Where  she  roomed;  it  seemed  a passel 

Of  young  couples  hoped  to  park 
On  that  same  sette,  and  spark 
The  ruling  was  “first  come,  first  served. 
Though  you  could  clearly  be  observed, 
And  you  couldn’t  make  it  dark. 

More  daring  ones  found  other  perch, 
On  darkened  porch,  where  body  search 
Could  proceed,  away  from  glare, 

And  where  a young  and  healthy  pair 
Would  kiss  at  length,  then,  up  for  air, 
Would  find  their  faces  all  besmirched. 

At  that  juncture,  Beth  and  I 
Were  newly  met,  a bit  too  shy 
To  engage  in  acts  like  this; 

Just  a proper  goodnight  kiss 
Was  enough  for  me  to  try. 

A few  weeks  after  meeting  her, 

A turning  point  was  to  occur. 

We  finished  up  our  pre-med  stint 
And  were  given  a strong  hint 
(We  lowly  privates  weren’t  privy 
To  any  data,  positively) 

That  we  d get  orders  to  transfer 

To  a med  school,  but  just  which. 

And  just  when  we’d  make  the  switch, 
Was  the  source  of  guessing  game. 
Eventually  my  orders  came; 

Before  toward  med  school  I could  aim, 
I learned  I’d  do  a short-time  hitch 

At  Fitzsimmons,  as  a ward  boy. 

There  I might  get  to  enjoy 

Relief  from  books  and  chance  to  rest, 

A look  at  Rocky  Mountain  West, 
Without  a lesson  to  annoy. 

Fitzsimmons  stay  was  rather  short. 

The  basics  of  bed  pan  transport 
I mastered  in  a day  or  two; 

But  one  thing  I never  knew 
Was  how  we  came  to  have  the  sort 

Of  patients  I found  on  the  ward. 

At  least  I never  did  feel  bored. 

We  seemed  to  have  a diverse  mixture 
Of  patients;  there  was  one — a fixture 
From  World  War  I,  I would  assume — 

Who  shuffled  slowly  round  the  place 
With  no  expression  on  his  face, 

Spittle  dripping  from  his  jowls, 

Speech  in  form  of  whispered  growls  — 
A blob  just  occupying  space, 


One  might  think,  on  quick  survey; 

But  his  mind  was  quite  okay — 

Alert,  with  memory  intact; 

Smooth  swift  motion’s  what  he  lacked. 
He  sidled  up  to  me,  one  day, 

Stating  that  he  wished  to  go, 

Along  with  fellow  patient,  Joe, 

To  PX  for  necessities  — 

Would  I give  permission,  please? 

I knew  their  progress  would  be  slow, 

But  I told  them  that  they  might, 

Aware  that  buddy  Joe’s  best  sight 
Couldn’t  tell  the  day  from  night, 

But  thinking  they  could  somehow  do  it. 
Within  minutes  I would  rue  it, 

For  along  came  Captain  Wright, 

Just  as  the  patients,  halt  and  blind. 
Started  their  careening  kind 
Of  progress  toward  their  destination, 
George  in  rapid  festination, 

Joe  grabbing,  groping,  close  behind. 

The  Captain  took  one  look,  exploded. 
Back  the  two  were  quickly  toted. 

I was  read  the  riot  act, 

But  since  all  rank  and  stripes  I lacked, 

I could  be  verbally  attacked. 

But  I couldn’t  be  demoted. 

At  Christmas  time  I got  at  least 
A week,  to  travel  to  the  East, 

And  spend  some  days  with  kith  and  kin. 
Before  the  new  year  I’d  begin 
Next  trek — I knew  not  one  iota 
About  Grand  Forks,  in  North  Dakota. 
Curiosity  soon  ceased 
And  mild  panic  was  released 

When  I stepped  down  from  the  train. 
The  vista  was  of  snowy  plain; 

The  temperature  12°  below; 

The  wind  forever  seemed  to  blow; 

The  summer  season  would  bring  grain, 

But  nothing,  at  this  time,  burst  forth. 
On  Red  River  of  the  North 
Except  a feeling  of  self-pity. 

No  keys  presented  by  the  city — 

Just  a gnarled  Norwegian  dwarf 

Who  asked  me  if  I knew  my  way, 

Or  had,  that  night,  a place  to  stay. 

When  I told  him  to  make  tracks,  he 
Shrugged,  climbed  up  into  his  taxi — 

A bell-draped,  one-horse  open  sleigh. 

Turned  out  I wasn’t  even  due 
Until  January  two. 

I found  a dorm,  to  spend  the  night; 
Another  sad-sack  shared  my  plight. 
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We  opted  to  seek  out  a brew. 

To  Belmont  bar  we  were  directed, 

To  have  our  attitude  corrected. 

I Thus  we  early  found  the  spot 
Which  o’er  the  months  we’d  use  a lot 
When  burned  out  or  disaffected. 

Soon  our  work  began  in  earnest. 

We  knew  two  years  hard  work  would  earn  us 
Admission  to  a four-year  school. 

It  was,  we  learned,  the  general  rule 
That  Northwestern  wouldn’t  turn  us 

Down,  if  we  did  well  in  Dakota. 

No  Dak  didn  t have  the  quota 
Of  students,  or  the  patient  load. 

To  grant  MD,  but  it  bestowed 
Basic  course  not  one  iota 

Inferior  to  any  school. 

The  credit  went  to  the  small  pool 
Of  dedicated  faculty, 

With  deepest  bow  to  two  or  three, 

Whom  I d place  on  a pedestal. 

For  patience  and  ability, 

Hard  work  and  humility, 

Dean  French  should  surely  head  the  list. 

I still  recall  how  he  d insist. 

Sometimes  in  futility, 

“There’s  lots  to  read  and  think  about. 

There  certainly  could  be  no  doubt 
Of  his  anatomic  skill. 

He  had  that  teaching  slot  to  fill. 

And  served  as  dean,  with  need  to  tout 

The  school,  while  always  making  sure 
It  would  financially  endure. 

He’d  coax,  cajole,  and  make  his  mark 
On  purse-string  holders,  in  Bismarck, 

Sitting  in  the  Legislature. 

Professor  Saiki  taught  us  Path 
(He  and  one  tech  were  the  staff 
Of  the  Path  curriculum.) 

His  lectures  covered  the  whole  sum, 

Yet  he  sorted  wheat  from  chaff. 

He  was  a gentle  man,  and  scholar, 

Always  in  short  sleeves,  white  collar. 

He  never  was  inflammatory. 

Unless  he  launched  into  the  story 
Of  rubor,  dolor,  tumor,  calor. 

He  lead  us  through  microscopy, 

Techniques  of  the  autopsy. 

To  this  very  day  I can 

See  him,  at  his  scope,  to  scan. 

Or  at  his  desk,  with  lesson  plan — 

A studious,  helpful,  humble  man, 

A teacher  of  integrity. 


Dr.  Lawler,  of  bacti;  Weber,  embryology. 

I seemed  awkward  and  all  thumbs 
Dealing  with  those  damned  smoked  drums 
In  Brown’s  class — physiology. 

Our  class  was  interesting  and  varied. 
Mostly  single,  some  few  married; 

A dozen  soldiers,  maybe  ten 
In  Navy  blue,  and  all  were  men, 

Some  carefree,  some  often  harried. 

Civilians  numbered  three  or  four, 

The  enrollment  skewed  by  war. 

Of  a class  of  25, 

About  3 did  not  survive 

The  courses,  to  make  sophomore. 

My  room,  at  first,  was  in  Sayre  Hall. 
Summer,  winter,  spring,  and  fall 
I studied,  but,  as  I recall. 

My  roommate,  very  early  on, 

Found  a girl,  became  her  pawn. 

Arrived  late,  if  he  came  at  all. 

Dashing  in,  he’d  spend  an  hour, 

And  somehow  manage  to  devour 
All  the  text  that  was  required. 

In  short  order,  he’d  retired, 

While  I did  all  within  my  power 

To  finish  all  I had  in  mind. 

Roger  was  one  of  the  kind 

Who  grasped  it  all  at  one  quick  look, 

While  I had  to  pound  the  book. 

Read,  re-read,  digest,  define. 

Later  on,  someone  saw  fit 
To  move  us  all  around  a bit. 

I was  told  I d now  reside 

In  a frat,  unoccupied 

Save  for  the  Olsons,  Sven,  and  Kit, 

Whose  job  it  was  to  frat-house-sit. 
Fraternities  had  been  hard  hit 
By  the  war;  a few  went  dark. 

At  least  a little  bit  of  spark 
Returned  when  I and  three  guys  more 
Occupied  the  second  floor. 

It  surely  was  a motley  crew — 

Jon  and  Ted  and  I and  Drew. 

Drew  and  I hailed  from  the  East, 

But  from  there  on  all  likeness  ceased. 

His  roots  were  in  the  well-to-do, 

Folks  of  wealth  and  plenty  of  it; 

But  Drew  appeared  to  rise  above  it— 

I mean,  he  didn’t  put  on  airs, 

Or  seem  a man  of  great  affairs; 

Nor  did  he  ever  seem  to  covet 

Any  more  than  his  fair  share. 

He  knew  a check  would  be  right  there. 
When  he  weekly  searched  his  box — 
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Probably  proceeds  from  stocks; 

Or  maybe  trust  fund  was  his  payor. 

These  payments  were  a ritual; 

I suspect  they  were  habitual. 

Dating  back  to  prep  school  days — 

One  of  the  more  facile  ways 
For  parents  to  assuage,  atone 
For  bringing  up  their  son  by  phone — 
Affection  proxy,  if  you  will, 

A hard-currency  confection 
To  make  up  for  their  defection, 

From  xMom  and  Pop,  far  off,  divorced. 
Though  this  deduction  may  be  forced, 

I feel  it’s  in  the  right  direction, 

Judging  from  unguarded  comments 
Drew  would  make  at  relaxed  moments. 

When  Jon  and  Ted  would  reminisce 
About  some  family  fun  they  missed, 

Drew’s  memories  were  sad  laments. 

On  a Sunday  study  break. 

We’d  close  the  texts  and  maybe  make 
A lunch  of  soup,  perhaps  cold  meat, 

Then  we’d  all  prop  up  our  feet 
And  for  an  hour  or  so  partake 

Of  some  light  humor.  Often  I 

Would  read  aloud;  Drew’d  slap  his  thigh. 

Give  appreciative  roar. 

Say  “That’s  rich,  Steve— read  us  some  more!’ 

But  then,  as  Sunday  even  grew  nigh. 

Max  Schulman’s  book  would  be  put  by. 

With  radio  turned  softly  on, 

We’d  hear  a band,  from  Aragon; 

We’d  study,  hum  a tune,  and  sigh. 

The  Odd  Couple  had  its  day 
On  TV  and  on  Broadway, 

But  Ted  and  Drew’s  act  antedated 
What  Neil  Simon’s  brain  created. 

Several  years  on  down  the  pike. 

Fred  often  showed  disdain,  dislike 
For  Drew’s  habits;  one  that  grated 

Most  of  all  was  how  Drew  wore 
A pair  of  socks  three  weeks  or  more. 

As  they  became  both  stiff  and  foul 
Ted  would  tear  his  hair  and  howl, 

Till  Drew  took  them  out  the  door 

And  placed  them  in  a can,  with  waste. 
“Every  item  in  its  place’’ 

Was  the  way  Ted  operated; 

Drew  never  once  cooperated. 


Littering  our  living  space. 

The  caption  “steady  as  she  goes” 
Suited  Jon  well,  I suppose. 

He  was  quiet,  in  control  — 

At  least,  that  was  his  usual  role— 
Observant,  wary,  on  his  toes. 

Rarely,  indignation  rose 

If  he  thought  some  test  unfair 
Or  he  lacked  time  to  prepare 
For  assignment  deemed  important; 
Otherwise,  his  whole  comportment 
Was  trim  and  tight  and  lean  and  spare. 

I continued  to  enjoy 
Getting  mail  from  Illinois 
(The  girl  I met  at  mixer  dance). 

We  carried  on  long-range  romance, 
Then  every  furlough  I’d  employ 

To  see  her  for  a day  or  so, 

In  her  hometown  or  Chicago. 

This  big  city  rendezvous 

Was  not  the  proper  thing  to  do, 

According  to  her  mom  — “Don’t  go!” 

Was  the  phrase  I think  she’d  use. 

She  thought  our  meeting  I’d  abuse, 
And  turn  it  into  sleazy  tryst. 

Actually,  in  a funny  twist, 

The  taxi  driver  smelled  a ruse 

When  I asked  for  a “nice  hotel.” 

He  thought  he  was  decoding  well 
When  he  took  us  to  a joint 
Where,  the  desk  clerk  made  a point, 
Their  motto  was  “no  see,  no  tell. 

I would  have  checked  in  a minute, 

But  I knew  Beth  would  be  again  it, 

So  I hailed  another  hack, 

Had  the  driver  take  us  back 
To  Travelers  Aid,  where  they  saw  fit 

To  find  a room  for  Beth,  that  eve. 

I took  her  there,  then  took  my  leave. 
Back  at  the  USO,  a shower, 

Then  asleep  in  half  an  hour — 

The  aches  cold  water  can  relieve! 

Next  day,  walking  hand  in  hand. 

We  sampled  city  sights  and  planned 
How,  together,  we  would  spend 
Weeks  and  months  and  years  on  end. 

A drink,  a meal,  a kiss  or  two, 

Then  her  train  was  nearly  due  — 

The  story  of  our  one-day  stand. 


Part  3 (of  10)  will  follow  in  an  upcoming  issue. 

Dr.  Sykes  is  affiliated  with  Warren  Hospital,  Phillipsburg.  Address  reprint  requests  to  Dr.  Sykes,  428  Third  Street, 
Belvidere,  NJ  07823. 
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The  Diabetic  Foot  ■ 

A Multidisciplinary  Approach 

October  27,  1994  • Hyatt  Regency/New  Brunswick,  NJ 

This  comprehensive  program  is  designed  for  the  busy  physician, 
interested  in  enhancing  their  clinical  expertise  in  diabetic  foot  complications 
and  the  latest  advances  in  wound  healing.  The  specialties  of  this  renowned  and 
published  panel  include  surgery,  endocrinology,  diabetology,  podiatry  and  research. 


► "Prevention  of  Lower  Extremity  Amputation, 
the  NJ  Experience.” 

Arthur  Krosnick,  MD,  Medical  Director  Mercer 
Medical  Wound  Care  Center 

► “Diagnosis  and  Treatment  of  Infections 
in  Diabetic  Foot  Ulcers.” 

Gary  W.  Gibbons,  MD,  Associate  Clinical  Professor 
of  Surgery,  Harvard  Medical  School. 

► “Controversial  Aspects  of  the  Revascularization 
of  the  Diabetic  Foot.” 

Herbert  Dardik,  MD,  Chief,  General  & Vascular 
Surgery,  Englewood  Hospital  and  Medical  Center 


Sponsored  By 


A 


American 
Diabetes 
Association® 

NEW  JERSEY  AFFILIATE,  INC. 


“Pressure  Analysis  of  the  Foot: 

Mapping  the  Future  for  Ulcer  Prevention.” 

Stephen  F.  Albert,  DPM,  Chief  of  Podiatry, 
University  of  Colorado  Health  Science  Center 

“How  to  Implement  the  DCCT 
Recommendations.” 

Keith  Usiskin,  MD, Endocrinologist  and  President 
of  Northwest  Chapter  of  the  ADA  NJ  Affiliate 

“Novel  Trends  in  the  Local  Management 
of  Chronic  Dermal  Ulcers.” 

Oscar  Alvarez,  MD,  PhD,  Dir.  University  Wound 
Healing  Clinic,  New  Brunswick 


Wound  Care  Educational  Alliance  of  NJ 

Award’s  Luncheon 


The  Wound  Care  Educational  Alliance  of  NJ  Award 
will  be  presented  to  an  outstanding  individual  or 
group  who  has  made  a published  contribution  to 
professional  education  in  the  area  of  wound  healing. 


ALL1ANC 


No  Fee  • Lunch  Included  • Reserve  Early  • Space  Limited 
Accredited  for  3.25  Category  I credit  hours  (C.M.E./C.P.M.E.) 

G Please  register  me  for  the 

conference  and  award's  lunchen 

□ Please  register  me  for  the 
conference  only 

□ Please  send  me  a brochure 
For  additional  information  call  1-800-41 4-HOPE 


NAME 

SPECIALTY 

ADDRESS 

CITY 
( ) 

STATE  ZIP 

PHONE 

Mail  To:  Update  94 

Wound  Care  Centers 

P.O.  276,  Adelphia,  NJ  07710-0276 


Hahnemann 

University 


Department  of  Anesthesiology  and 
Office  of  Continuing  Education 


present 

12th  Annual  Henry  S.  Ruth 
Conference  and  Lecture 

"ANESTHETIC  TRENDS 
IN  THE  NINETIES" 

October  1,  1994 

Radisson  Hotel  Philadelphia  Airport 

•Pain  Management* 
•Anesthesia  and  Health  Reform* 
•Computers  in  Anesthesia* 
•Newer  Anesthetic  Agents* 


Jonathan  Abrams,  MD 
Joel  P.  Bennett,  DDS,  MD 
Eugene  K.  Betts,  MD 
William  D.  Hetrick,  MD 
Robert  E.  Johnstone,  MD 
Mehdi  Keykhah,  MD 


Mathew  Lefkowitz,  MD 
Jerry  D.  Levitt,  MD 
Gary  S.  Okum,  MD 
Susan  L.  Polk,  MD 
David  T.  Seitman,  MD 


For  information  call:  215-762-8263 


Acupuncture  & Electro-Therapeutics 
in  Clinical  Practice 

New  York  State  Boards  of  Medicine  & Dentistry  25-hour 
accredited  seminar  & workshop  on  latest  theories  & 
techniques  of  manual  & electro-acupuncture,  TENS  & simple 
non-invasive  diagnostic  methods  (including  cardio-vascular, 
neuromuscular,  central  nervous  systems  & “Bi-Digital  0-Ring 
Test”),  applicable  towards  300-hour  requirement  for 
certification  to  practice  acupuncture,  will  be  given  periodically 
for  licensed  clinicians  (with  or  without  prior  training!  on  3- 
day  weekends  (Fri-Sun)  of  Sep.  16-18,  Nov.  17-19,  and  Dec. 
9-il,  1994,  at  Milford  Plaza  Hotel,  45th  St.  & 8th  Ave.,  New 
York  City. 

The  10th  Annual  International  Symposium  on 
Acupunture  & Electro-Therapeutics  will  be  held  at 

Columbia  University,  School  of  International  Affairs,  420  W. 
118th  St.,  N.Y.  City,  during  October  20-23,  1994. 

These  meetings  are  co-sponsored  by  the  International 
College  of  Acupuncture  & Electro-Therapeutics  & its  official 
journal,  Acupuncture  & Electro-Therapeutics  Research,  The 
International  Journal  (published  by  Pergamon  Press  & 
indexed  in  15  major  indexing  periodicals,  including  Index 
Medicus),  Heart  Disease  Research  Foundation;  NY  Pain 
Center;  Electrical  Engineering  Dept.,  Manhattan  College; 
Nordic  Medical  Acupuncture  Society  (Scandinavia);  Schmerz 
Therapeutische  Kolloquium  (West  Germany);  Japan  Bi-Digital 
O-Ring  Test  Assn.;  Accredited  toward  Acupuncture 
Certification  to  practice  acupuncture.  Eligible  for  AMA  CME 
Cat.  I credit  (about  40  credit-hours  for  the  Symposium). 
Among  many  distinguished  speakers  is  former  Chairman  of 
Nobel  Committee  Prof.  Norden  Stron. 

For  information  on  meetings  or  submission  or 
presentations  of  papers,  contact  Symposium  Chairman,  Prof. 
Y.  Omura,  M.D.,  Sc.D.,  800  Riverside  Drive  (8-1)  New  York, 
NY  10032  Tel:  (212)  781-6262  (10  am  to  10  pm  7 days  a week) 
or  (212)  928-0658,  Co-chairman,  Prof.  A.W.  Cook,  MD  (516) 
877-1821,  or  Claire  Ulrich  (212)  781-3082. 
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NEW  JERSEY  MEDICINE 


I Hahnemann 

| University 


Department  of  Medicine  Grand  Rounds 

Wednesdays  8:30  to  9:30  a.m. 


Classroom  C (Alumni  Hall),  2nd  Floor,  New  College  Building,  Hahnemann  University,  15th  & Vine  Streets  (15th  Street  Entrance),  Philadelphia 

For  more  information,  contact  the  Office  of  Continuing  Education  at  215-762-8263. 


SEPTEMBER  1994 

SEPTEMBER  14th 

Diagnosis  and  Treatment  of  Ventricular 
Tachycardia 

Leonard  S.  Dreifus,  M.D. 

Professor  of  Medicine 

Division  of  Cardiovascular  Diseases, 

Hahnemann  University 

Steven  P.  Kutalek,  M.D. 

Associate  Professor  of  Medicine 
Director,  Clinical  Cardiac  Electrophysiology, 
Division  of  Cardiovascular  Diseases, 
Hahnemann  University 
Scott  E.  Hessen , M.D. 

Assistant  Professor  of  Medicine 
Associate  Director,  Clinical  Cardiac 
Electrophysiology,  Division  of 
Cardiovascular  Diseases,  Hahnemann 
University 

SEPTEMBER  21st 
Renal  Tubular  Acidosis 

Neil  A.  Kurtzman,  M.D. 

Arnett  Professor  of  Medicine 
Chairman  of  Internal  Medicine,  Texas  Tech 
Health  Sciences  Center,  Lubbock,  TX 

SEPTEMBER  28th 

Polycythemia  Vera;  Understanding  of 

Clinical,  Viral  and  Genetic  Mechanisms 

Isadore  Brodsky,  M.D. 

Professor  and  Associate  Chair 
Department  of  Medicine,  Director  of 
Hematology/Oncology,  Hahnemann 
University 


OCTOBER  1994 

OCTOBER  5th 

Pulmonary  Tuberculosis:  Changing  Pattern 
of  Epidemiology  and  Therapy 

Michael  E.  Iseman,  M.D. 

Associate  Professor  of  Medicine 
Mycobacterial  Disease  Service,  Infectious 
Diseases  Division,  National  Jewish  Center, 
Denver,  CO 


OCTOBER  1994 

OCTOBER  12th 

Coronary  Heart  Disease  in  Women 

Nanette  K.  Wenger,  M.D. 

Professor  of  Medicine 
Emory  University  School  of  Medicine, 
Director,  Grady  Health  Systems,  Atlanta, 
GA 

OCTOBER  19th 

New  Approaches  to  Infections  in  Organ 
Transplant  Recipients 

Robert  H.  Rubin,  M.D. 

Professor  of  Medicine 
Harvard  Medical  School,  Infectious  Disease 
Division,  Massachusetts  General  Hospital, 
Boston,  MA 

OCTOBER  26th 

Treatment  of  the  Geriatric  Patient 

Joel  Posner,  M.D. 

Professor  of  Medicine 

Director,  Division  of  Geriatrics,  Medical 

College  of  Pennsylvania,  Philadelphia,  PA 


NOVEMBER  1994 

NOVEMBER  2nd 

Clinical  Diagnosis  of  Heart  Disease  for  the 
Generalist 

David  H.  Spodick,  M.D.,  D.Sc. 

Professor  of  Medicine 

Cardiology  Division,  Saint  Vincent  Hospital, 
Worcester,  MA 

NOVEMBER  9th 

Thyroid  Disorders  and  the  Heart 

Paul  Ladenson,  M.D. 

Professor  of  Medicine 
Director,  Division  of  Endocrinology  and 
Metabolism,  Johns  Hopkins  School  of 
Medicine,  Baltimore,  MD 


NOVEMBER  1994 

NOVEMBER  16th 

Asthma:  Management  Strategies 

William  Busse,  M.D. 

Professor  of  Medicine 

University  of  Wisconsin,  School  of  Medicine, 
Madison,  WI 

NOVEMBER  23rd 

No  Grand  Rounds— Holiday 

NOVEMBER  30th 
Kidney  Stone  Disease 

Douglas  M.  Landwehr,  M.D.,  Ph.D. 

Associate  Professor  of  Medicine 
Director,  Division  of  Nephrology  and 
Hypertension,  Allegheny  General  Hospital, 
Pittsburgh,  PA 


DECEMBER  1994 

DECEMBER  7th 
To  be  announced 

DECEMBER  14th 
Cardiac  Auscuitation 

Leonard  S.  Dreifus,  M.D. 

Professor  of  Medicine 

Division  of  Cardiovascular  Diseases, 

Hahnemann  University 

Daniel  Mason,  M.D. 

Professor  of  Medicine 

Division  of  Cardiovascular  Diseases, 

Hahnemann  University 

Gerald  Scharf,  D.O. 

Professor  of  Clinical  Medicine 
Division  of  Cardiovascular  Diseases, 
Hahnemann  University 
John  J.  Ross,  RCPT 
Research  Assistant  Professor 
Division  of  Cardiovascular  Diseases, 
Hahnemann  University 

DECEMBER  21st 

To  be  announced 

DECEMBER  28th 
No  Grand  Rounds— Holiday 


Wednesday  Medical  Seminar  Series 
8:30  a.m.  to  3:30  p.m. 


SEPTEMBER  21,  1994  OCTOBER  5,  1994  NOVEMBER  16,  1994 

Edema,  Acid-Base,  Electrolyte  Disorders,  Tuberculosis  Asthma 

Mechanisms  & Treatment  of  Hypertension  Guest  Lecturer:  Guest  Lecturer:  William  Busse,  M.D. 

Guest  Lecturer:  Michael  E.  Iseman,  M.D. 

Neil  A.  Kurtzman,  M.D. 


DECEMBER  1994 

To  be  announced 


Seminar  Director  Allan  B.  Schwartz,  M.D.,  Professor  and  Vice  Chair,  Chief  of  Service,  Director  of  Continuing  Medical  Education  for  the  Department  of  Medicine 

Full  Disclosure  Statement:  All  faculty  participating  in  continuing  medical  education  programs  sponsored  by  Hahnemann  University  are  expected  to  disclose  to  the  audience  any  real 
or  apparent  conflict(s)  of  interest  related  to  the  content  of  their  presentation. 

Statement  of  Accreditation:  Hahnemann  University  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  (ACCME)  to  sponsor  continuing  medical  education 
programs  for  physicians.  Hahnemann  University  designates  each  hour  of  attendance  at  these  activities  as  1 credit  hour  of  Category  I of  the  Physician’s  Recognition  Award  of  the  American 
Medical  Association. 
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PHILADELPHIA  HEART  INSTITUTE 

at  Presbyterian  Medical  Center 


Update  v 


designed  for  the  physician  and  provides  an  intensive 
survey  of  the  current  status  of  clinical  cardiology  . . . 

Wednesday,  September  7, 1994  3:00-5:00  PM 

Office  Cardiology: 

Bedside  Diagnosis  of  the 
Cardiac  Patient-Part  I 

Moderator:  Bernard  L.  Segal,  M.D. 

Patients  will  be  presented  with  interesting  clinical  findings.  Carotid  and  jugular 
venous  pulsation  will  be  analyzed.  The  precordium  will  be  palpated  to  determine 
abnormal  impulses.  Heart  sounds  and  murmurs  will  be  interpreted  in  light  of  the 
patient's  symptoms  and  the  clinical  findings.  Stethophones  will  be  available  at  each 
seat  so  that  the  audience  will  be  able  to  hear  and  interpret  these  findings. 

■ Case  Presentations 

■ Panel  Discussion 

■ CME  Credits* 

■ No  Registration  Fee 

■ Call  for  Reservation  662-8627 

Scheie  Auditorium 

Presbyterian  Medical  Center 
39th  & Market  Streets , 

Philadelphia,  Pennsylvania  19104 

The  Philadelphia  Heart  Institute  at  Presbyterian  Medical  Center  is  an  affiliate  of  the  University  of  Pennsylvania:. 

* Presbyterian  Medical  Center  designates  this  continued  medical  education  activity  for  2 credit  hours  in  Category  I of 
the  Physicians’  Recognition  Award  of  the  American  Medical  Association  and  the  Pennsylvania  Medical  Society 
Membership  requirement.  Nine  sessions,  18  credits.  ' 


DOCTORS’  NOTEBOOK 


TRUSTEES  MINUTES 


A reorganization  meeting  of  the 
Medical  Society  of  New  Jersey 
(MSNJ)  Board  of  Trustees  was 
held  on  May  4,  1994,  at  the 
Trump  Taj  Mahal  Casino/Resort, 
Atlantic  City.  Detailed  minutes 
are  on  file  with  the  secretary  of 
your  county  society.  A summary 
of  significant  actions  follows. 

Reorganization.  Introduced 
and  welcomed:  Louis  L.  Keeler, 
MD,  president-elect;  Anthony  P. 

I Caggiano,  Jr,  MD,  first  vice-presi- 
dent; Carl  Restivo,  Jr,  MD, 
second  vice-president;  Abraham 
D.  Ruiz,  MD,  medical  specialty 
societies  representative;  Stephen 
Sun,  student  member;  and 
Dorothy  V.  Espinola,  MSNJ  Aux- 
iliary president.  Also,  noted  the 
following:  seated  at  future  meet- 
ings will  be  Karl  T.  Franzoni, 
speaker  of  the  House;  Dr. 
Restivo,  Jr,  will  serve  as  MSNJ’s 
official  liaison  to  the  state  Board 
of  Medical  Examiners  (BME)  and 
Neil  E.  Weisfeld,  JD,  MSHyg, 
will  continue  to  serve  as  MSNJ  s 
staff  liaison;  Fred  M.  Palace,  MD, 
will  serve  as  MSNJ’s  official 
liaison  to  the  New  Jersey  Hospital 
Association  and  R.  Gregory  Sachs, 
MD,  will  serve  as  his  alternate; 
and  Paul  J.  Hirsch,  MD,  will 
serve  as  chairman  of  the  Strategic 
Planning  Committee.  Also,  noted 


that  Dr.  Palace  announced  the 
establishment  of  a Speakers’ 
Committee,  which  will  report  to 
the  Board  the  concerns  of  the 
House  of  Delegates;  Dr.  Franzoni 
will  serve  as  the  Committee 
chairman,  Walter  J.  Kahn,  MD, 
will  serve  as  vice-chairman,  and 
Irving  P.  Ratner,  MD,  will  serve 
as  a consultant;  and  Committee 
members  will  include:  Henry  J. 
Mineur,  MD,  Edward  A. 
Schauer,  MD,  and  Gerald 
Shapiro,  MD. 

Referrals  for  the  1994  House 
of  Delegates 

1.  Substitute  Resolution  #4 — 
Injections  by  Certified  Medical 
Assistants.  Will  refer  to  the  ex- 
ecutive committee  with  the  un- 
derstanding that  they  will  initiate 
discussion  with  Fred  M.  Jacobs, 
MD,  president  of  BME  and  other 
members  of  BME,  in  an  attempt 
to  resolve  the  situation  either  by 
a regulation  or  a policy  declara- 
tion of  BME. 

2.  Substitute  Resolution  for 
Resolution  #9  (New  Jersey  Com- 
missioner of  Health)  and  Resolu- 
tion #23  (Commissioner  of 
Health).  Will  keep  the  Substitute 
Resolution  with  the  Board  of 
Trustees  for  referral  to  ap- 
propriate legislative  committees 
with  jurisdiction;  the  Board  will 


be  apprised  as  the  statutory 
process  moves  forward. 

3.  Substitute  Resolution 
#12— New  Jersey  Medicine  In- 
sertion of  Specialty  Updates  for 
Primary  Care  Physicians.  Will 
refer  to  the  editor  of  New  JERSEY 
MEDICINE  for  implementation. 

4.  Resolution  #22  — Support 
of  MSNJ  in  Rescinding  Physician 
Recoupment  for  Laboratory 
Panel  Studies.  Will  keep  Resolu- 
tion #22  with  the  Board  for  any 
action  that  may  be  required  in 
addition  to  those  already  under- 
taken; the  staff  will  report  and 
advise  the  Board  on  develop- 
ments. 

5.  Resolution  #27:  Use  of 

Health  Insurance  Form  in  New 
Jersey.  Will  refer  Resolution  #27 
to  the  Council  on  Medical 
Services  for  development  and 
selection  of  the  form  to  be  used. 

6.  Resolution  #30 — Patient 
Restraint  Orders.  Noted  that  the 
president  will  forward  a com- 
munication to  the  commissioner 
of  health,  recommending  that  the 
New  Jersey  Department  of 
Health  (DOH)  consider  adopting 
regulations  that  allow  hospital 
medical  staffs  to  develop  policy 
consistent  with  the  intent  of  the 
resolution. 

7.  Substitute  Resolution 
#10  — Social  Functions  at 
MSNJ’s  Annual  Meeting.  Noted 
that  Substitute  Resolution  #10 
will  be  referred  to  the  Committee 
on  Annual  Meeting  for  incorpora- 
tion into  next  year’s  program. 

8.  Substitute  Resolution  for 
Resolution  #11  (Physician 
Healthcare  Plan  of  New  Jersey, 
Inc.)  and  Resolution  #18  (MSNJ 
Endorsement  of  the  Physician 
Healthcare  Plan  of  New  Jersey, 
Inc.).  Noted  that  the  Substitute 
Resolution  for  Resolutions  #11 
and  #18  will  remain  with  the  ex- 
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ecutive  committee;  the  solicita- 
tion letter  will  be  referred  to 
outside  counsel  with  the  stipula- 
tion that  any  risk  exposure  to 
MSNJ  is  de  minimis. 

9.  Substitute  Resolution 
#13 — Modification  of  Annual 
Meeting  Format.  Will  refer  the 
first  resolved  of  Substitute  Re- 
solution #13  to  the  Speakers’ 
Committee  and  the  second  re- 
solved to  the  AMA  delegation  for 
submission  of  a resolution  to  the 
AMA  House  of  Delegates. 

10.  Substitute  Resolution 
#20 — County  Medical  Society 
Executives  Representation  at 
MSNJ  Seminars/Programs. 
Noted  that  the  president  will 
forward  a communication  to  the 
county  society  presidents;  the 
concurrence  of  county  society 
presidents  will  be  requested  in 
exempting  the  Media  Training 
Program  for  selected  MSNJ 
physician  leadership  and  the 
Training  Workshop  of  CME 
Physicians. 

11.  Resolution  #26 — Use  of 
Drug  Formularies  by  Health  In- 
surance Companies  in  New 
Jersey.  Will  refer  Resolution  #26 
to  the  staff  for  initiation  of  dis- 
cussions with  DOH,  with  strategy 
advice  to  be  provided  to  the 
Board  of  Trustees. 


12.  Substitute  Resolution 
#3 — Managed  Care.  Will  refer 
to  the  staff  for  implementation, 
consistent  with  MSNJ’s  strategy 
and  goals  regarding  managed 
care. 

13.  Resolution  #5 — Coverage 
For  All  Who  Need  It.  Noted  that 
to  implement  the  first  resolved, 
the  president  will  forward  a com- 
munication to  the  New  Jersey 
congressional  delegation,  and  to 
implement  the  second  resolved, 
will  refer  to  the  AMA  delegation 
for  submission  of  a resolution  to 
the  AMA  House  of  Delegates. 

14.  Substitute  Resolution 
#6 — Board  Eligibility.  Noted 
that  to  implement  the  first  re- 
solved a letter  will  be  sent  to  the 
president  of  the  American  Board 
of  Medical  Specialties;  the  second 
resolved  will  remain  with  the  ex- 
ecutive staff  as  part  of  an  ongoing 
credentialing  process  for  man- 
aged care  plans;  and  the  third  re- 
solved will  be  referred  to  the 
AMA  delegation  for  submission  of 
a resolution  to  the  AMA  House  of 
Delegates. 

15.  Substitute  Resolution 
#7 — Third-Party  Interference  in 
Medical  Practice.  Was  referred 
to  staff  for  exploration  with  DOH 
and  report  back  to  the  Board  of 
Trustees. 


16.  Resolution  #8 — Quality  of 
Care.  Will  refer  to  the  Commit- 
tee on  Quality  for  implementa- 
tion. 

17.  Substitute  Resolution 

#14 — Contracting  Physicians 

Defined  as  Employees.  Noted 
that  the  first  resolved  is  ongoing 
MSNJ  activity  and  will  remain 
with  the  Board  of  Trustees  and 
the  second  resolved  will  be  re- 
ferred to  the  AMA  delegation  for 
submission  of  a resolution  to  the 
AMA  House  of  Delegates. 

18.  Resolution  #15 — Third- 

Party  Payors  To  Have  Qualified 
Personnel  To  Speak  With  Physi- 
cians. Noted  that  MSNJ  staff  will 
discuss  the  issues  contained  in 
this  resolution  with  the  com- 
missioners of  health  and  in- 
surance. 

19.  Substitute  Resolution 
#21 — Milliman  and  Robertson 
Guidelines.  Noted  that  the  first 
two  resolveds  will  be  referred  to 
the  Committee  on  Utilization  Re- 
view Systems,  requesting  their 
collaboration  with  representatives 
of  the  Hospital  Medical  Staff  Sec- 
tion and  the  New  Jersey  Hospital 
Association  to  develop  a strategic 
plan  of  action  for  submission  to 
the  Board  of  Trustees  by  Nov- 
ember 1,  1994;  the  third  resolved 
will  be  referred  to  Vincent 


MEETINGS  OF  THE 
BOARD  OF  TRUSTEES 
of  the  Medical  Society  of  New  Jersey 

September  IB,  1 994 
October  IB,  1 994 
November  20,  1 994 
December  IB,  1994 
January  15,  1005 
February  10,  1005 
March  10,  1005 
April  0,  1 005 

Meetings  of  the  Board  of  Trustees  are  open  to  all  MSNJ  members. 
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Maressa,  who  will  review 
prospective  cases  for  appropriate- 
ness and  make  recommendations 
to  the  Board  regarding  amicus 
support;  the  fourth  resolved  will 
be  accomplished  through  a letter 
from  the  president  to  the  director 
of  enforcement  and  consumer 
protection  of  the  New  Jersey  De- 
partment of  Insurance;  and  the 
fifth  resolved  will  be  referred  to 
the  AMA  delegation  for  sub- 
mission of  a resolution  to  the 
AMA  House  of  Delegates. 

20.  Substitute  Resolution 
#32E  — Retention  of  Newborn  in 
Hospital  with  Mother.  Noted 
that  Substitute  Resolution  #32E 
will  be  communicated  by  the 
president  to  the  presidents  of  the 
New  Jersey  Academy  of  Family 
Physicians,  the  New  Jersey  Ob- 
stetrical and  Gynecological  Socie- 
ty, and  the  New  Jersey  Pediatric 
Society,  asking  that  their  or- 
ganizations consider  adopting  a 


similar  position,  and  join  with 
MSNJ  in  requesting  DOH  and 
the  Department  of  Insurance  to 
require  that  carriers  must  allow 
newborns  at  least  72  hours  of  cov- 
ered stay  with  their  mothers, 
postpartum. 

21.  Resolution  #1  — Insurer 

Responsibility.  Will  refer  Resolu- 
tion #1  to  the  Council  on  Legisla- 
tion and  to  MSNJ  s lobbyist. 

22.  Resolution  #25  — Medical 
Malpractice  Reform  in  New 
Jersey.  Noted  that  this  resolution 
will  remain  with  the  Board  of 
Trustees,  subject  to  recommenda- 
tion(s)  from  the  Council  on 
Legislation,  and  from  the  ex- 
ecutive staff. 

23.  Substitute  Resolution  for 
Resolution  #19  (MSNJ  Advoca- 
tion of  “Freedom  of  Choice 
Legislation  and  Resolution  #28 
(“Freedom  of  Choice”  Law  in 
New  Jersey).  Noted  that  Resolu- 
tions #19  and  #28  will  remain 


with  the  Board  of  Trustees. 

24.  Substitute  Resolution 
#24  — Physician  Reimbursement 
for  Uncompensated  Care.  Noted 
that  Substitute  Resolution  #24  is 
a statement  of  existing  MSNJ 
policy  and  will  remain  with  the 
Board  of  Trustees  as  a matter  of 
reinforcement. 

New  business. 

1.  JEMPAC.  Noted  that  Harry 
M.  Carnes,  MD,  called  attention 
to  the  urgent  need  for  JEMPAC 
contributions  to  maintain  a na- 
tional political  presence,  and 
Dr.  Palace  strongly  encouraged 
members  of  the  Board  to  join 
JEMPAC  this  year. 

2.  Candidate  for  AMA-HMSS 
Governing  Council.  Voted  to  en- 
dorse and  support  the  candidacy 
of  Robert  J.  Weierman,  MD,  vice- 
chairman  of  the  AMA-HMSS 
Governing  Council,  for  re-elec- 
tion. □ 


AMNJ  REPORT 


The  Academy  of  Medicine  of 
New  Jersey  (AMNJ)  Annual 
Awards  Dinner,  on  May  25,  1994, 
at  the  Chanticler  in  Shorts  Hills, 
was  a major  success.  Over  400 
guests  gathered  to  honor  the 
Award  recipients  and  to  help  in- 
stall the  officers  for  the  1994-1995 
year.  The  Edward  J.  Ill  Award 
recipient,  Joseph  A.  Riggs,  MD, 
of  Haddon  Heights,  and  the 
Citizen’s  Award  designee,  Burton 
L.  Eichler,  of  Summit,  were  elo- 
quent in  their  response.  In  ad- 
dition, AMNJ  continued  the  tradi- 
tion started  at  the  1991  dinner  of 
presenting  a lapel  pin  to  the 
outgoing  president. 

The  location  of  the  1995  event 
again  will  be  the  Chanticler  and 
the  date  will  be  May  31,  1995. 
The  Awards  Committee,  under 
the  chairmanship  of  immediate 
past-president,  John  L.  Krause, 
MD,  presently  is  soliciting 
nominations  for  1995.  The 
deadline  for  receiving  nomina- 
tions is  September  23,  1994. 

New  AMNJ  officers  for  1994- 
1995,  introduced  at  the  Annual 


Awards  Dinner,  are  President 
Palma  Formica,  MD;  President- 
Elect  Alan  Lippman,  MD;  1st 
Vice-President  Vincent  K. 
Mclnerney,  MD;  2nd  Vice-Presi- 
dent Sofia  II.  Anthony,  MD; 
Secretary  Connie  Uy,  MD;  and 
Treasurer  Robert  R.  Rickert,  MD. 
In  addition,  the  following  Board 
members  were  elected  for  three- 
year  terms;  Drs.  Donald  Brief, 
Essex;  Douglas  Costabile,  Union; 
William  Dowling,  Somerset; 
Joseph  Micale,  Hudson;  and 
Thomas  Witomski,  Monmouth. 

AMNJ  s staff  is  actively  prepar- 
ing the  annual  Calendar  for 
1994-1995,  which  is  AMNJs 
major  publication.  The  Calendar 
will  include  many  items  of  in- 
terest including  CME  activities 
for  the  upcoming  academic  year, 
a list  of  available  Roving  Sym- 
posia topics,  an  application  to 
participate  in  the  Speaker’s  Bu- 
reau, and  an  updated  list  of  af- 
filiated specialty  societies  and 
their  presidents.  The  publication 
will  be  mailed  to  the 
membership. 


AMNJ  continues  to  respond  to 
federal,  state,  and  foundation  re- 
quests for  proposals  that  address 
specific  identified  medical  issues. 
AMNJ  recently  was  funded  by  the 
New  Jersey  State  Department  of 
Health’s  (DOH)  Division  of  Fami- 
ly Health  Services  to  implement 
a physician  education  component 
of  the  LEAP  Project.  AMNJ  also 
has  a new  Roving  Symposia 
series:  Blood  Glucose  Control  and 
Diabetes:  Lessons  from  the 

Diabetes  Control  and  Complica- 
tions Trial.  Roving  Symposia 
funded  by  the  DOH’s  Division  of 
AIDS  Prevention  and  Control 
also  are  offered  in  five  separate 
and  distinct  programs  on  different 
aspects  of  HIV  infection.  To  make 
arrangements  for  presentation  of 
any  Roving  Symposia,  contact 
Mae  Slabicki.  □ Palma  Formica, 
MD,  president 
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Researchers  discover  specific 
antibody  for  Lyme  disease.  Re- 
searchers at  UMDNJ-New  Jersey 
Medical  School  have  discovered  a 
specific  antibody  in  patients  with 
Lyme  disease  that  may  lead  to  an 
immediate  diagnosis  and  earlier 
treatment  of  the  disease.  The  new 
finding  involves  the  early  detec- 
tion of  a specific  antibody  re- 
sponse to  a unique  protein  of 
Lyme  disease,  known  as  outer 
surface  protein  A (OspA),  accord- 
ing to  Dr.  Steven  E.  Schutzer, 
assistant  professor  of  medicine 
and  principal  investigator  of  the 
study.  Dr.  Schutzer’s  research, 
conducted  with  a team  of  scien- 
tists from  the  medical  school,  the 
State  University  of  New  York- 
Stony  Brook,  and  Brookhaven  Na- 
tional Laboratory,  New  York,  is 
reported  in  the  July  edition  of  the 
Journal  of  Clinical  Investigation. 
The  study  was  funded,  in  part,  by 
grants  from  the  National  Institute 
of  Arthritis  and  Musculoskeletal 
and  Skin  Diseases  and  the  Na- 
tional Institute  of  Allergy  and  In- 
fectious Diseases,  and  the  Cen- 
ters for  Disease  Control  and 
Prevention. 

UMDNJ/NJIT  offer  new 
master’s  program  in  biomedical 
informatics.  Designing  computer 
programs  that  solve  health  care 
related  problems  — from  contain- 
ing medical  costs  to  diagnosing 


difficult  ailments — is  the  object  of 
a new  education  program  created 
by  UMDNJ  and  the  New  Jersey 
Irfstitute  of  Technology  (NJIT). 
The  program,  the  first  of  its  kind 
in  the  northeast,  leads  to  a joint 
master  of  science  degree  in 
biomedical  informatics. 

Graduates  of  the  program  will 
be  qualified  to  work  as  health  care 
managers,  information  officers, 
consultants,  scientists,  research- 
ers, and  educators  in  a variety  of 
health  care  settings.  The  program 
is  under  the  direction  of  Dr.  Syed 
Haque,  associate  professor  at 
UMDNJ-School  of  Health  Re- 
lated Professions. 

Study  will  test  new  drug  for 
male  impotence.  A drug  that  may 
help  men  who  experience  im- 
potence or  a low  sex  drive  is 
being  tested  by  researchers  at 
UMDNJ-Robert  Wood  Johnson 
Medical  School.  The  study  will 
determine  whether  administering 
Yocon®  (yohimbine  hydrochlo- 
ride) in  higher  doses  will  enhance 
its  effectiveness  for  both  male 
erectile  dysfunction  and  low  sex 
drive.  Yocon®  is  derived  from  the 
bark  of  the  African  yohimbine 
tree.  As  an  herbal  medicine,  it  has 
a long  history  of  use  to  enhance 
sexual  prowess.  The  drug  is  taken 
orally.  Dr.  Raymond  C.  Rosen, 
professor  of  psychiatry  at 
UMDNJ-Robert  Wood  Johnson 


Medical  School,  is  principal  in- 
vestigator. 

Researchers  are  testing  vita- 
mins for  preventing  athero- 
sclerosis. Researchers  at 
UMDNJ-Robert  Wood  Johnson 
Medical  School  are  studying  anti-  I 
oxidant  vitamins  to  determine  if ' 
they  can  help  prevent  athero- 
sclerosis. As  a followup  to  their 
study  that  shows  that  vitamins  E, 
C,  and  beta  carotene  reduce  vas- 
cular disease  in  laboratory 
animals,  the  research  team  will 
test  vitamins  on  15  volunteers 
with  mild  elevations  of  trigly- 
cerides and  cholesterol.  The  re- 
search team  theorizes  that  daily 
supplements  of  vitamins  E (800 
IU),  C (1,000  mg),  and  beta 
carotene  (24  mg)  may  prevent  the 
oxidation  of  lipoproteins, 
molecules  that  carry  cholesterol, 
and  triglycerides  in  the  blood. 

Funding  for  the  one-year  study 
is  being  provided  by  the  New 
Jersey  affiliate  of  the  American 
Heart  Association.  Co-principal 
investigators  are  Dr.  Stephen  V. 
Schneider,  associate  professor  of 
medicine,  and  Dr.  Vincent  A. 
Rifici,  assistant  professor  of 
medicine. 

Dermatologist  uses  new  laser 
treatment  to  transplant  hair.  A 

new  advanced  laser  technique 
that  transplants  hair  with  minimal 
pain  and  permanent  results  is 


It’s  a long  name.  But  it’s  the  last  word  in  health  edu 
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being  used  for  the  first  time  in 
' New  Jersey  by  Dr.  Sandy  S.  Mil- 
graum,  a dermatologist  with 
UMDNJ-Robert  Wood  Johnson 
Medical  School.  The  technique 
employs  an  “ultra-pulse’  laser, 
which  safely  creates  small  slits  in 

i 


PLACEMENT  FILE 


The  following  physicians  have 
written  to  the  executive  offices  of 
MSNJ  seeking  information  on  op- 
portunities for  practice  in  New 
fersey.  If  you  are  interested  in 
further  information  concerning 
these  physicians,  please  direct  in- 
quiries to  them. 

Anesthesiology 

Geoffrey  W.T.  Ndeto,  MD,  36 
Franklin  Ave.,  Rosemont,  PA  19010. 
Nairobi  (Kenya)  1976.  Group  or 
partnership.  Available. 

Gastroenterology 

Rawel  Singh,  MD,  8569  Everett 
Ave.,  St.  Louis,  MO  63117.  GND 
University  (India)  1980.  Board 
certified.  Single  or  multispecialty 
group.  Available. 


the  scalp  known  as  “graft  sites.” 
These  sites  then  are  filled  with 
hair  that  is  removed  from  the 
back  of  the  head. 

Medical  school  dean  resigns 
post.  Dr.  Norman  H.  Edelman, 
dean  of  UMDNJ-Robert  Wood 


Internal  Medicine 

Nick  Mehta,  MD,  1946  Guernsey 
Ave.,  Abington,  PA  19001.  B.J. 
Medical  College  (India)  1978.  Board 
eligible.  Available. 

Nephrology 

Suk  Hveon  Yun,  MD,  504  Summit 
Ave.,  Fort  Lee,  NJ  07024.  New  York 
Medical  College  1989.  Board 
certified  (IM).  Board  eligible 
(NEPHR).  Group  or  partnership. 
Available. 

Pathology 

Maria  S.  Braganca,  MD,  43  S. 
Cadillac  Dr.,  Somerville  NJ  08876. 
GOA  (India)  1968.  Board  certified. 
Group.  Available. 


Johnson  Medical  School,  has  re- 
signed as  dean  effective  April  1, 
1995,  in  order  to  pursue  new 
challenges  in  academic  medicine. 
□ Stanley  S.  Bergen,  Jr,  MD, 
president 


Psychiatry 

Dorothy  Brozek,  MSN,  MD,  200  E. 
Wynnewood  Rd.,  D-l,  Wynnewood, 
PA  19096.  Albany  Medical  College 
1990.  Board  eligible.  Available. 

Surgery 

W.  Dean  Adams,  MD,  3617  38  St., 
NW,  Apt.  310,  Washington,  DC 
20016.  College  of  Physicians  & 
Surgeons  1989.  Board  eligible 
(SURG).  Group,  associate,  partner. 
Available. 

Marc  S.  Saunders,  DO,  6815 
Lockwood  Blvd.,  Apt.  155, 
Boardman,  OH  44512.  NY  College  of 
Osteopathic  Medicine  1987.  Board 
eligible.  Available. 


SPECIAL  ISSUES 


Readers  of  NEW  JERSEY 
MEDICINE  can  look  forward  to  a 
number  of  special  issues  being 
planned  for  the  fall  and  winter. 
Coming  in  October  1994,  a 
special  issue  will  be  devoted  to 
Ithe  study  of  environmental 
medicine  in  the  state  of  New 


Jersey.  Guest  editors  for  this  issue 
are  Monroe  S.  Karetzky,  MD,  and 
Joan  Leonard  Hudgins,  MD.  In 
the  winter,  there  will  be  a two- 
part  special  issue  covering  the  in- 
crease in  violence  in  New  Jersey 
and  what  the  medical  profession 
is  doing  about  the  problem.  Alan 


J.  Lippman,  MD,  vice-chairman 
of  the  MSNJ  Committee  on 
Publication  is  the  guest  editor  of 
the  two-part  study.  Next  summer, 
a second  part  to  the  July  issue  on 
health  care  reform,  in  the  plan- 
ning stages,  will  be  published. 


i,  research,  patient  care  and  community  service. 
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EDITORIAL  CRITERIA 


CONTENT 


New  Jersey  Medicine  is  the 
official  organ  of  the  Medical 
Society  of  New  Jersey.  The  goals 
are  educational  and  informational. 
All  material  published  is 
copyrighted  by  the  Medical 
Society  of  New  Jersey. 

The  educational  contents  of 
each  issue  appear  as  scientific 
articles,  based  on  research,  or- 
iginal concepts  relative  to 
epidemiology  of  disease,  and 
treatment  methodology;  case  re- 
ports; review  articles;  clinical 
notes;  state  of  the  art  reports;  and 


special  articles,  that  include 
evaluations,  policy  and  position 
papers,  and  reviews  of  nonscien- 
tific  subjects.  Other  topics  in- 
clude professional  liability  com- 
mentary; critical  narration; 
medical  history;  pediatric  briefs; 
nutrition  update;  and  opinions. 
Editorials  are  prepared  by  the 
editor  and  by  guest  contributors 
on  timely  and  relevant  subjects. 
The  Doctors’  Notebook  section 
contains  organizational  and  ad- 
ministrative items  from  the 
Medical  Society  of  New  Jersey 


and  from  the  community.  Letters 
to  the  editor  and  book  reviews  are 
welcome  and  will  be  published  as 
space  permits. 

The  principal  aim  in  the 
preparation  of  a contribution 
should  be  relevance  to  diagnosis 
and  treatment  and  to  the  educa- 
tion of  patients  and  professionals. 
Preference  will  be  given  to 
authors  from  New  Jersey  and  to 
out-of-state  lecturers  submitting  a 
suitable  manuscript  based  on  a 
presentation  made  to  an  audience 
in  New  Jersey. 


COPYRIGHT 


In  compliance  with  the 
Copyright  Revision  Act  of  1976 
(effective  January  1,  1978),  a 

transmittal  letter  or  a separate 
statement  accompanying  material 
offered  to  NEW  JERSEY  MEDICINE 
must  contain  the  following 


language  and  must  be  signed  by 
all  authors. 

“In  consideration  of  NEW 
Jersey  Medicine  taking  action  in 
reviewing  and  editing  my  sub- 
mission, the  author(s)  under- 
signed hereby  transfers,  assigns, 


or  otherwise  conveys  all  copyright 
ownership  to  the  Medical  Society 
of  New  Jersey,  in  the  event  that 
such  work  is  published  in  NEW 

Jersey  Medicine 


SPECIFICATIONS 


Submit  two  manuscripts  that 
must  be  typewritten  and  double 
spaced  on  8V2"  by  11"  paper. 
Statistical  methods  used  in 
articles  should  be  identified. 

The  title  page  should  include 
the  full  name,  degrees,  and  affilia- 
tions of  all  authors,  and  the  name 
and  address  of  the  author  to 
whom  reprint  requests  and  cor- 
respondence should  be  sent. 

The  author  should  submit  a 30- 
word  abstract  to  be  used  at  the 
beginning  of  the  article. 

Tables  must  be  typewritten  and 
double  spaced  on  separate  8V2"  by 
11"  sheets,  with  a title  and 
number.  Symbols  for  units  should 
be  confined  to  column  headings. 


and  abbreviations  should  be  kept 
to  a minimum. 

Illustrations  should  be  profes- 
sional quality,  black-and-white 
glossy  prints.  The  name  of  the 
author,  figure  number,  and  the  top 
of  the  figure  should  be  noted  on  a 
label  attached  to  the  back  of  each 
illustration.  When  photographs  of 
patients  are  used,  the  subjects 
should  not  be  identifiable  or 
publication  permission,  signed  by 
the  subject  or  responsible  person, 
must  be  included  with  the  photo- 
graph. Material  taken  from  other 
publications  must  give  credit  to 
the  source. 

Generic  names  should  be  used 
with  proprietary  names  indicated 


parenthetically  or  as  a footnote 
with  the  first  use  of  the  generic 
name.  Proprietary  names  of  de- 
vices should  be  indicated  by  the 
registration  symbol—®. 

The  summary  of  the  article 
should  not  exceed  250  words;  it 
should  contain  essential  facts. 

References  should  not  exceed 
35  citations  except  in  review 
articles,  and  should  be  cited  con- 
secutively by  numbers  in 
parentheses  at  the  end  of  the 
sentence.  The  style  of  NEW 
Jersey  Medicine  is  that  of  Index 
Medicus: 

1.  Goldwyn  RM:  Subcutaneous 
mastectomy.  NJ  MED 
74:1050-1052,  1977. 


PUBLICATION  POLICY 


Receipt  of  each  manuscript  will 
be  acknowledged;  the  paper  will 
be  referred  to  the  Editorial 
Board.  Final  decision  is  reserved 


for  the  editor.  No  direct  contact 
between  the  reviewers  and  the 
authors  will  be  permitted. 

All  communications  should  be 


sent  to  NEW  JERSEY  MEDICINE, 
MSNJ,  2 Princess  Road, 
Lawrenceville,  NJ  08648.  □ 
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IN  MEMORIAM 


Bom  in  the  Philippines  on 
August  9,  1920,  Leoncio  Espana 
Arriola,  MD,  passed  away  on 
February  3,  1994.  Dr.  Arriola  was 
awarded  a medical  degree  from 
Manila  Central  University,  Philip- 
pines, in  1953.  He  received  a 
New  Jersey  medical  license  in 
1963  and  a Connecticut  medical 
license  in  1962.  He  completed  an 
internship  at  Yonkers  General 


Hospital,  New  York,  and  a res- 
idency at  St.  Joseph’s  Hospital, 
Paterson.  A family  practitioner 
and  cardiologist,  Dr.  Arriola  prac- 
ticed in  Lakehurst  and  was  on 
staff  at  Atlantic  City  Hospital.  Dr. 
Arriola  was  a member  of  our 
Ocean  County  component  and  of 
the  American  Medical  Associa- 
tion. 


LOUIS  BENDER 


Born  on  March  11,  1912,  in 
Newark,  Louis  Bender,  MD, 
passed  away  on  December  14, 
1993.  Dr.  Bender  was  graduated 
from  Hahnemann  Medical  Col- 
lege, Philadelphia,  in  1939,  and 
received  a license  to  practice  in 
New  Jersey  the  following  year. 
Dr.  Bender  was  a general  practi- 
tioner and  practiced  in  Newark 


for  many  years.  Dr.  Bender  was 
a member  of  our  Essex  County 
component  and  a fellow  of  the 
American  Geriatric  Society  and  of 
the  International  College  of 
Angiology.  Dr.  Bender  served  in 
the  Medical  Corps  during  World 
War  II.  Dr.  Bender  retired  to 
Connecticut. 


RICHARD  W.  BETTS 


STEPHEN  DMYTRIW 


At  the  age  of  84,  Richard  Win- 
field Betts,  MD,  died  on  De- 
cember 30,  1993.  Dr.  Betts  was 
born  on  November  15,  1909,  in 
Houston,  Texas,  and  was  awarded 
a medical  degree  from  Hahne- 
mann Medical  College,  Philadel- 
phia, in  1935.  While  Dr.  Betts 
was  chief  of  the  Department  of 
Emergency  Medicine  at 
Memorial  Hospital  of  Burlington 
County,  Mount  Holly,  he  or- 
ganized and  developed  the 
Mobile  Intensive  Care  Unit  pro- 
gram. During  his  medical  career, 

We  regret  to  inform  our 
readers  of  the  death  of  Stephen 
Dmytriw,  MD,  on  March  5,  1994. 
Dr.  Dmytriw  was  born  on  March 
31,  1915,  in  Newark.  He  was 
awarded  a medical  degree  from 
Georgetown  University  School  of 
Medicine,  Washington,  DC,  in 
1940.  After  receiving  a New 
Jersey  medical  license  in  1941, 


Dr.  Betts  maintained  a family 
practice  in  Medford;  was  past- 
president  of  our  Burlington 
County  component;  helped  to 
found  Medford’s  first  emergency 
squad;  and  was  affiliated  with  the 
Burlington  County  Medical  Ex- 
aminers Office.  In  addition,  Dr. 
Betts  was  a firefighter  with  the 
Union  Fire  Company,  Medford. 
During  World  War  II,  Dr.  Betts 
served  in  the  United  States  Army 
as  a battalion  surgeon,  and  was 
awarded  the  Purple  Heart  and  the 
Bronze  Star. 


Dr.  Dmytriw  served  in  the 
United  States  Army  until  1945. 
During  his  career.  Dr.  Dmytriw 
maintained  a family  practice  in 
East  Orange  and  was  on  staff  at 
Montclair  Community  Hospital, 
and  St.  Michael’s  Hospital, 
Newark.  Dr.  Dmytriw  was  a 
member  of  our  Essex  Count}' 
component. 
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JAMES  B.  GULICK 


At  the  grand  age  of  89,  James 
Benedict  Gulick,  MD,  of 
Maplewood,  died  on  February  17, 
1994.  He  was  born  on  March  7, 
1904,  in  Maplewood.  Dr.  Gulick 
was  an  obstetrician-gynecologist 
in  East  Orange  from  1936  to 
1975.  He  earned  a medical  degree 
from  Harvard  Medical  School, 
Massachusetts,  in  1930.  Dr. 
Gulick  was  department  chairman 
and  secretary  of  the  medical  and 
dental  staff  at  The  Hospital 


Center  at  Orange.  He  was  a 
member  of  our  Essex  County 
component,  of  the  New  Jersey 
Obstetrical  and  Gynecological 
Society,  and  of  the  American 
Medical  Association,  and  a 
diplomate  of  the  American  Board 
of  Obstetrics  and  Gynecology.  Dr. 
Gulick  served  in  the  Navy  during 
World  War  II  and  in  the  Korean 
conflict.  Dr.  Gulick  resided  in 
Maplewood  and  Orange. 


ALEX  HOCHMAN 


A family  practitioner  and  or- 
thopedist for  many  years,  Alex 
Hochman,  MD,  passed  away  on 
February  5,  1994.  He  was  bom  on 
April  25,  1912,  in  Lodz,  Poland. 
Dr.  Hochman  was  a 1940 
graduate  of  Dalhousie  University 
Faculty  of  Medicine,  Nova  Scotia, 
Canada;  he  received  a New  Jersey 
medical  license  the  following 
year.  Dr.  Hochman  completed  an 
internship  at  Bamert  Hospital, 


Paterson,  and  a residency  at 
Newark  Beth  Israel  Medical 
Center.  During  his  career,  Dr. 
Hochman  practiced  in  Paterson; 
was  a school  physician;  and  a 
member  of  the  Board  of  Health. 
He  was  affiliated  with  Bamert 
Memorial  Hospital.  Dr.  Hochman 
was  a member  of  our  Passaic 
County  component  and  of  the 
American  Medical  Association. 


SURGIS  A.  KOROLJOW 


We  have  received  word  of  the 
death  of  Surgis  Anatole  Koroljow, 
MD,  on  December  21,  1993.  Dr. 
Koroljow  was  bom  on  September 
27,  1910.  He  was  graduated  from 
Odessa  Medical  Institute,  Russia, 
in  1933.  Dr.  Koroljow  completed 
an  internship  at  University 
Hospital,  Odessa,  Russia,  and  a 
residency  at  Marcy  State  Hos- 


pital, New  York.  He  received  a 
New  Jersey  medical  license  in 
1954.  Dr.  Koroljow  was  a psy- 
chiatrist. During  his  medical  ca- 
reer, Dr.  Koroljow  maintained  a 
practice  in  New  Bmnswick  and 
Highland  Park.  Dr.  Koroljow  was 
a member  of  our  Middlesex 
County  component  and  of  the 
American  Medical  Association. 


WILLIAM  A.  LOEB 


Surgeon  William  A.  Loeb  died 
on  January  7,  1994.  He  was  born 
on  February  28,  1906,  in  New 
York  City.  Dr.  Loeb  received  a 
medical  degree  from  the  State 
University  College  of  Medicine, 
New  York,  in  1931.  After  serving 
in  the  Medical  Corps  during 
World  War  II,  Dr.  Loeb  received 
a New  Jersey  medical  license  in 


1946.  Dr.  Loeb  was  affiliated  with 
St.  Vincent’s  Hospital,  Montclair, 
and  Beth  Israel  Hospital,  Passaic. 
Dr.  Loeb  was  a member  of  our 
Essex  County  component  and  of 
the  American  Medical  Associa- 
tion, a fellow  of  the  American  Col- 
lege of  Surgeons,  and  a diplomate 
of  the  American  Board  of  Surgery. 


PHILIP  OWEN 


A member  of  our  Union  Coun- 
ty component,  Philip  Owen,  MD, 
passed  away  on  January  16,  1994. 
He  was  bom  in  Long  Branch,  on 


November  1,  1906.  Dr.  Owen  re- 
ceived a degree  in  pharmacy  from 
Columbia  University,  New  York, 
in  1930,  and  a medical  degree 


560 


NEW  JERSEY  MEDICINE 


from  the  University  of  Maryland 
School  of  Medicine,  Baltimore,  in 
1935.  After  completing  an  in- 
ternship at  Jersey  City  Medical 
Center  and  a residency  at 
Margaret  Hague  Maternity 
Hospital,  Jersey  City,  Dr.  Owen 
received  a license  to  practice 
medicine  in  New  Jersey  in  1937. 
Dr.  Owen  practiced  in  Union  for 


many  years  and  was  affiliated  with 
Alexian  Brothers  Hospital, 
Elizabeth  General  Hospital,  and 
St.  Elizabeth  Hospital,  all  in 
Elizabeth.  Dr.  Owen  was  a 
member  of  the  American  Medical 
Association.  A World  War  II 
United  States  Army  veteran.  Dr. 
Owen  resided  in  Union  and 
Jamesburg. 


PAUL  J.  RUSSOMANNO 


Eighty-two-year-old  Paul  James 
Russomanno,  MD,  of  Montville, 
passed  away  on  December  9, 
1994.  Dr.  Russomanno  was  born 
on  August  30,  1911,  in  Newark. 
After  receiving  a medical  degree 
from  Loyola  University,  Chicago, 
in  1941  and  a New  Jersey  medical 
license  the  following  year.  Dr. 
Russomanno  served  as  a captain 
and  a battalion  surgeon  in  the 
United  States  Army  during  World 
War  II;  he  was  awarded  a Bronze 
Star.  He  completed  an  internship 
at  Saint  Barnabas  Hospital, 


Newark.  Dr.  Russomanno  main- 
tained a practice  in  Newark  for 
many  years  and  was  affiliated  with 
St.  Vincent’s  Hospital,  Montclair; 
Saint  Barnabas  Medical  Center, 
Livingston;  and  Clara  Maass 
Medical  Center,  Belleville.  Dr. 
Russomanno  was  a member  of  our 
Essex  County  component  and  of 
the  American  Medical  Associa- 
tion, and  a fellow  of  the  Interna- 
tional College  of  Surgeons.  He 
was  awarded  the  Outstanding 
Service  Award  from  St.  Vincent’s 
Hospital. 


DAVID  B.  SIMPSON 


IRENE  j.  ZALEWSKI 


Bom  in  Bayonne  on  December 
20,  1908,  David  Bertrand 

Simpson,  MD,  died  on  March  15, 
1994.  Dr.  Simpson  was  graduated 
from  New  York  University  School 
of  Medicine,  New  York,  in  1934. 
After  completing  an  internship  at 
St.  Vincent’s  Hospital  and  a 
residency  at  French  Hospital, 
both  in  New  York,  Dr.  Simpson 
served  in  the  United  States  Army 
Medical  Corps;  later  he  served  in 
the  Army  Reserves.  Dr.  Simpson 
was  a Bayonne  surgeon  and  chief 
of  surgery  at  Bayonne  Hospital. 
He  was  on  the  staff  at  St.  Francis 
Hospital,  Jersey  City,  and  Jersey 
City  Medical  Center.  During  his 
medical  career.  Dr.  Simpson  was 


on  the  teaching  staff  at  New  York 
University  School  of  Medicine 
and  UMDNJ;  assisted  in  devising 
an  emergency  disaster  contigency 
plan  for  Bayonne;  was  named 
Man  of  the  Year  in  1987  by 
Bayonne  Hospital;  and  was 
awarded  the  Humanitarian  Award 
in  1989  by  Bayonne  Hospital.  Dr. 
Simpson  was  a member  of  our 
Hudson  County  component  and 
of  the  American  Medical  Associa- 
tion; a diplomate  of  the  American 
College  of  Surgeons;  and  a fellow 
of  the  International  College  of 
Surgeons  and  of  the  American 
College  of  Surgeons.  Dr.  Simpson 
was  a lifelong  resident  of 
Bayonne. 


A 1932  graduate  of  Womans’ 
Medical  College  of  Pennsylvania, 
Philadelphia,  Irene  Jeanette 
Zalewski,  MD,  died  on  February 
16,  1994.  She  received  a New 
Jersey  medical  license  in  1933 
and  completed  an  internship  at 
Passaic  General  Hospital.  Dr. 
Zalewski  was  a family  practitioner 


with  offices  in  Passaic.  She  was 
affiliated  with  General  Hospital 
Center  at  Passaic.  Dr.  Zalewski 
was  a member  of  our  Passaic 
County  component,  the  American 
Medical  Association,  and  the 
American  Medical  Women’s  As- 
sociation. 
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CLASSIFIED 


SPACE  USE  IS 
FOR  MSNJ  MEMBERS  ONLY 

Copy  deadline:  5th  of  preceding 
month;  Payment  in  advance;  $5.00 
first  25  words,  100  each  additional. 
Count  as  one  word  all  single  words, 
two  initials  of  name,  each  abbrevia- 
tion, isolated  numbers,  groups  of 
numbers,  hyphenated  words.  Count 
name  and  address  as  five  words, 
telephone  number  as  one  word, 
Box  No.  000,  NEW  JERSEY 
MEDICINE  as  five  words. 


FINANCIAL  CHECK-UP-As  a prac- 
ticing Internist  1 have  organized  a group 
of  experts  to  comprehensively  address 
your  complex  financial  needs  . . . Taxes, 
Investments,  Insurances,  Retirement, 
Estates.  Call  201-376-1244. 

AVAILABLE  CARDIOLOGIST  — 

Board  Certified,  wishes  part-time  posi- 
tion, preferably  entire  days.  Reply  Box 
No.  079,  NEW  JERSEY  MEDICINE. 

AVAILABLE  GYNECOLOGIST  — 

Board  Certified,  fully  insured.  Desires 
part-time  work.  Northern  New  Jersey. 
Write  Box  No.  080,  NEW  JERSEY 
MEDICINE. 

AVAILABLE  RADIOLOGIST- Board 
Certified.  Available  for  part-time  or 
Locum  Tenens  or  read  your  films.  Box 
No.  081,  NEW  JERSEY  MEDICINE. 

INTERNIST — Sought  by  progressive 
community  health  center  near 
Philadelphia.  Competitive  salary  and 
benefits.  Good  hours  and  call  teaching 
opportunity.  Send  C.V.  to  Medical  Direc- 
tor, 130  Mickle  Blvd.,  Camden,  NJ 
08103. 


ORTHOPAEDIC  SURGEON-Well 

established  orthopaedic  surgeon  seeks  as- 
sociate to  join  busy  practice.  Excellent 
compensation  package,  exciting  growth 
potential.  Fully  equipped  state  of  the  art 
physical  therapy  facility.  Suburban  living 
with  easy  access  to  metropolitan 
amenities.  Forward  inquiries  and  cur- 
riculum vitae  to:  E.  Petrueelli,  50  Newark 
Avenue,  Belleville,  NJ  07109, 
201-759-8284. 

PEDIATRICIAN— Wanted  to  take  over 
active  30  year  old  practice.  Good  gross. 
Mostly  private  (non-HMO)  patients.  On 
call  approximately  every  4th  weekend. 
Office  in  medical/dental  building  (Mid- 
dlesex County  location).  Buy  with  easy 
terms.  Reply  Box  No.  072,  NEW 
JERSEY  MEDICINE. 

PART  TIME  PHYSICIAN  WANTED- 

For  Family  Practice/Industrial  Medical 
Center  located  in  South  Jersey.  Board 
Certified  preferred.  This  established 
urgent  care  center  has  p/t  hours  available 
for  a personable  physician  who  enjoys 
working  with  a dedicated  staff.  This  is  an 
opportunity  to  meet  and  grow  with  the 
best.  Send  C.V.  to  P.O.  Box  2072,  Med- 
ford Lakes,  NJ  08055. 


PHYSIATRIST  — Part-time.  Supplement 
your  income.  Central  New  Jersey  area. 
Out-patient  setting.  Consultations/EMG. 
Please  send  CV  to:  Physiatrist,  16  Willis 
Drive,  Trenton,  NJ  08628. 

PHYSICIAN— To  join  our  established, 
fast-growing,  wellness-centered  practice 
in  Princeton,  New  Jersey.  In  addition  to 
primary  care  services,  candidates  should 
possess  a strong  interest  in  nutrition, 
wellness,  education,  and  mental  health 
services.  Limited  call  requirements.  For 
information  contact  Administrator,  212 
Commons  Way,  Princeton,  NJ  08540  or 
call  609-921-1842. 

EQUIPMENT  FOR  SALE-Need  to 
measure  doppler  or  phethsmography? 
Very  slightly  used  Medicord  PVL  for 
sale.  Still  running  on  original  tape.  Call 
908-852-8307. 


EQUIPMENT  FOR  SALE-Lab  equip- 
ment one  year  old.  Price  reduced  for 
immediate  sale:  Kodak  DT  60  analyzer 
with  Kodak  DTSC  Module,  QBC  -I-  2 
Hematology  system  with  printer  system 
(Epson  LX  810).  Phone  201-825-0535. 

EQUIPMENT  FOR  SALE-A  Bennett 
MF-150  mammogram  machine.  Call 
908-494-6300. 

PRACTICE  FOR  SALE- Internal 
Medicine  fee  for  service  practice  in  Mid- 
dlesex County.  Great  potential.  Terms 
negotiable.  Will  stay  to  introduce.  Write 
to  Box  No.  066  NEW  JERSEY 
MEDICINE. 

PRACTICE  FOR  SALE— Busy  General 
Ophthalmology  practice  for  sale  in  at- 
tractive community  mid-way  between 
Philadelphia  and  New  York  City. 
Respond  to  Box  083,  NEW  JERSEY 
MEDICINE. 

PRACTICE  FOR  SALE— Two  year 
Radiology  practice  is  immediately  avail- 
able for  sale  in  Middlesex  County.  Owner 
is  relocating.  Call  908-651-1110. 

OFFICE  SPACE-Edison  Medi-Plex 
Building  opposite  J.F.K.  Hospital,  fully 
equipped,  turn  key.  Rent:  day,  half  day, 
night.  Call  908-494-6300. 

OFFICE  SPACE  — Edison,  office  space, 
modern  professional  building,  1214 
square  feet,  bathroom,  on-site  parking. 
Call  908-549-7712. 

OFFICE  SPACE— Just  retired  physi- 
cian’s office  available  immediately  in 
Lakewood,  NJ.  X-ray  machine,  dark 
room,  EKG  machine,  two  consultation 
rooms.  Also  available,  an  attractive  four 
room  apartment  above  the  office  for  a 
single  person.  If  interested,  please  write 
P.O.  Box  259,  Lakewood,  NJ  08701. 

OFFICE  SPACE  — Fully  furnished,  1200 
square  feet.  Eight  other  professionals  in 
medical  center  building.  In  catchment 
area  of  three  teaching  hospitals.  Details 
available.  Call  201-377-4500  or  write  28 
Walnut  St.,  Madison,  NJ. 
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Some  of  the  finest 
medical  specialists 
in  New  Jersey 
work  in  our 
lending  department. 

But  they  specialize  in  treating  doctors,  not  patients. 

In  fact,  our  Medical  Banking  Group  has  effectively  treated 
New  Jersey  physicians  to  well  over  $110  million  in  loans 
and  leases  for  starting  or  expanding  private  practices 
(part  of  a healthy  $512  million  we’ve  invested  in  the 
health  care  industry) . 

And  along  with  the  money  it  takes  to  afford  those 
practices,  our  Medical  Banking  Group  has  been  providing 
the  financial  advice  it  takes  to  run  them.  Successfully. 

If  that’s  the  way  you’d  like  your  practice  to  run,  call 
Tom  Ferris  at  1-201-646-5858,  or  Norm  Buttaci  at 
1-609-987-3561. 


UNITED 

JERSEY 


THE  FAST- MOVING  BANK 


Members  FDIC.  Equal  Opportunity  Lenders.  Members  of  UJB  Financial  Corp.,  a financial  services  organization  with  over  $13  billion  in  assets. 
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MSNJ  NEWSLETTER 


NEW  JERSEY  S CHILD  HEALTH  PERFORMANCE 


Recently  issued  “State  Profiles 
of  Child  Well-being”  shows  that 
New  Jersey  ranks  high  in  several 
key  indices.  The  Garden  State 
ranks  21st  overall  in  a report  of 
the  Annie  E.  Casey  Foundation, 
entitled,  “Kids  Count  Data 
Book. 

The  overall  rankings  are  based 
on  ten  indicators.  For  five  of 
these,  New  Jersey  ranks  among 
the  ten  states  with  the  best  out- 
comes: child  mortality,  teen 

births,  high  school  graduation, 
teen  violent  deaths,  and  children 
in  poverty.  For  juvenile  violence, 


the  Garden  State  ranks  near  the 
bottom.  Mid-scale  ratings  were 
accorded  New  Jersey  for  low 
birthweights,  infant  mortality, 
teen  unemployed  dropouts,  and 
single  parents.  Nationwide,  infant 
mortality  rates  have  improved, 
declining  from  10.6  to  8.9  be- 
tween 1985  and  1991.  During 
that  period,  the  juvenile  violent 
crime  rate  soared  from  305  per 
100,000  youths  between  ages  10 
and  17,  to  457.  Meanwhile,  the 
percentage  of  all  births  to  single 
teens  rose  from  7.5  to  9.0  percent. 


SPORTS  MEDICINE  PROGRAM 


The  Academy  of  Medicine  of 
New  Jersey  (AMNJ)  and  the 
Medical  Society  of  New  Jersey 
Committee  on  Medical  Aspects  of 
Sports  present,  “SPORTS  MEDI- 
CINE ’94”  on  October  5,  1994. 
The  program  is  appropriate  for 
physicians,  nurses,  coaches, 
school  administrators,  and  train- 
ers. AMNJ  designates  this  CME 
activity  for  3 hours  in  category  1 
of  the  Physician’s  Recognition 
Award.  The  program  begins  at 
8:50  A M.,  and  the  speakers  in- 
clude: Richard  Levandowski,  MD 
(Nutrition  and  the  Athlete: 
Female  Eating  Disorders);  Chris- 


tine Haycock,  MD  (Nonortho- 
pedic  Disorders  in  Female  Ath- 
letes); Thomas  Pengitore,  MD 
(Sports  Medicine  Program  for 
High  Schools);  Edward  M.  Rubin, 
MD  (Maxillofacial  Injuries  in 
Sports);  Allan  M.  Levy,  MD  (On- 
the-Field  Injuries);  and  Douglas 
J.  Borkowski,  MD,  John  Davis, 
ATC,  and  J.  Timothy  Sensor,  ATC 
(Spine  Injuries). 

Registration  for  physicians  is 
$30;  students,  $10;  all  others,  $25. 
For  additional  information,  con- 
tact Sue  Arnone,  MSNJ  head- 
quarters, 609/896-1766. 


TOPICAL  UPDATE  COLUMN 


At  the  1994  Annual  Meeting  of 
the  Medical  Society  of  New 
Jersey  (MSNJ),  the  House  of 
Delegates  adopted  Substitute 
Resolution  #12:  “Resolved,  that 
New  Jersey  Medicine,  the 
journal  of  MSNJ,  carry  a one-  to 
two-page  insert  for  clinical  up- 
dates written  for  primary  care  and 
subspecialty  physicians.” 


In  response  to  this  resolution, 
New  Jersey  Medicine  presents 
the  first  article  in  this  series, 
“New  medications  for  ocular  al- 
lergy” by  Edwin  M.  Trayner, 
MD,  (page  607).  We  hope  this 
series  will  stimulate  discussion 
and  interest  in  information  for 
primary  care  physicians. 
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PROFESSIONAL  LIABILITY 


MALPRACTICE  AND  OTHER  CASES 


Specialists’  obligations.  Does  a 
consulting  specialist  have  a right, 
without  even  informing  the  refer- 
ring primary  care  physician,  to 
perform  a procedure  different 
from  the  procedure  for  which  the 
patient  was  referred? 

This  thorny  question  arose  in  a 
federal  appeals  ease  in  Louisiana 
and  has  been  addressed  in  the 
Hospital  Law  Newsletter.  The 
issue  could  be  resolved  by  either 
legal  or  ethical  authorities,  but 
the  American  Medical  Associa- 
tion’s Principles  of  Medical  Ethics, 
notes  the  newsletter,  merely  re- 
quires physicians  to  “deal  honest- 
ly with  patients  and  colleagues.” 
The  Principles  do  not  specify 
responsibilities  of  consultation. 

Legally,  the  referring  physician 
has  no  right  to  bring  an  action 
against  the  noncompliant  spe- 
cialist under  malpractice  or  in- 
formed consent.  These  causes  of 
action  are  reserved  for  patients 
and  their  families. 

In  the  Louisiana  case,  the 
specialist  performed  a femoral  ar- 
teriogram, instead  of  the  re- 
quested bilateral  brachial  arteri- 
ograms, on  a patient  with  diabetes 
mellitus,  end-stage  renal  disease, 
arteriosclerosis,  and  gangrene  in 
one  finger. 

A brain  stem  infarct  resulted, 
and  the  specialist  was  successfully 
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Kidney  surgery.  A 58-year-old 
man  presented  to  an  internist 
with  an  encapsulated  malignant 
tumor  of  the  kidney.  The  internist 
admitted  the  patient  for  surgical 
removal  of  the  organ  by  a urolo- 
gist. 

Postoperatively,  the  patient  ex- 
hibited a reduction  in  blood 
pressure,  abdominal  distention 
and  discomfort,  and  an  elevated 
white  blood  cell  count  accom- 
panied by  fever.  The  internist  and 


sued  for  malpractice  and  failure  to 
obtain  informed  consent.  Because 
the  plaintiff  prevailed  on  these 
counts,  all  the  way  up  to  the  Fifth 
Circuit  Court  of  Appeal,  the  de- 
viation from  the  referring  physi- 
cian’s plan  was  not  a decisive 
issue. 

As  the  newsletter  concluded, 
pressures  from  managed  care 
companies  may  force  greater 
responsiveness  by  specialists  and, 
thus,  obviate  the  issue.  Another 
possibility,  though,  is  that  a more 
competitive  environment  will 
foster  more  disputes  between  re- 
ferring primary  care  physicians 
and  procedure-oriented  spe- 
cialists. 

Constitutional  right  of  suicide. 

Patients  have  a right  under  the 
U.S.  Constitution  to  use 
prescribed  drugs  to  end  their 
lives,  a federal  district  court  in 
Washington  State  has  ruled.  The 
court  for  the  Evergreen  State’s 
western  district  struck  down  a re- 
cently enacted  law  permitting 
physician-assisted  suicide. 

In  reaching  a decision 
grounded  in  the  Fourteenth 
Amendment,  the  court  compared 
the  decision  by  a competent  and 
terminally  ill  patient  to  end  one’s 
own  life  with  the  decision  to  ter- 
minate a pregnancy,  which  is 
protected  under  Roe  v.  Wade. 

urologist  ruled  out  a pulmonary 
embolism  and  established  a 
diagnosis  of  a gastrointestinal 
bleed,  which  resolved  under 
medical  treatment. 

When  the  symptoms  neverthe- 
less persisted,  exploratory  surgery 
was  performed  by  a general 
surgeon  five  days  after  the  initial 
onset.  A partner  of  the  surgeon 
briefly  assisted  in  the  operation. 
A perforation  of  the  small  bowel 
was  observed. 


The  case  was  summarized  in  the 
Hospital  Law  Manual  Bulletin. 

Federal  law  and  ventilator 
care.  Federally  protected  rights 
also  were  at  stake  in  a Fourth 
Circuit  Court  of  Appeal  case  in- 
volving a Virginia  hospital’s  ef- 
forts to  avoid  frequently  provid- 
ing mechanical  ventilator  care  to 
an  aneneephalic  baby. 

Based  on  a prenatal  diagnosis, 
the  mother  was  advised  to  obtain 
an  abortion.  She  declined,  and 
later  refused  to  authorize  a "do 
not  resuscitate”  order.  The  infant 
was  considered  permanently  un- 
conscious and  unable  to  hear,  see, 
or  feel  pain. 

Housed  in  a nursing  home,  the 
baby  was  transferred  to  the 
hospital  during  repeated  episodes 
of  respiratory  distress.  The 
hospital  sought  to  resist  this  pat- 
tern, citing  ethical  concerns. 

Under  the  Emergency  Medical 
Treatment  and  Active  Labor  Act 
(EMTALA),  however,  hospitals 
must  provide  stabilizing  treat- 
ment. The  court  could  find  no 
exception  in  the  law  or  legislative 
history  to  cover  situations  when 
the  prevailing  standard  of  care  is 
to  avoid  extraordinary  mea- 
sures— even  when  the  physician 
has  an  ethical  choice,  under  state 
law,  to  avoid  taking  such 
measures. 


The  patient’s  signs  of  infection 
and  overall  condition  seriously 
and  steadily  worsened  following 
the  second  surgery.  Cardiac  arrest 
occurred  several  times.  A 
respirator  was  installed,  and  the 
patient  was  restrained  when  he 
pulled  out  the  tubes.  Nine  days 
after  the  operation,  the  patient  ex- 
pired. 

On  autopsy,  an  abscess  at  the 
original  surgical  site  was  ob- 
served, as  was  a 99  percent  or 
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elusion  of  the  left  main  coronary 
artery.  A malpractice  action  was 
brought  in  New  Jersey,  alleging 
that  all  four  physicians  were 
negligent  in  failing  to  detect  the 
presumably  fatal  abscess. 

The  defense  maintained  that 
the  postoperative  symptoms  were 
caused  by  the  bowel  perforation, 
not  the  abscess.  But,  the  plain- 
tiff’s experts  asserted  that 
purulent  material,  which  would 
have  pervaded  the  abdominal 
area  if  the  perforation  had 
persisted  for  several  days,  was 
limited  instead  to  the  retro- 
peritoneal area  where  the  initial 
surgery  took  place. 

In  addition,  the  plaintiff’s  ex- 
perts maintained  that  the  bowel 
was  inflamed  in  a site  removed 
from  the  surgical  site.  Moreover, 
argued  the  plaintiff,  free  air  in  the 
abdomen — which  would  have 
been  observable  after  the  bowel 
was  perforated — was  not  found  in 
x-rays  or  on  a computed  tomogra- 
phy scan  taken  one  and  two  days 
before  the  second  operation. 

A cardiologist  testified  for  the 
defense  that  the  patient  s life  ex- 
pectancy was  less  than  one  year, 
based  on  the  autopsy  results.  The 
plaintiff  countered  that  no  cardiac 
symptoms  had  been  presented. 
The  parties  stipulated  to  eco- 
nomic losses  of  approximately 
$283,000  if  the  decedent  had 
lived  a normal  life  expectancy. 

The  jury  found  all  four  defen- 
dant physicians  negligent,  but 
found  that  the  internist’s  and  as- 
sisting surgeon’s  negligence  did 
not  constitute  a proximate  cause 
of  injury  or  death.  Negligence 
was  apportioned  60  percent  to  the 
surgeon  and  40  percent  to  the 
urologist.  Despite  the  risks  of 
death  from  cardiac  disease  or 
cancer,  the  jury  awarded  the  full 
economic  loss  plus  $300,000  for 
two  weeks  pain  and  suffering. 

Treadmill  test.  A 55-year-old 
man  whose  history  included  a 
heart  attack,  hypertension,  and 
hospitalization  one  week  earlier 
for  angina  visited  a cardiologist. 
The  patient  was  accompanied  by 
his  wife. 


The  cardiologist  decided  to  ad- 
minister a treadmill  test.  When 
the  test  began,  the  patient  s wife 
left  the  room.  She  returned  from 
the  waiting  room  when  she  heard 
commotion.  She  found  that  the 
patient  had  collapsed  during  the 
test.  Death  from  an  infarct  was 
instantaneous. 

A malpractice  action  was 
brought  in  New  Jersey.  It  was 
revealed  that  the  patient’s  annual 
earnings  were  approximately 
$7,000.  The  wife  sued  for  emo- 
tional distress  connected  with  her 
experience  in  the  procedure 
room,  as  well  as  for  wrongful 
death. 

The  parties  disputed  whether 
the  decedent  had  complained  to 
the  physician  of  chest  pain  prior 
to  the  test.  The  jury  found  for  the 
plaintiff  and  awarded  $38,000  for 
wrongful  death,  $10,600  for 
funeral  expenses,  $7,600  for  emo- 
tional distress,  and  $600  for 
medical  expenses. 

Fractured  tibia.  A man  in  his 
late  20s  presented  to  an  or- 
thopedist with  a fracture  of  the 
tibia.  A cast  was  applied,  and  the 
physician  subsequently  recom- 
mended weight  bearing.  An  ex- 
cessive angulation  resulted,  and 
the  patient  brought  a malpractice 
action,  alleging  a 15-degree 
angulation  and  a permanent  varus 
deformity  and  limp. 

During  a trial  in  New  Jersey, 
the  plaintiff  further  claimed  that 
the  recommendation  for  weight 
bearing  was  premature  and  that 
the  alleged  negligence  had  forced 
him  to  forgo  his  favorite  activity, 
soccer.  An  expert  orthopedist  tes- 
tified for  the  plaintiff  that  wedg- 
ing of  the  cast  or  surgery  should 
have  been  used  to  avoid  the  ex- 
cessive angulation. 

In  response,  the  defense 
produced  medical  texts  support- 
ing early  weight  bearing.  The  de- 
fense also  denied  that  the  angula- 
tion was  as  great  as  was  claimed. 
No  expert  witness  was  produced 
by  the  defense. 

An  osteotomy  to  correct  the 
condition  could  have  been  under- 
gone by  the  plaintiff,  claimed  the 


defense,  which  noted  that  the 
procedure  would  have  been  cov- 
ered by  the  plaintiff  ’s  health  in- 
surance. Thus,  said  the  defense, 
the  plaintiff  had  failed  to  mitigate 
his  damages. 

The  jury  found  for  the  plaintiff 
and  awarded  $50,000. 

Surgical  sponges.  Surgical  re- 
pair of  an  abdominal  aortic 
aneurysm  was  performed  on  a 
man  in  his  late  50s.  A surgical 
sponge  was  left  during  the 
surgery,  resulting  in  pain  and  suf- 
fering for  several  months  and 
surgical  removal. 

In  New  Jersey,  a malpractice 
claim  was  asserted  against  the 
surgeon  and  the  nurses.  An  expert 
general  surgeon  testified  for  the 
plaintiff  that  the  physician  as  well 
as  the  nurses  had  a duty  to 
retrieve  the  sponges,  while 
another  expert  general  surgeon 
testified  for  the  defense  that  the 
surgeon  can  only  rely  on  the 
nurses’  actions. 

The  defendant  nurses  de- 
scribed a very  careful  procedure, 
which  they  claimed  always  to 
have  followed,  for  counting 
sponges  at  the  onset  of  surgery. 
The  only  explanation  for  the  mis- 
hap, they  claimed,  was  that  two 
other  nurses,  who  were  not 
parties  to  the  action,  must  have 
conducted  the  miscount. 

The  jury  found  the  nurses  not 
negligent,  the  hospital  60  percent 
liable,  and  the  physician  40  per- 
cent liable.  Damages  were 
assessed  at  $50,000.  □ James  E. 
George,  MD,  JD,  and  Neil  E. 
Weisfeld,  JD,  MSHyg 


CORRECTION 

In  the  June  1994  issue,  in 
“Professional  Liability,’’  an  error 
was  noted.  In  the  section  on 
hypoxia,  the  final  statement 
should  read,  “The  jury  assessed 
nominal  damages  of  $1  against  the 
defendant  for  battery,  and  $11.5 
million  in  damages  against  the 
anesthesiologist  who  already  had 
settled  for  an  undisclosed  sum.” 
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BOOK  REVIEWS 


BARRIER  CONTRACEPTIVES 


Christine  Mauck;  Milton  Cor- 
dero.; Henry  Gabelnick;  Jeffrey 
Spieler;  Roberto  Rivera.  New 
York  NY,  Wiley-Liss,  1994.  This 
book,  barrier  Contraceptives. 
Current  Status  and  Future  Pros- 
pects, is  a symposium  for  which 
the  five  editors  have  summoned 
over  100  of  the  world’s  most  ex- 
perienced and  knowledgeable 
scientists  and  clinicians  in 
reproductive  medicine  and  im- 
munology to  discuss  the  present 
and  future  of  barrier  contracep- 
tion in  an  effort  to  create  a more 
effective  barrier  against  unwanted 
pregnancy  and  sexually  trans- 
mitted diseases  (STDs). 


Since  we  are  in  the  midst  of  an 
AIDS  pandemic  that  followed  the 
sexplosion  of  the  1960s,  the 
search  for  prevention  is  our 
highest  priority,  particularly  when 
the  projected  number  of  HIV 
positive  people  will  reach  40 
million  in  five  to  six  years.  The 
specific  problem  this  symposium 
has  addressed  so  thoroughly  and 
scientifically  is  discovering  a bar- 
rier, mechanical  and/or  chemical, 
that  will  prevent  conception  and 
that,  simultaneously,  will  destroy 
germs  that  cause  STDs,  including 
HIV  without  causing  genital  ir- 
ritation and  lesions;  will  gain 
FDA  approval,  and  will  be  ac- 


ceptable to  the  population  at  risk. 
Although  the  problem  may  seem 
insurmountable  now,  the  sym- 
posium lays  the  foundation  for 
progress  that  will  be  made  in  the 
search  for  the  ideal  barrier.  It  is 
difficult  to  recommend  this  book 
to  the  clinician  without  a specific 
interest  in  reproductive  medicine 
and  immunology.  Furthermore, 
adding  “and  the  Prevention  of 
Sexually  Transmitted  Diseases”  to 
the  title  would  increase  the 
potential  for  an  expanded  read- 
ership. □ Jerome  Abrams,  MD, 
MPH 


SOUND  MIND,  SOUND  BODY 


Kenneth  Pelletier,  MD.  New 
York,  NY,  Simon  1?  Schuster, 
1994.  On  approaching  this  319- 
page,  hardcover  book  by  a clinical 
associate  professor  of  medicine  at 
Stanford  University  School  of 
Medicine,  the  reader  notices  the 
author’s  record  of  seven  books 
and  225  professional  journal 
articles.  In  Sound  Mind,  Sound 
Body.  A New  Model  for  Lifelong 
Health,  there  are  27  pages  of 
bibliography,  covering  eight 
chapters.  The  author  is  well 
versed  in  the  subject  matter 
and  writes  with  comfort  and 
knowledge. 

More  than  29  persons  were  in- 
terviewed in  the  course  of  this 


book’s  four-year  study;  the  people 
describe  the  crises  in  their  lives 
and  how  they  reacted  to  devastat- 
ing setbacks. 

Chapter  One  is  entitled,  “If 
You  Don’t  Know  Where  You’re 
Going  Any  Road  Will  Get  You 
There.”  Chapter  2,  “Broken 
Bones  Heal  Strongest,”  derives  its 
name  from  their  lived-out  wis- 
dom. Other  topic  chapters  are, 
“Your  Grandmother  Was  Right: 
Optimal  Prescription  for  Optimal 
Health,”  and  “Where  There  Is  No 
Vision  the  People  Perish. 

Topics  include  a discussion 
with  John  Sculley,  president  of 
Pepsico,  and  how  he  was  per- 
suaded by  Steven  Jobs  to  join 


Apple  Computer  in  1983:  how  to 
relax  and  reduce  stress;  the  heal- 
ing power  of  doing  good;  and 
positive  living  in  your  second  50 
years. 

This  book  is  not  a sermon. 
Those  physicians  over  50  years  of 
age  will  be  guided  in  how  their 
personalities  can  grow.  Those 
physicians  under  40  years  old  will 
recognize  the  patients’  need  for 
treating  the  whole  person.  Read- 
ing the  book  will  better  a physi- 
cian’s outlook.  It  is  a book  about 
healing;  out  of  suffering  can  come 
growth.  □ Morris  Soled,  MD 
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snoring/sleep  apnea 


...Your  patient  could  he  exhibiting  symptoms 
indicating  a sleep  disorder.  We  can  help. 

The  deep  Disorders  Institu  staff  includes 
physicians  certified  by  the  American  Board  of 
Sleep  Medicine.  With  locations  throughout  the 
state,  the  center  offers  immediate  access  for 
competent,  experienced  sleep  diagnostics 
services. 

. . . : T'V  . ' ~ ' A I tas  si k i essfully 

worked  with  hundreds  of  referring  physicians, 
by  offering. . . 


fatigue/poor  sleep  quality 


insomnia/nighttime  myoclonus 


ionalism:  For  over  a decade, 
our  staff  has  treated  thousands  of  patients  with 
sleep  disorders  — each  with  the  courtesy  and 
competence  you  would  expect  in  your 
own  office. 

: State-of-the-art  evaluation  tech- 
niques, including  our  home-like  overnight 
testing  center  and  in-home  testing  services.  We 
put  patients  back  in  your  care  in  the  shortest 
possible  time. 

Results:  Scheduling  is  usually  possible  within 
24  hours;  a telephone  report  to  the  referring 
physician  follows  a day  after  the  evaluation;  full 
written  reports  via  fax,  by  hand  or  regular  mail 
as  requested. 


Sleep 

Disorders 

Institute 


narcolepsy  and  more ... 


For  further  information  regarding  the  Sleep 
Disorders  Institute,  call  our  patient  care 
coordinator  today:  1-800-327-5337. 


Now  a Medicare  Participating  Facility! 


The  Sleep  Disorders  Institute  is  a Medicare 
participating  facility  and  accepts  assignment 
for  all  medicare  patients.  In  addition,  services 
are  reimbursed  by  all  commercial  carriers  and 
a vast  majority  of  HMO  and  managed  health 
care  programs. 
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MEDIBASE  PLUS 
VERSION  5.06 


OUR  PROVEN  MEDICAL  PRACTICE  SOFTWARE 
ATTRACTIVELY  PRICED  AT  $1 ,495.00 

COMPLETE  PRACTICE  MANAGEMENT  SOFTWARE 


WITH  DIRECT  TO  MEDICARE  ELECTRONIC  CLAIMS 

SUBMISSION 


DESIGNED  TO  DRAMATICALLY  IMPROVE  YOUR 

CASH  FLOW 

FREE  ON-SITE  TRAINING 


PRICING 


MEDIBASE  PLUS  SINGLE  USER  SOFTWARE  $1,495.00 

MEDIBASE  PLUS  MULTI-USER  VERSION $2,495.00 


(COMPLETE  SYSTEMS  INCLUDING  DEC  486  COMPUTERS  FOR  UNDER  $4,000) 


MEDIBASE  INC.,  753  BERGEN  BLVD.,  RIDGEFIELD,  NJ  07657 

(201)  313-1700 
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EDITOR’S  DESK 


HAPPY  BIRTHDAY  TO  US 


The  year  1904  was  notable  in 
many  ways.  On  September  28,  a 
policeman  arrested  a woman  for 
smoking  a cigarette  in  an  open  car 
in  New  York  City.  Teddy  Roose- 
velt won  an  easy  election  as  presi- 
dent of  the  United  States.  Cy 
Young  of  the  Boston  Pilgrims  in 
the  American  League  pitched  the 
first  perfect  game  in  the  modem 
major  leagues;  later  in  the  year, 
the  New  York  Giants,  led  by  John 
McGraw,  refused  to  play  Young’s 
team  in  the  World  Series  because 
of  displeasure  with  American 
League  President  Byron  (Ban) 
Johnson.  A dentist  named  Zane 
Grey  published,  on  his  own,  his 
first  novel,  Betty  Zane,  to  little 
artistic  or  commercial  success. 
The  American  Medical  Associa- 
tion established  the  Council  on 
Medical  Education  to  improve  a 
sorry  state  of  affairs.  And,  more  to 
the  point.  The  Journal  of  the 
Medical  Society  of  New  Jersey 
was  first  published  in  September 
1904;  it  has  been  issued  monthly 
since  then.  As  a point  of  reference 
it  should  be  noted  that  The 
Journal  antedated  Surgery,  Gyne- 
cology and  Obstetrics  (1905),  the 
Christian  Science  Monitor  (1908), 
the  Mexico  City  Excelsior  (1917), 
and  the  New  York  Daily  News 
(1919). 

Scientific  and  medical  journals 
were  not  published  as  such  until 
the  17th  century,  about  200  years 
after  the  introduction  of  printing. 
The  first  purely  medical  journal 
was  published  in  Copenhagen, 
Denmark,  in  1671,  but  few  ex- 
isted until  the  18th  century;  hun- 
dreds were  issued  then,  the  ma- 
jority in  Germany.  (Although 
medical  publications  of  signifi- 
cance and  longevity  originated  all 
over  the  world,  the  importance  of 
German  periodicals  remained  in- 
tact until  World  War  II;  until 
then,  pre-medical  students  in  the 


Howard  D.  Slobodien,  MD 


United  States  frequently  were 
forced  to  study  scientific 
German.) 

As  Garrison  noted  in  the  1929 
edition  of  History  of  Medicine,  no 
science  or  groups  of  sciences 
produced  as  many  periodicals  as 
did  medicine.  Medical  periodicals 
could  be  divided  into  three  broad 
categories:  those  devoted  to 

scientific  and  experimental  re- 
search; those  devoted  to  special- 
ties; and  those  that  were  more 
general  and  encompassed  subject 
reviews,  scientific  articles,  ab- 
stracts, and  broad  topics  affecting 
medicine.  Most  medical  periodi- 
cals are  of  the  third  type. 

The  latter  part  of  the  19th  cen- 
tury saw  the  firm  establishment  of 
the  general  medical  journal  and 
the  early  years  of  the  specialist 
type  of  journal.  Almost  all  the 
general  journals  are  owned  by 
medical  societies  or  associations 
or  by  commercial  enterprises  that 
distribute  ‘‘throw-away’  mate- 
rials. The  specialist  publications 
have  subspecialized  and  super- 
specialized.  More  recently,  maga- 


zines have  devoted  themselves  to 
abstracts  or  to  reviews.  These 
features  also  have  been  in- 
corporated into  many  ol  the 
prestigious  organs,  such  as  JAMA 
and  The  New  England  Journal  of 
Medicine. 

The  Medical  Society  of  New 
Jersey  (MSNJ)  began  annual  dis- 
tribution of  its  activities  in  the 
Transactions,  begun  in  1859; 
subsequent  editions  traced  the 
history  of  the  society  back  to  its 
1766  roots.  H.  Genet  Taylor 
proposed  the  development  of  a 
more  frequent  publication  in  his 
presidential  address  of  1889,  but 
it  took  a resolution  at  the  MSNJ 
Annual  Meeting  and  a decision  by 
the  Board  of  Trustees  on  July  6, 
1904,  to  produce  the  first  issue  of 
The  Journal  of  the  Medical  Society 
of  New  Jersey,  under  the  direc- 
tion of  the  Committee  on  Publica- 
tion and  under  the  leadership  of 
the  first  editor,  Dr.  Richard  C. 
Newton  of  Montclair.  Dr.  David 
L.  Cowen,  emeritus  professor  of 
history  at  Rutgers  University, 
writing  in  1964,  felt  that  our 
journal  “represents  the  longest 
run  of  such  proceedings  of  any 
group  in  organized  medicine  in 
the  country.  The  first  issue  in 
September  1904  consisted  of  the 
presidential  address  by  Dr. 
Henry  Mitchell  of  Asbury  Park,  a 
letter  to  the  editor,  and  notifica- 
tion of  a contract  for  building  an 
isolation  hospital. 

There  have  been  eight  editors 
of  the  journal:  Drs.  Newton, 

English,  Reik,  Shipley,  Overton, 
Davidson,  Krosnick,  and  Slobo- 
dien. My  predecessor,  Dr.  Arthur 
Krosnick,  in  an  article  entitled, 
“The  History  of  Medical  Jour- 
nalism in  New  Jersey,’  published 
in  the  September  1984  issue  of 
this  journal,  gave  some  of  the 
reasons  for  the  journal’s  being:  to 
elicit  the  interest  and  to  stimulate 
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membership  of  New  Jersey  physi- 
cians, especially  younger  ones;  to 
provide  better  communication 
than  the  Transactions;  to  provide 
more  interaction  among  mem- 
bers; to  educate;  to  print  worth- 
while materials;  and  to  interact 
with  hospitals,  asylums,  and 
health  organizations. 

The  Journal  of  the  Medical 
Society  of  New  Jersey  became 
New  Jersey  Medicine  in  1985, 
the  same  year  it  won  the  first  of 
six  prizes  in  national  competition. 
Today  we  have  many  goals,  some 
of  which  were  enumerated  by  Dr. 
Krosniek  in  1984.  They  include: 

• Having  an  active  Committee 
on  Publication. 

• Having  an  excellent  Edi- 
torial Board,  plus  other  reviewers. 

• Continuing  to  update  the 
physical  attributes:  the  size,  the 
cover,  the  typography,  the  use  of 
color,  and  the  standardization  of 
other  features. 

• Encouraging  individuals  and 
teaching  hospitals  to  use  our 
journal  as  an  outlet  for  articles. 

• Encouraging  communica- 
tion, including  publishable  arti- 
cles, from  government  groups, 
especially  the  New  Jersey  State 
Department  of  Health  and  the 
state  Board  of  Medical  Ex- 
aminers. 

• Maintaining  a balance  be- 
tween the  scientific  and  the  socio- 
economic elements  of  practice. 

• Keeping  the  membership 
current  regarding  MSNJ  ac- 
tivities. 


• Developing  special  issues, 
shepherded  by  members  of  the 
Committee  on  Publication  and 
the  Editorial  Board. 

• Continuing  “Newswatch’  for 
late-breaking,  significant  informa- 
tion for  the  readers. 

• Utilizing  the  expert  services 
for  our  miniscule  staff,  which  also 
handles  other  MSNJ  duties. 

• Responding  to  the  needs  and 
requests  of  the  members  of 
MSNJ. 

• Encouraging  responses  to 
the  printed  material. 

• Maintaining  reasonable  ad- 
vertising revenues. 

• Stimulating  the  recognition 
of  English  as  the  world’s  most 
expressive  language,  to  be  used 
intelligently,  if  not  elegantly. 

• Maintaining  editorial  inde- 
pendence. 

Garrison  wrote,  “The  highest 
function  of  the  medical  journalist 
today  is  to  introduce  new  currents 
of  scientific  ideas  and  to  keep 
them  in  circulation.  This  is  one 
of  many  functions,  as  listed  above. 
Many  medical  journals  have  large 
full-time  staffs  and  reviewers 
numbering  in  the  hundreds.  Not 
so  for  New  Jersey  Medicine, 
which  functions  amazingly  well 
with  two  dedicated  full-timers, 
similar  part-timers,  and  dozens  — 
not  hundreds — of  devoted  re- 
viewer-members of  the  Commit- 
tee on  Publication  and  the 
Editorial  Board,  and  others. 

The  reader  s attention  is  di- 
rected to  the  results  of  our  read- 


ership poll,  conducted  earlier  this 
year.  We  are  pleased  with  the 
results,  which  show  considerable 
attention  to  most  areas  of  New 
Jersey  Medicine  (pages  583- 
584).  We  are  pleased,  but  not 
satisfied,  with  these  results.  We 
shall  continue  our  efforts  to  im- 
prove and  expand  the  journal  and 
we  welcome  your  comments  and 
suggestions. 

It  is  difficult  to  predict  our 
future.  The  pixel  threatens  the 
disappearance  of  the  paper 
journal  into  the  computer.  Some 
editors  have  developed  rules 
about  manuscripts  that  threaten 
to  truncate  the  materials,  make 
sensible  peer  review  more  dif- 
ficult, and  render  the  prose  un- 
communicative and  sterile. 

Meanwhile,  happy  90th  birth- 
day to  New  Jersey  Medicine. 
Keep  us  in  a prominent  position 
and  don’t  forget  to  write.  The  best 
is  yet  to  come.  □ Howard  D. 
Slobodien,  MD 

Neither  in  what  it  gives,  nor 
in  what  it  does  not  give,  nor  in 
the  mode  of  presentation,  must 
the  unclouded  face  of  truth  suf- 
fer wrong.  Comment  is  free,  but 
facts  are  sacred. 

C.P.  Scott,  editorial  in  the 
Manchester  Guardian,  1921,  on 
its  first  100  years. 

(Scott  was  editor  of  the 
Manchester  Guardian 
for  59  years.) 
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NEW  JERSEY  MEDICINE  READERSHIP  SURVEY 


Please  indicate  your  usual  reading  level 
for  each  item  below: 


Always 

Usually 

Often 

Rarely 

Never 

% 

% 

% 

% 

% 

Newswatch 

49.45 

31.32 

8.24 

7.69 

3.30 

MSNJ  Newsletter 

40.11 

37.43 

13.90 

6.95 

1.60 

Professional  Liability 

40.74 

27.51 

20.11 

8.99 

2.65 

Book  Reviews 

6.45 

11.29 

30.11 

40.32 

1 1 .83 

Letters  and  Viewpoints 

14.36 

22.34 

35.11 

22.87 

5.32 

Editor’s  Desk 

19.58 

23.81 

36.51 

16.40 

3.70 

Guest  Editorials 

13.44 

23.12 

40.32 

19.35 

3.76 

Scientific  Articles 

13.98 

32.26 

35.48 

16.13 

2.15 

Doctors’  Notebook 

6.67 

30.00 

32.78 

25.00 

5.56 

Continuing  Education 

7.82 

19.55 

30.17 

34.64 

7.82 

In  Memoriam 

26.20 

21.28 

22.34 

24.47 

5.32 

Display  Advertisements 

4.28 

14.44 

28.34 

40.64 

12.30 

Classified  Advertisements 

5.95 

11.89 

24.86 

39.46 

17.84 

Of  every  4 issues  of  NEW  JERSEY  MEDICINE,  how 
many  do  you  read  or  look  through? 

# Issues  % 


On  a scale  of  1 (low)  to  5 (high),  to  what  degree  does 
the  cover  design  and  article  design  influence  your  read- 
ing of  a given  issue  of  NEW  JERSEY  MEDICINE ? 

Scale  % 


4 

3 

2 

1 

0 


87.70 

8.02 

0.00 

3.21 

0.00 


On  a scale  of  1 (low)  to  5 (high),  how  would  you 
evaluate  the  overall  content  of  NEW  JERSEY 
MEDICINE ? 

Scale  % 


5 

4 

3 

2 

1 


3.85 

12.64 

21.98 

22.53 

39.01 


What  is  your  estimated  reading  time  for  an  issue? 

34.94  minutes 


5 

4 

3 

2 

1 


9.84 

49.18 

30.05 

8.74 

2.19 


How  helpful  is 

Very  Helpful 
Helpful 

Slightly  Helpful 


Not  Helpful 


NEW  JERSEY  MEDICINE  to  you? 

% 

14.21 

55.19 

26.78 

3.83 
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NEW  JERSEY  MEDICINE  SEPTEMBER  1994  READERSHIP  STUDY 


How  many  others  read  your  copy  of  NEW  JERSEY  MEDICINE ? 

Number 

% 

3 or  more 

3.31 

2 or  3 

4.97 

1 other 

9.94 

No  one  else 

81.77 

How  many  years  have 

you  been  in  practice?  22.49  years 

Please  check  your  age 

group: 

Age 

% 

Less  than  36 

4.21 

36-45 

24.74 

46-55 

18.95 

56-65 

21.58 

Over  65 

30.53 

How  do  you  generally  spend  your  leisure  time? 

% 

64.06  Arts— Theatre,  Dance,  Opera,  Museums,  Concerts,  Literature,  Other 

54.69  Sports— (Watching)  Baseball,  Football,  Hockey,  Boating,  Skiing,  Other 

43.23  Sports— (Participating)  Baseball,  Softball,  Football,  Boating,  Skiing,  Other 

40.10  Physical  Fitness 

56.77  Travel— Driving,  Flying,  Cruises,  Camping,  Other 

70.31  Hobbies— Crafts,  Gardening,  Cooking,  Reading,  TV/Movies,  Shopping,  Other 

25.00  Volunteer  Work 

60.42  Family/Children 


How  have  you  responded  to  advertisements? 

Yes 

Made  an 

Inquiry 

41% 

Made  a 

Purchase 

20% 
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GlBLIN&COMBS 

COUNSELLORS  AT  LAW 

Serving  The  Health  Care  Profession 

• Contracts  with  Managed  Care  Organizations  (HMOs,  PPOs, 

IPAs  and  others); 

• “Safe  Harbors”  under  Federal  and  State  laws  and  regulations; 

• Board  of  Medical  Examiner  investigations  and  hearings,  hospital 
privilege  disputes; 

• Medical  Malpractice  defense  and  risk  prevention; 

• Establishing,  buying  or  selling  a practice. 

/^TDT  T\T/VrC^r\\/[DC  I Offices:  Morristown  (201)  829-1500 

Princeton  (609)  921-0300 
COUNSELLORS  AT  LAW  I Rockaway Twsp.  (201 ) 625-2277 


QUALITY 

SLEEP 

BEGINS 

HERE 

1 0 good  reasons 
why  more 
physicians  refer 
their  patients  to 
the  only  hospital- 
based  sleep 
disorder  program 
in  Morris  County. 

Board-certified 
physicians 
with  extensive 
experience  and 
expertise  in  the 
diagnosis  and 
treatment  of  sleep 
disorders. 

Resources 
of  Morristown 
Memorial 
Hospital,  a 
first-class  medical 
facility. 

Most  advanced 
technology  available 
for  the  diagnosis  of 
sleep  disorders. 

A total 

commitment  to 
high  quality, 
patient  care 
unmatched  by  any 
sleep  disorder 
program  in  the 
community. 

i A 

jjL  ^ SLEEP  DISORDER  CENTER  of 

MORRISTOWN  MEMORIAL  HOSPITAL 

W.  jj  -4  major  teaching  affiliate  of  the  Columbia  University 
\:j  College  of  Physicians  and  Surgeons 
! — 1 j 95  Mt.  Kemble  Avenue,  2nd  Floor,  Thebaud  Building, 

jj  Morristown,  NJ  07962  • 201-971-4567 

Comprehensive 
diagnostic  and 
treatment  services  for 
sleep  apnea, 
narcolepsy,  restless 
leg  syndrome  and 
insomnia. 

Patients  returned 
to  referring 
physician  for 
follow-up. 

Participation 
with  most 
managed  care 
and  insurance 
plans. 

Modern  facility 
with  home-like 
atmosphere. 

Detailed 
reporting  of 
test  results  with 
direct  phone 
contact  to 
referring 
physician. 

Registered 
polysomnographic 
technicians,  caring 
and  experienced 
staff. 
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Medical  Transcription  Service 


MD  dictates  into 
any  phone 


Prints  directly  to  location 

ot  MD's  

choice 


ScribeLink  Digital  System 


Referring  MD’s,  Insurance  Co.’s,  Attorneys,  etc. 
can  access  information  immediately  by  telephone 
using  an  authorized  code 


LETTERS  AND  VIEWPOINTS 


WORK  OF  THE  VIRAL  DIAGNOSTICS  LABORATORY 


We  would  like  to  share  with 
the  physicians  of  New  Jersey  the 
annual  review  of  the  viral 
diagnostics  activities  of  UMDNJ- 
Robert  Wood  Johnson  Medical 
School  Viral  Diagnostics  Lab- 
oratory, New  Brunswick.  During 
1993,  almost  2,300  specimens 
were  submitted  for  rapid  antigen 
detection  or  viral  isolation.  The 
percent  positivity  climbed  to  a 
standing  25  percent  for  antigen 
detection  or  viral  isolation. 

As  has  been  the  case  for  several 
years,  the  three  most  common 
isolates  were  the  herpes  simplex 
virus,  cytomegalovirus,  and  respi- 
ratory syncytial  virus  (RSV),  ac- 
counting for  85  percent  of  the 
isolates  (Table).  As  was  the  case 


Table.  Specimens  submitted  for 

viral  identification:  1993 

Total  submitted 

2,242 

Viruses  identified 

563 

Percent  positive 

25 

Herpes  simplex  virus 

219 

Cytomegalovirus 

144 

Respiratory  syncytial  virus 

120 

Enterovirus 

40 

Adenovirus 

15 

Parainfluenza  virus 

3 

Influenza  A virus 

3 

Influenza  B virus 

4 

Rotavirus 

11 

Herpes  varicella  zoster 

4 

last  year,  the  RSV  epidemic  was 
intense  and  prolonged.  The 
adenovirus  epidemiology  was 


PRESCRIBING  ORAL  CONTRACEPTIVES 


In  the  article,  “A  practical 
guide  for  prescribing  birth  control 
pills,”  Jerome  Abrams,  MD,  MPH 
{NJ  MED  91:393-395,  1994),  ad- 
dresses a real  need.  In  fact,  many 
family  physicians,  pediatricians, 
and  internists  are  insufficiently 
informed  about  prescribing 
proper  birth  control  pills, 
dealing  with  the  problems  that 
arise,  and  explaining  the  benefits 
of  birth  control  pills. 

I disagree  with  some  of  the 
statements  and  recommendations 
made  by  Dr.  Abrams.  Those  of  us 
who  prescribe  contraceptives 
must  seek  to  fulfill  the  doctrine 
that  “no  woman  should  be  preg- 
nant unless  she  wants  to  be  preg- 
nant.” The  difference  in  the 
pregnancy  rate  between  a barrier 


method  and  oral  contraceptives  is 
distinct  and  considerable. 

Patients  with  migraine  head- 
aches, prominent  varicose  veins 
(without  a history  of  thrombosis), 
diabetes,  weight  gain,  hyper- 
tension, and  mitral  valve  prolapse 
can  take  oral  contraceptives  if 
monitored.  The  risk  of  pregnancy 
in  these  patients  outweighs  the 
possible  complications  related  to 
oral  contraceptives. 

The  health  benefits  of  oral  con- 
traceptives (after  one  year  of  con- 
tinuous use)  are  lost  upon  discon- 
tinuing the  pills.  The  benefits 
probably  will  be  negated  by  a 
“few  cycles  without  the  oral  con- 
traceptives. If  the  interruption  is 
essential,  then  the  loss  of  benefits 
must  be  accepted. 


RESPONSE:  PRESCRIBING  BIRTH  CONTROL 


It  was  a pleasure  to  have  the 
opportunity  to  enter  into  a 
dialogue  with  a knowledgeable 
colleague  who  exceeds  my  40 
years  of  experience  with  con- 
traception in  clinic  and  private 
patients. 


My  article  was  aimed  toward 
readers  who  are  available  to  and 
responsible  for  private  patients, 
24  hours  a day,  seven  days  a 
week.  Even  in  private  practice, 
monitoring  and  evaluating  side  ef- 
fects of  any  drugs  frequently  is 


sporadic  but  significant,  and  the 
influenza  virus  season  was 
surprisingly  late  and  mild.  The 
enterovirus  was  more  pronounced 
than  last  year  and  the  rotavirus 
incident  was  low.  In  1993,  we 
isolated  some  herpes  varicella 
zoster.  In  1994,  the  laboratory 
will  institute  enterovirus  im- 
munofluorescence confirmation. 
The  utilization  of  PCR  will  con- 
tinue to  be  developed.  It  appears 
as  if  we  will  be  able  to  resist  the 
pressure  of  cost-containment  re- 
gulatory and  administrative  ex- 
penses for  at  least  another  year. 
□ Lawrence  D.  Frenkel,  MD, 
and  Farzaneh  Sabahi,  PhD,  Viral 
Diagnostics  Laboratory 


The  use  of  oral  contraceptives 
for  over  one  year  results  in  less 
benign  tumors  of  the  breast.  To 
compel  nulliparous  women  over 
30  years  to  use  a less  effective 
method  of  birth  control  because 
of  the  “possible  increase  in 
breast  cancer  seems  unjust  and 
not  based  on  valid  proved 
statistics.  Let  us  avoid  unintended 
pregnancies  in  nullipara  over  30 
years  as  well  as  we  know  how. 
When  definite  proof  of  the  rela- 
tionship of  oral  contraceptives  to 
breast  cancer  is  shown,  then  we 
will  have  to  re-evaluate  our  at- 
titudes. □ Lewis  E.  Savel,  MD, 
medical  director,  Planned 
Parenthood  of  Essex  County 


difficult,  e.g.  a slightly  tender 
varicosity,  an  elevated  blood 
pressure,  the  breast  lump.  Ignore 
these  signs  at  your  own  risk,  doc- 
tor. I agree  that  the  risk  of 
unwanted  pregnancy  in  certain 
patients  may  outweigh  most  ot! 
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risks,  but  barrier  contraception 
still  is  the  best  prophylaxis  against 
AIDS.  (Forty  million  HIV- 
positive people  are  anticipated  by 
the  year  2000.)  Dr.  Savel  did  not 
refer  to  the  potential  adverse  ef- 
fects upon  lipid  metabolism  by 
the  oral  contraceptives  (OCs)  cur- 
rently used  by  the  majority  of 
clinic  and  private  patients,  includ- 
ing the  implants  and  injections 
being  promoted  in  clinics.  For  the 
majority  of  patients,  clinic  pa- 
tients in  particular,  AIDS  and 


MANAGED  CARE 


Physicians  often  ask,  “What  can 
I do  to  protect  myself  against  the 
onslaught  of  the  predatory 
managed  care  organizations 
around  us?” 

One  positive  reaction  that  in- 
surance companies  will  under- 
stand is  the  following  suggestion. 

Each  physician  should  take 
stock  of  all  personal  insurances  in 
his  portfolio.  This  includes  life  in- 
surance, home  insurance,  and 


cardiovascular  disease  represent  a 
much  greater  threat  than  ovarian 
cancer  with  13,000  deaths  annual- 
ly for  the  entire  nation.  It  still  is 
my  contention  that  a few  cycles 
without  OCs  will  not  negate  the 
actual  and  potential  health  ben- 
efits conferred  by  years  and  years 
of  OCs.  I would  not  “compel  a 
nullipara  over  30  to  use  a less 
effective  method’  because  of  a 
“possible  increased  risk  of  breast 
cancer,”  but  merely  “consider 
barrier  contraception”  particular- 


liability insurance;  the  physician 
then  should  make  a list  of  all  in- 
surance companies  in  the  health 
managed  care  field;  these  would 
be  companies  competing  with 
physicians.  The  physician  should 
divest  himself  immediately  of  in- 
surance companies  in  the  man- 
aged care  field  and  switch  to  in- 
surance companies  that  do  not 
directly  compete  with  physicians. 
Increasing  numbers  of  physicians 


ly  with  breast  cancer  in  a first 
degree  relative.  Certain  sub- 
groups of  patients  considered  at 
risk  still  are  under  investigation 
(J  Nat  Can  Inst  86,  1994). 

Parenthetically,  the  death  rate 
for  breast  cancer  in  New  Jersey 
is  higher  than  the  national  aver- 
age. 

I respect  Dr.  Savel’s  opinions 
and  would  welcome  a more  ex- 
tended dialogue  than  space 
permits.  □ Jerome  Abrams,  MD, 
MPH 


are  doing  this.  The  financial  im- 
pact of  these  decisions  will  not 
put  these  insurance  companies 
out  of  business.  Rather,  the 
message  is:  physicians  may  be 
helpless  but  not  stupid  enough  to 
buy  insurance  products  while  the 
insurance  companies  try  to  put 
physicians  out  of  business.  □ 
Frank  L.  Kardos,  MD 
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My  office 
really  got 
the  cure... 

...when  I found  The  Money 
Store.  I got  the  loan  I needed 
to  buy  my  building  and  stop 
leasing.  Now  I'm  operating 
in  the  black.  I didn't  need  a 
million  dollars,  but  they  can 
lend  that  much  for  commer- 
cial real  estate.  And  give  up  to 
25-year  terms  and  up  to  100% 
loan-to-value.  No  balloons 
and  no  prepayment  penalties. 
No  other  lender  could  help  me 
like  The  Money  Store. 


For  prompt  & professional  service  please  contact: 

Hie  Monet  Store’ 

INVESTMENT  CORPORATION 


Southern  1\J  Central  I\J  Northern  1\J 

Don  Dietz  or  Ed  Narozny  Rosemary  Dente  Patrick  Toriello 

(609)  597-7987  or  (908)  281-6132  (201)  579-5322 

(609)  875-1395 

New  Jersey's  #1  SBA  Lender  is  also  America's  #1  SBA  Lender 
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Sometimes  A Doctor 
Needs  A Specialist  Too! 

At  PHYLLIS  KESSEL  ASSOCIATES  we  have 
been  handling  the  marketing  needs  of 
physicians  for  more  than  sixteen  years  . . . 
with  sensitivity,  confidentiality,  good  taste 
and  astounding  results! 

We  have  been  providing  effective,  high- 
profile  public  relations  and  education  for 
more  than  100  of  your  colleagues,  achieving 
an  impressive  record  of  success  as  evidenced 
by  our  ever-growing  client  list. 

Write  or  call  to  receive  no-obligation 
information  about  how  our  Medical 
Marketing  Division  can  work  for  you. 

The  Medical  Marketing  Division  of  PHYLLIS 
KESSEL  ASSOCIATES  . . . because 
sometimes  a doctor  needs  a specialist  too! 


. a division  of 


medical  marketing.  ■ 

phyllis  kessel  associates 


780  WEST  PARK  AVENUE  • OAKHURST,  NJ  07755 
908-531-7080 


The  Problem. 


Paper  Work. 

1 Complicated  DOS  Programs. 

1 Inefficient  Excessive  Time  Requirements  for  Data  Input. 
1 Not  In  C ontrol  of  my  Business. 

1 Software  Programs  Outdated  every  2-3  years. 


The  Solution... 


Eliminate  75%  of  all  Office  Paper  Work. 
1 Easy  to  use  Windows  Programs. 
Efficiency,  Freeing  up  Physicians  Time. 
Regain  Control  of  your  Business. 
On-line.  Upgraded  Constantly 
Always  on  the  Leading  Edge. 

Increase  your  Bottom  Line. 


Find  out  how  a electronic  medical  records  and  practice 
management  system  can  help  you  cut  cost  and  increase 
efficiency. 


Call  1-800-472-5320 


medwork/ 


0 


MICROSOFT- 

WINDOWS-. 

Compatible 


Solution 


1425  Pompton  Avenue  Suite  1 Cedar  Grove  New  Jersey  07009-1043 
Telephone  201  812-9555  Facsimile  201  812-6464 


& 77teo(/osui  . /.  f77un /> o/'/a/t e , T7°.  (?., 

COUNSELORS  AT  LAW 

Sensona/izec/  f/(ea/(/i  6cii+e  . {etya/  tSe/HMces 

• Development  of  managed  care  agreements  with  Individual  Practice  Associations, 
Preferred  Provider  Networks,  Health  Maintenance  Organizations  and  Commercial 
Insurers; 

• Advice  regarding  federal  and  state  laws  affecting  physicians'  practices,  laboratories,  joint 
ventures  and  reimbursement; 

• Representation  before  the  New  Jersey  Board  of  Medical  Examiners,  other  state  and 
federal  agencies; 

• Negotiation  in  the  sale  of  physician  practices  or  investment  interests  and  counseling 
on  fraud  and  abuse  problems. 

1044  Route  22  West 
Mountainside,  New  Jersey  07092 
(908)  789-7977  (908)  789-9699  Fax 

A member  of  the  American  Medical  Association  (AMA)  Doctors  Advisory  Network 
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Medicine  in  the  making: 

90  years  of 

New  Jersey  medicine 

Geraldine  R.  Hutner,  MA 
Nancy  M.  Propsner 


At  the  turn  of  the  century,  leaders  of  the  Medical  Society  of  New  Jersey  (MSNJ) 
created  the  Committee  on  Publication  to  establish  an  “ up-to-date , bright, 
scientific  medical  journal  that  would  prove  helpful  to  the  members  of  the 
profession  in  their  practical  work  and  scientific  advancement.  The  first  issue 
of  The  Journal  of  the  Medical  Society  of  New  Jersey  was  published  in 
September  1904.  One  thousand  physicians  read  that  issue;  today,  the  journal 
is  read  by  12,000  physicians. 

Over  the  past  90  years  New  Jersey  Medicine  has  served  the  physicians 
of  the  Garden  State.  To  celebrate  this  anniversary,  we  offer  medical  milestones 
for  each  year  since  the  inception  of  the  journal.  These  milestones  showcase 
the  achievements  of  the  medical  profession. 


1 904  The  Journal  of  the  Medical  Society  of  New 
Jersey  began  publication;  Richard  C. 
Newton,  MD,  was  the  editor. 

1905  The  first  fire  extinguisher,  using  a vapor- 
ized chemical,  was  manufactured  in 
Newark. 

1906  David  C.  English,  MD,  became  the  editor 
of  The  Journal  of  the  Medical  Society  of 
New  Jersey. 

1907  Black-and-white  advertisements  were  ac- 
cepted in  The  Journal  of  the  Medical  Soci- 
ety of  New  Jersey. 

1 908  Three  epidemics  of  typhoid  fever  occurred 
in  Roebling,  Trenton,  and  Burlington.  Be- 
cause of  the  seriousness  of  typhoid,  com- 
missions were  appointed  to  study  water 
filtration.  Jersey  City  started  New  Jersey’s 
first  water  purification  system. 

1909  The  first  tuberculosis  preventorium  for 
children  was  established  in  Lakewood  by 
Nathan  Straus. 

1910  Woodrow  Wilson  was  elected  governor  of 
New  Jersey;  in  1912,  Wilson  was  elected 
president  of  the  United  States. 


1911  The  Academy  of  Medicine  of  Northern 
New  Jersey  was  formed  in  Newark. 

1912  Bismuth  was  used  by  New  Jersey  physi- 
cians for  the  first  time  for  stomach  x-rays. 

1913  The  American  Cancer  Society  was 
founded.  The  American  Association  of  Im- 
munologists organized  on  June  19. 

1914  The  New  Jersey  State  Board  of  Optometry 
was  established. 

1915  Legislation  established  the  New  Jersey 
State  Department  of  Health  in  Trenton. 

1916  Clarence  Janifer,  MD,  was  elected  to 
membership  in  MSNJ.  He  was  the  first 
black  physician  to  become  a member. 

1917  The  United  States  declared  war  on 
Germany  on  April  16. 

1918  The  New  Jersey  Hospital  Association  was 
founded  at  Newark  City  Hospital. 

1919  The  Medical  Center  at  Princeton  was 
founded. 

1920  The  first  Nobel  Prize  recipient  associated 
with  New  Jersey  was  Woodrow  Wilson, 
the  28th  president  of  the  United  States. 
President  Wilson  received  the  Peace  Prize 
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ANNOUNCEMENT  BV  t HE  COMMITTEE  ON  PUBLICATION. 


The  Medical  Society  of  New  Jersey  at  its 
last  annual  meeting1  favorably  considered 
the  idea  of  journalizing  its  transactions,  but 
left  its  final  decision  with  its  Board  of  Trus- 
ter <•,  giving  them  the  power  to  do  so  this 
year,  if  in  their  judgment  it  was  deemed 
wise.  The  hoard,  at  a meeting  held  July  6, 
1904,  unanimously  decided  in  favor  of  issu- 
ing a monthly  journal  to  be  called  “The 
Tania!  of  the  Medical  Society  of  New  Jer- 
sey." and  the  management  and  control  of 
the  same  was  placed  in  the  hands  of  the 
Publication  Committee,  according  to  the 
provisions  of  the  constitution  and  by-laws  of 
the  Society. 

The  committee,  in  accepting  this  great  re- 
'fx ‘risibility,  are  pleased  to  inform  and  con- 
gratulate the  members  of  the  Society  and  the 
profession  at  large,  that  the  Board  of  Trus- 


tees at  the  same  meeting  appointed  Dr. 
Richard  C.  Newton,  of  Montclair,  editor  of 
the  Journal.  The  Publication  Committee 
bespeak  for  him  the  active  co-operation  of 
the  members  of  the  State  Society  and  es- 
pecially of  its  officers  and  committees  and 
the  secretaries  of  our  County  Societies,  as  it 
is  his  and  our  desire  to  make  the  Journal 
not  merely  a substitute  for  the  annual  vol- 
ume of  transactions  of  the  Society,  but  also 
an  up-to-date,  bright,  scientific  medical  jour- 
nal. that  shaii  prove  helpful  to  the  members 
of  the  profession  in  their  practical  work  and 
scientific  advancement. 

The  committee  also  commends  this  Tour- 
n \l  to  the  favorable  consideration  of  adver- 
tisers. Realizing  that  our  readers  compose 
almost  the  entire  body  of  regular  practition- 
ers between  the  two  great  centres  of  medical 


The  first  issue  of  The  Journal  of  the  Medical  Society 
of  New  Jersey  was  published  in  1904. 


OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


MSNJ  celebrated  its  200th  anniversary  in  1966  and 
noted  the  event  in  The  Journal. 


for  championing  world  peace  and  de- 
mocracy during  and  after  World  War  I. 

1921  The  first  Miss  America  national  beauty 
pageant  was  held  in  Atlantic  City  on 
September  7 and  8. 

1922  Deborah  Heart  and  Lung  Center  in 
Browns  Mills  was  founded. 

1923  Warren  County  opened  its  first  hospital, 
Warren  Hospital,  in  Phillipsburg. 

1924  Henry  Reik,  MD,  became  the  editor  of  The 
Journal  of  the  Medical  Society  of  New 
Jersey. 

1925  The  Physicians  Orchestra  of  Essex  County 
was  formed;  it  was  the  only  orchestra  in 
the  United  States  composed  entirely  of 
doctors. 

1926  Americas  first  cardiac  clinic  was 
established  at  Jersey  City  Medical  Center. 

1927  The  Medical  Society  of  New  Jersey  Aux- 
iliary was  founded;  Mrs.  Aliab  Haines  Lip- 
pineott  served  as  the  first  president. 

1928  Eye  examinations  were  first  required  for 
a New  Jersey  driver’s  license. 

1929  The  Water  Policy  Commission  was  in- 
stituted in  New  Jersey,  to  deal  with  pollu- 
tion of  the  state’s  waterways.  The  Com- 
mission also  studied  waterborne  diseases  in 
New  Jersey. 


1930  The  Veterans  Affairs  Medical  Center  in 
Lyons  was  founded. 

1931  New  Jerseyan  Thomas  A.  Edison  died  on 
October  18,  in  West  Orange.  The  “Star- 
Spangled  Banner’  was  adopted  as  our  na- 
tional anthem. 

1932  Newton  Memorial  Hospital  was  founded. 
There  now  were  76  general  hospitals  in 
New  Jersey. 

1933  The  first  Doctors  Day  observance  was 
held  on  March  30,  to  honor  the  medical 
profession  and  physicians’  tireless  efforts 
on  behalf  of  their  patients. 

1934  Alfred  E.  Shipley,  MD,  became  the  editor 
of  The  Journal  of  the  Medical  Society  of 
New  Jersey ; during  the  year,  he  was  suc- 
ceeded by  Frank  Overton,  MD. 

1935  Dr.  Philip  Levine  of  the  Rockefeller  In- 
stitute went  to  Newark  Beth  Israel 
Hospital  to  research  blood  types. 

1936  Joseph  B.  Harrison,  MD,  from  Westfield, 
was  elected  a fellow  of  MSNJ.  Dr.  Har- 
rison attended  64  consecutive  MSNJ  An- 
nual Meetings. 

1937  Newark  Beth  Israel  Medical  Center 
established  one  of  the  nation’s  first  blood 
hanks. 
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1938  The  War  of  the  Worlds  was  broadcast  over 
the  radio  in  Princeton  on  October  30. 

1939  The  Edward  J.  Ill  Award,  presented  by  the 
Academy  of  Medicine  of  New  Jersey,  was 
first  presented  to  Dr.  Wells  P.  Eagleton; 
Dr.  Eagleton  served  as  MSNJ  president  in 
1923. 

1940  Dr.  F.E.  Hubbard  of  Montclair  became  the 
president  of  the  American  Society  of 
Anesthetists. 

1941  Henry  A.  Davidson,  MD,  became  the 
editor  of  The  Journal  of  the  Medical  Society 
of  New  Jersey;  Dr.  Davidson  served  as 
editor  for  over  30  years. 

1942  The  first  emergency  hospital  in  New  Jersey 
for  World  War  II  soldiers  was  established 
at  Gladstone,  in  a cottage  on  the  estate  of 
Mrs.  Charles  Cutting.  The  Medical- 
Surgical  Plan  of  New  Jersey  (Blue  Shield) 
was  established  due  to  the  initiative  of  Dr. 
Edward  Sprague. 

1943  In  New  Jersey,  streptomycin  was  produced 
by  Drs.  Albert  Schatz  and  Selman  A. 
Waksman  (he  later  received  the  Nobel 
Prize  for  physiology). 

1944  MSNJ  purchased  its  first  permanent  office 
on  State  Street  in  Trenton.  D-Day  was 
June  6. 

1 945  The  Journal  of  the  Medical  Society  of  New 
Jersey  published  an  indepth  article  on  the 
pharmacology  of  a new  remedy  called 
penicillin. 

1946  The  first  edition  of  the  Physicians  Desk 
Reference  was  published  in  New  Jersey; 
the  49th  edition  of  this  reference  guide  was 
published  in  1994. 

1947  Governor  Driscoll  addressed  the  MSNJ 
Annual  Meeting  in  Atlantic  City;  he  was 
the  first  chief  executive  officer  of  New 
Jersey  to  attend  the  MSNJ  Annual  Meet- 
ing. In  1994,  Governor  Christine  Todd 
Whitman  addressed  the  228th  House  of 
Delegates  in  Atlantic  City. 

1948  In  September,  the  Auxiliary  started 
publishing  its  newsletter,  The  Shingle , 
which  still  is  in  publication. 

1949  Kessler  Institute  for  Rehabilitation  was 
founded  by  Dr.  Henry  H.  Kessler. 

1950  Cape  May  County  opened  its  first  hospital. 

1951  The  Bulletin,  a publication  of  the  Academy 
of  Medicine  of  New  Jersey,  was  available 
to  physicians. 

1952  MSNJ  published  its  first  Membership 
Directory.  Dr.  Virginia  Apgar  of  Tenaflv 
created  the  Apgar  scoring  system  for 
newborns. 

1953  Hunterdon  Medical  Center,  the  first 
hospital  in  Hunterdon  County,  opened  in 
July. 


Edward  J.  Ill,  MD,  served  as  MSNJ  president  in  1923. 


Si  r-  sit 


MSNJ  headquarters  were  on  State  Street  in  Trenton, 
until  1978. 


1954  Harrison  S.  Maitland,  MD,  died  on  May 
1.  Dr.  Martland  was  known  for  his  work 
with  radium  poisoning  among  radium  dial 
painters. 

1 955  Albert  Einstein  died  on  April  18.  in 
Princeton. 
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The  first  special  issue  of  The  Journal  was  dedicated  to 
William  Carlos  Williams,  MD. 


In  1988,  MSNJ  elected  its  first  woman  president,  Palma 
E.  Formica,  MD. 


1956  MSNJ  began  sponsorship  of  the  Eye 
Health  Week  Screening  Program. 

1957  The  Golden  Merit  Award,  honoring  physi- 
cians who  served  the  medical  community 
for  50  years,  was  started  by  the  MSNJ 
Council  on  Public  Relations. 

1958  A significant  and  important  study  on  the 
pollution  of  the  Passaic  River  was 
published  by  the  New  Jersey  Historical 
Society;  this  article  brought  attention  to  the 
first  of  many  pollution  problems  in  the 
Garden  State. 

1959  United  Hospitals,  Newark,  and  Pascack 
Valley  Hospital,  Westwood,  were  founded. 

1960  Dr.  Walter  G.  Elmer,  who  died  in  1960, 
was  the  fifth  generation  of  the  New  Jersey 
Elmer  family  to  hold  medical  degrees  from 
the  University  of  Pennsylvania. 

1961  Toms  River  Community  Hospital  and  Ran- 
cocas  Hospital,  Willingboro,  were  founded. 

1 962  There  were,  as  of  this  date,  42  high  school 
Future  Physicians  Clubs  in  New  Jersey; 
the  clubs  were  endorsed  by  the  American 
Medical  Association  (AMA). 

1963  The  New  Jersey  Medical  Political  Action 
Committee  (JEMPAC)  was  established. 

1 964  The  Journal  of  the  Medical  Society  of  New 
Jersey  was  revamped  under  the  direction 
of  editor  Dr.  Davidson,  allowing  for  more 
editorial  material,  color  pictures,  and  il- 
lustrations. 


1965  Congress  established  the  National  Clear- 

inghouse for  Smoking  and  Health  and  or- 
dered that  cigarette  packages  be  labeled: 
“Caution:  Cigarette  smoking  may  be 

hazardous  to  your  health. 

1966  MSNJ,  the  oldest  medical  society  in  the 
United  States,  celebrated  its  200th  an- 
niversary. 

1967  John  F.  Kennedy  Hospital  in  Edison  was 
founded. 

1968  John  F.  Kustrup,  MD,  served  as  MSNJ 
president  and  his  wife,  Eva,  served  as 
MSNJA  president.  New  Jersey’s  first 
kidney  transplant  was  performed  at  Saint 
Barnabas  Medical  Center. 

1969  New  Jersey  established  a dialysis  program 
for  chronic  renal  disease  patients;  New 
Jersey  was  the  second  state  to  establish  this 
program. 

1970  The  College  of  Medicine  and  Dentistry  of 
New  Jersey  was  established  by  an  act  of 
the  state  Legislature;  in  1981,  university 
status  was  granted. 

1971  The  AMA  brought  its  annual  meeting  to 
Atlantic  City. 

1972  Lasers  were  used  for  the  first  time  by 
surgeons  at  Saint  Barnabas  Medical  Center 
in  Livingston. 

1973  Arthur  Krosnick,  MD,  became  the  editor 
of  The  Journal  of  the  Medical  Society  of 
New  Jersey.  The  first  physician  to  practice 
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Morris  H.  Saffron,  MD,  was  the  archivist-historian  of 
MSNJ.  Dr.  Saffron  helped  establish  the  Medical  History 
Society  of  New  Jersey. 


in  space  was  Dr.  Joseph  Peter  Kerwin,  in 
Skylab  2. 

1974  The  Editorial  Board,  known  as  the 
Manuscript  Review  Board,  was  installed 
for  The  Journal  of  the  Medical  Society  of 
New  Jersey. 

1975  Karen  Ann  Quinlin,  a 21-year-old  from 
Landing,  went  into  a coma  on  April  15 
after  drinking  alcohol  mixed  with  drugs, 
sparking  interest  and  debate  in  biomedical 
ethics. 

1976  For  the  first  time,  the  table  of  contents  was 
removed  from  the  cover  of  The  Journal  and 
placed  inside  the  publication;  a photograph 
or  illustration  was  used  on  the  cover. 

1977  The  Medical  Inter-Insurance  Company  of 
New  Jersey,  now  the  Medical  Inter-In- 
surance Exchange,  issued  its  first  policies. 

1978  MSNJ  moved  to  its  present  Lawrenceville 
headquarters  in  December. 

1979  The  Academy  of  Medicine  of  New  Jersey 
moved  its  headquarters  to  Lawrenceville, 
to  share  the  facility  with  MSNJ. 

1 980  The  Medical  History  Society  of  New  Jersey 
was  born  on  May  7,  under  the  guidance 
of  Morris  H.  Saffron,  MD. 

1981  The  first  injection  of  biosynthetic  human 
insulin  for  a diabetic  patient  in  New  Jersey 
was  administered  on  February  12,  by  Dr. 
Arthur  Krosniek  of  Princeton. 

1982  The  Physicians  Health  Program  was 
started  at  MSNJ. 

1983  Celebrating  the  100th  anniversary  of  the 
birth  of  William  Carlos  Williams,  MD,  The 
Journal  published  its  first  special  issue, 
honoring  this  physician  and  Pulitzer  Prize- 
winning poet. 

1984  The  Journal  was  the  first  journal  to  publish 


Howard  D.  Slobodien,  MD,  (left),  serves  as  editor-in- 
chief  of  New  Jersey  Medicine , taking  over  the  reins 
from  Arthur  Krosniek,  MD. 


the  results  of  New  Jersey’s  initial  ex- 
perience with  in  vitro  fertilization. 

1985  New  Jersey  Medicine  became  the  new 
name  of  MSNJ  s medical  journal.  NEW 
Jersey  Medicine  won  the  first  of  six 
prizes  in  a national  medical  journalism 
competition. 

1986  Physicians  at  Newark  Beth  Israel  Medical 
Center  performed  the  first  heart  transplant 
in  New  Jersey. 

1987  MSNJ  sponsored  the  first  Senior  Citizens 
Forum,  on  April  9,  at  MSNJ  headquarters, 
to  inform  the  elderly  about  health  care 
services  in  the  state. 

1988  Howard  D.  Slobodien,  MD,  became  the 
editor  of  NEW  JERSEY  MEDICINE.  Palma  E. 
Formica,  MD,  became  the  first  woman 
president  of  MSNJ. 

1989  A special  issue  of  NEW  JERSEY  MEDICINE 
on  biomedical  ethics  was  published, 
prompted  by  the  JAMA  article,  Its  Over, 
Debbie. 

1990  New  Jersey  Medicine  dedicated  its 
March  issue  to  a history  of  women  physi- 
cians in  New  Jersey. 

1991  A writing  competition  for  students,  resi- 
dents, and  interns,  was  instituted  by  MSNJ 
and  NEW  JERSEY  MEDICINE. 

1992  The  New  Jersey  law  on  advance  directives 
took  effect  in  January. 

1993  Morris  Saffron,  MD,  MSNJ  archivist-his- 
torian, died  on  April  28.  A complete  update 
on  transplantation  services  available  in 
New  Jersey  was  published  as  a special 
issue  in  April. 

1994  The  90th  anniversary  of  New  JERSEY 
MEDICINE  is  celebrated  in  September.  ■ 


Ms.  Hutner  is  executive  editor  and  Ms.  Propsner  is  assistant  editor.  New  JERSEY  MEDICINE 
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• Easy  to  use  Electronic  Podiatric  Administration  Software 
Pori  solo,  group  and  multi-specialty  practices 

• Direct  Electronic  Claims  Submission  to  all  participating 
Insurance  Companies  and  HMOs 

• Faster  payment  reimbursement 

• Comprehensive  and  Cost-Effective 

FOR  A FREE  DEMO  IN  YOUR  OFFICE  CALL:  1-800-364-8909 

TechPlus  Systems,  Inc.  99  University  Pi  ace,  1 0th  FI.,  New  York,  N.Y.  10003 


PRACTICE  MANAGEMENT  SOFTWARE 
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Doppler  echocardiography 
in  normal  functioning 

valve  prostheses  Rido  Cha,  MD 

Sing  San  Yang,  MD 
Thomas  Salvucci,  DO 
Stephen  DiBlasi,  DO 


We  analyzed  two-dimensional  echocardiography/ Doppler 
findings  in  225  asymptomatic  patients  with  normally  functioning 
prostheses  to  obtain  standard  Doppler  gradients,  valve  areas, 
and  incidence  of  regurgitation  with  each  type  and  size  of 
prosthesis  examined. 


Valve  prostheses  have 
been  used  extensively  to 
replace  diseased  cardiac 
valves  since  their  in- 
troduction in  1955. 1 Although  this 
practice  has  provided  relief  of 
symptoms  and  contributed  to 
longer  survival,2  there  has  been 
significant  mortality  and  morbidi- 
ty, such  as  thromboembolism,3 
anticoagulant-related  bleeding,4 
infective  endocarditis,’6  and  valve 
failure.'  Despite  substantial  im- 
provement in  design  and 
manufacturing  of  prostheses, 
these  problems  have  not  been 
solved.  Early  detection  is  needed 
for  a timely  remedy  of  these  com- 
plications. To  this  end,  patients 
must  be  followed  periodically. 
Eehocardiographic  studies  supply 
important  information  with  re- 
gard to  this  group  of  patients. 
Two-dimensional  (2D)  echocardi- 
ography establishes  anatomical  in- 
formation, while  Doppler  studies 
permit  quantitation  of  valve  areas, 
gradients,  and  assessment  of  val- 
vular regurgitation. 

Every  type  of  prosthesis  will 
have  a transvalvular  gradient,  but 
due  to  the  small  number  of 
studies  available,  it  is  not  clear 
what  the  normal  Doppler  gra- 
dient is  in  each  type  of  prothesis. 
In  this  paper,  we  present  the  re- 


sults of  Doppler  eehocardio- 
graphic interrogation  on  225 
asymptomatic  patients  with  vari- 
ous types  of  prostheses. 

METHODS 

Retrospective  analysis  was  per- 
formed on  Doppler  eehocardio- 
graphic findings  on  225  asympto- 
matic patients  seen  at  the 
cardiology  clinic  at  Deborah 
Heart  and  Lung  Center  from 
1990  to  1993.  All  of  these  patients 
were  found  to  have  normal  left 
ventricular  function  by  2D 
echocardiography.  Echocardiog- 
raphy studies  were  performed  uti- 
lizing either  a Hitachi  model 
EUB  165  or  an  Aloka  model  870 
system.  All  studies  were  recorded 
on  VHS  W videotape  using 
Panasonic  recorders.  Each  patient 
underwent  comprehensive  echo- 
cardiographic  analysis  including 
2D,  M-mode,  Doppler,  and  color 
flow  imaging.  At  least  five  beats 
were  analyzed  for  aortic  or  mitral 
valve  gradients  applying  the 
modified  Bernoulli  equation,8  and 
mitral  valve  area  was  obtained 
using  the  pressure  half-time 
method.9  All  eehocardiographic 
examinations  were  carried  out  by 
two  ultrasonographers  and  re- 
viewed by  one  of  the  authors. 

Among  the  225  patients  who 


qualified  for  this  study,  136  pa- 
tients had  an  aortic  valve 
prosthesis,  94  patients  had  a 
mitral  valve  prosthesis,  and  5 pa- 
tients were  recipients  of  both 
(Table  1).  A total  of  107  men  and 
118  women  were  studied.  The 
mean  age  at  the  time  of  surgery 
was  67  years  and  ranged  from  24 
to  90  years  of  age.  Because  of  the 
relatively  small  number  of  pa- 
tients analyzed,  all  of  the 
nonmeehanieal  prostheses  are 
categorized  as  bioprostheses, 
even  though  differences  exist 
with  respect  to  the  manufacturing 
and  coating  of  bioprostheses 
(Ioneseu-Shiley®,  Carpentier®, 
Hancock®,  and  Tascon®).  Echo- 
cardiography evaluation  was  per- 
formed at  a mean  interval  of  3 
years  after  surgery  in  patients 
with  a St.  Jude®  prosthesis,  13 
years  with  a Bjork-Shiley® 
prothesis,  and  5 years  with  a 
bioprosthesis.  Information  regard- 
ing prosthetic  valve  type,  size, 
and  location  was  obtained  from 
operative  reports.  Mean  valve  and 
2 ± standard  deviation  was  calcu- 
lated. Because  of  the  small 
number  in  each  group,  con- 
fidence intervals  were  not  calcu- 
lated. 

RESULTS 

Mitral  position.  The  number  of 
patients  and  type  of  prostheses 
according  to  size,  mean  gradient, 
and  calculated  valve  area  are 
summarized  in  Table  2.  Figures  1 
and  2 summarize  the  results  of 
the  valve  gradient  and  area  of 
each  type  and  size  of  prosthesis 
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Figure  1.  Mitral  valve,  St.  Jude5. 


Table  1.  Number 

of  patients,  age. 

and  year  of  surgery. 

Mitral  Valve 

Female 

Male 

Mean  age 
in  years  (range) 

Year  of  surgery 

St.  Jude® 

35 

20 

66  (39-84) 

1984-1992 

Bjork-Shiley® 

14 

5 

66  (45-82) 

1979-1984 

Tissue 

14 

6 

71  (56-85) 

1979-1988 

Aortic  Valve 

Female 

Male 

Mean  age 
in  years  (range) 

Year  of  surgery 

St.  Jude® 

30 

44 

68  (24-90) 

1989-1992 

Bjork-Shiley® 

14 

18 

67  (24-84) 

1978-1981 

Tissue 

12 

18 

71  (33-86) 

1 985-1 990 
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Figure  2.  Mitral  valve,  Bjork-Shiley®. 


Table  2.  Gradient  and  area  of  each  type  of  mitral  prosthesis. 

Mitral  Valve 
Mean 


Valve 

Valve 

Number  of 

grad 

Mean 

type 

size 

patients 

(mm/Hg) 

pSD 

nSD 

area  (cm2) 

pSD 

nSD 

St.  Jude® 

25 

4 

4.3 

6.2 

2.4 

2.5 

3.1 

1.9 

27 

17 

4.5 

5.7 

3.3 

2.8 

3.2 

2.4 

29 

17 

4.7 

6.4 

3 

2.4 

3.1 

1.7 

31 

14 

4.7 

7.6 

1.8 

2.3 

3 

1.6 

33 

3 

5.5 

9.6 

1.4 

2.1 

3.4 

0.8 

Bjork-Shiley® 

25 

3 

5.1 

7.7 

2.5 

2.1 

2.5 

1.7 

27 

8 

4 

5.3 

2.7 

2.6 

3.3 

1.9 

29 

5 

5 

7.3 

2.7 

2.2 

2.6 

1.8 

Tissue 

25 

3 

6 

7.1 

4.9 

2.1 

2.7 

1.5 

27 

10 

6 

9.3 

2.7 

2.1 

2.7 

1.5 

29 

7 

5 

7.3 

2.7 

2.3 

2.8 

1.8 

31 

3 

4.7 

5.3 

4.1 

2 

2.2 

1.8 
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Figure  3.  Aortic  valve,  St.  Jude” 


Table  3.  Mean  and  peak  gradient  of  each  aortic  valve  prosthesis. 

Aortic  Valve 


Valve 

Valve 

Number  of 

Mean 

grad 

type 

size 

patients 

(mrn/Hg) 

St.  Jude® 

19 

17 

16 

21 

18 

14.7 

23 

24 

14.4 

25 

13 

11.8 

27 

2 

9.5 

Bjork-Shiley* 

19 

4 

22 

21 

11 

16.2 

23 

12 

14.5 

25 

3 

12 

27 

2 

9 

Tissue 

19 

3 

13 

21 

13 

13.5 

23 

8 

13.1 

25 

6 

13 

Peak 

grad 


pSD 

nSD 

(mm/Hg) 

pSD 

nSD 

22.5 

9.5 

32 

44 

20 

20.7 

8.7 

31.3 

45 

17.6 

19.6 

9.2 

29.3 

40.7 

18.5 

16.7 

6.9 

24.2 

34 

14.4 

10.2 

8.8 

19 

— 

— 

28.5 

15.5 

43 

54.8 

31.2 

21.6 

10.8 

32 

41.3 

22.7 

21.7 

7.3 

29.2 

41.8 

16.6 

16.4 

7.6 

23 

30 

16 

— 

— 

18 

19.4 

16.6 

16.6 

9.4 

25.7 

32.4 

19 

21.1 

5.9 

25.9 

39.1 

12.7 

18.2 

8 

26.6 

38.8 

14.4 

16.2 

9.8 

23.7 

29.2 

18.2 

600 


NEW  JERSEY  MEDICINE 


Aortic  Valve 

Bjork-Shiley® 


60  -r 


50  -- 


M 40 
e 
a 
n 


30- 


G 
r 
a 
d 
i 

e 

n 20 
t 


10-- 


T 60 


--  50 


40  p 
e 
a 
k 


--  30 


--  20 


--  10 


— 1 

19 

1 1 

21  23 

1 

25 

1 r ^ 

27 

Valve  Size 

- *-  Mean 

Gradient  -®-  + SD 

SD 

Peak 

Gradient  + SD 

SD 

Figure  4.  Aortic  valve,  Bjork-Shiley*. 

Table  4.  Incidence  of  aortic  regurgitation. 

Type  of 

prosthesis 

St.  Jude® 

Bjork-Shiley*  Bioprostheses 

Deborah  Heart 

27% 

34% 

3% 

and  Lung  Center  Study  (20/74) 

(11/32) 

(1/30) 

Pooled  data4 * * * * * 10 

30% 

16% 

20% 

Aortic  Position.  The  number  of 

valves.  This  article  describes  the 

current  studv  are  comparable  to 

patients  and  type  of  prosthesis  ac- 

Doppler  gradient  and  valve  area 

other  studies.10 

cording  to  size,  mean,  and  peak 

of  230  normally 

functioning 

Influence  of  size  of  prosthesis. 

gradient  are  summarized  in  Table 

prostheses  with  normal  left  ven- 

There  was  an  inverse  relationship 

3.  The  number  and  percent  of 

trieular  function. 

between  valve  size  and  the  mean 

regurgitant  valves  are  sum- 

Influence  of  type 

of  prosthesis. 

and  peak  gradient  with  meehani- 

marized  in  Table  4.  Figures  3 and 

There  are  no  significant  dif- 

cal  aortic  prostheses.  Even 

4 summarize  the  results  of  the 

mean  and  peak  gradient  of  each 

type  and  size  of  prosthesis. 

DISCUSSION 

Clinical  cardiologists  have  a 

need  for  the  normal  Doppler 

values  in  assessing  prosthetic 


ferenees  among  the  prostheses  in 
mean  gradient  and  calculated 
valve  area  in  the  mitral  valve  posi- 
tion. However,  in  the  aortic  valve 
position,  mechanical  prostheses 
demonstrate  a tendency  to  have 
higher  gradients  than  bioprosthe- 
ses.  The  observations  from  this 


though  there  is  a higher  gradient 
in  the  smaller  sized  aortic  valves, 
this  does  not  necessarily  imply  a 
poorer  prognosis.11 

Regurgitant  valves.  Among  the 
136  aortic  prostheses,  color  Dop- 
pler evidence  of  aortic  regurgita- 
tion was  detected  in  22  cases  (23 
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percent),  and  was  mild  in  all 
cases.  The  incidence  of  regurgita- 
tion in  different  types  of  prosthe- 
ses  has  been  described  in  other 
pooled  data  (Table  4). 10  Because 
of  flow  masking  by  mechanical 
prostheses,  it  usually  was  not 
possible  to  evaluate  accurately  for 
regurgitation  in  the  mitral  valve 
position.12  Up  to  11  percent  of 
mitral  bioprostheses  demonstrat- 
ed at  least  trivial  mitral  regurgita- 
tion. 

If  clinical  suspicion  of  signifi- 
cant regurgitation  is  high,  the  pa- 
tient should  undergo  trans- 
esophageal echocardiography.13 

SUMMARY 

Even  though  there  has  been 
some  criticism  regarding  the 
Doppler  evaluation  in  prosthetic 
valves  because  of  inter-observer 
and  intra-observer  variability, 
among  other  factors,14  and  Dop- 
pler study  has  a tendency  to  have 
falsely  high  gradients  compared 
to  invasive  studies,  especially 
mechanical  aortic  prostheses,10'16 
Doppler  evaluation  can  provide 
reliable  hemodynamic  informa- 
tion about  valve  function.  This 
test  may  be  particularly  useful  if 
used  serially,  when  baseline 
values  are  known. 

Doppler  measurement  of  gra- 
dient and  valve  area  has  an  ex- 
pected normal  range  that  is 
specific  for  the  prosthetic  type, 
size,  anatomical  position,  and 
chronological  age.  Clearly,  a 
database  involving  these  aspects 


is  needed  to  provide  a more  ac- 
curate normal  range.  This  study  is 
intended  to  provide  guidance  for 
echoeardiographers.  H 
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Idiopathic  CD4  + 
lymphocytopenia  in 
New  Jersey 

Fabienne  Laraque,  MD,  MPH 
Daniel  Sosin,  MD,  MPH 


Ten  persons  with  idiopathic  CD4  + lymphocytopenia  (ICL) 
were  reported  in  1992.  No  common  clinical  or  epidemiologic 
characteristics  or  evidence  of  HIV  infection  were  found.  It  is 
unclear  whether  ICL  is  a syndrome  of  undetermined  etiology 
or  an  immunologic  manifestation  of  various  diseases. 


Acquired  immunodefi- 
ciency syndrome  (AIDS) 
is  characterized  by  a 
severe  depression  of 
the  immune  system,  particularly 
the  progressive  loss  of  CD4  + 
T cells.1  In  recent  years 
the  immunophenotyping  of  T 
lymphocytes  for  CD4  and  CDS 
receptors  has  become  a common 
practice  for  patients  with  HIV  in- 
fection as  well  as  patients  with 
other  conditions,  as  a way  of  iden- 
tifying immune  suppression. 
Several  reports  have  described 
patients  without  HIV  infection 
but  with  low  CD4  + T cell  levels 
and  with  conditions  often  as- 
sociated with  immuodeficiency, 
including  Pneumocystis  carinii 
pneumonia  (PCP),  cytomegalo- 
virus colitis,  candidiasis,  cryp- 
tococcosis, disseminated  herpes 
zoster,  and  Kaposi’s  sarcoma.211 
Several  cases  were  reported  at 
the  VIII  International  AIDS  Con- 
ference in  Amsterdam.  These  re- 
ports were  followed  by  concerns 
about  the  emergence  of  a new 
HIV-like  virus. 

The  occurrence  of  low  CD4  + 
T cell  counts  with  no  evidence 
of  HIV  infection  or  other 
causes  of  immunodeficiency  has 
been  called  idiopathic  CD4  + T 
lymphocytopenia  (ICL).12  This  re- 


port presents  the  results  of  the 
investigation  of  ICL  cases  in  New 
Jersey. 

METHODS 

This  investigation  consisted  of 
a review  of  the  state’s  AIDS 
registry  and  a case-finding  study. 
This  investigation  was  part  of  a 
nationwide  study  conducted  by 
the  Centers  for  Disease  Control 
(CDC).  ICL  cases  required  a 
CD4+  T cell  count  less  than 
300/(jl1  and  were  otherwise  de- 
fined according  to  the  CDC  case 
definition.12 

Review  of  AIDS  registry.  The 

computerized  New  Jersey  AIDS 
registry  was  reviewed  for  AIDS 
case  reports  showing  negative 
HIV  test  results  or  no  HIV  tests 
performed.  For  each  person  re- 
corded in  the  AIDS  registry  with 
negative  HIV  results  or  no  test 
results,  the  medical  records  for 
each  hospital  admission  were  re- 
viewed. Patients  who  had  nega- 
tive HIV-serologic  test  results 
and  who  still  were  alive  would  be 
recalled  for  HIV  testing. 

Case-finding  study.  At  the  end 
of  July  1992,  all  New  Jersey 
hospitals  and  specialists  in  infec- 
tious diseases  and  immunology 
were  requested  to  report  pre- 
sumptive ICL  cases  to  the  New 


Jersey  State  Department  of 
Health  (DOH).  The  ICL  case 
definition  was  verified  by  tele- 
phone interview  of  the  reporting 
physician.  When  an  ICL  case  was 
verified,  the  investigation  was 
completed  by  collecting  demo- 
graphic and  clinical  information. 
Several  patients  were  selected  to 
participate  in  a CDC  case-control 
study.  Blood  specimens  from 
these  patients  were  sent  to  CDC’s 
HIV/AIDS  laboratory  for  im- 
munologic evaluation  and  to 
search  for  a causative  micro- 
organism. 

RESULTS 

Review  of  AIDS  registry.  Six- 
teen HIV-negative  persons  re- 
ported with  AIDS  were  identified 
in  the  New  Jersey  state  AIDS 
registry.  One  patient  had  been 
treated  in  North  Carolina  and 
was  excluded  from  the  study.  The 
patients’  demographic  charac- 
teristics and  HIV  transmission 
categories  are  shown  in  the  Table. 
The  mean  age  was  32  years 
(range:  5 months  to  63  years). 
Twelve  patients  (80  percent)  had 
been  diagnosed  with  PCP,  one 
patient  had  cryptococcosis,  and 
one  patient  had  septicemia;  and 
for  one  patient  the  clinical  status 
was  unknown.  Medical  records 
were  not  available  for  a child  with 
HIV-positive  parents  and  a homo- 
sexual man  who  had  a negative 
HIV-antigen  test  but  had  not  had 
an  HIV  antibody  test.  Of  the  re- 
maining 13  patients,  5 patients 
were  HIV  positive,  7 patients 
were  HIV  negative,  and  1 patient 


604 


NEW  JERSEY  MEDICINE 


Table.  Characteristics  of  reported  cases  of  AIDS  with  no  known 
HIV-positive  test  before  investigation  and  patients  with 
idiopathic  CD4  + T lymphocytopenia  in  New  Jersey  through 
1992. 


Characteristics 

AIDS  Cases1 
No.  (%) 

ICL  Cases 
No.  (%) 

Sex 

Male 

12  (80) 

4 (40) 

Female 

3 (20) 

6 (60) 

Race/Ethnicity 

White 

8 (53) 

5 (50) 

Black 

5 (33) 

2 (20) 

Hispanic 

1 (7) 

3 (30) 

Unknown 

1 (7) 

0 - 

HIV  transmission  category 

Homosexual 

3 (20) 

0 - 

Injecting  drug  user 

3 (20) 

3 (30) 

Bisexual 

1 (7) 

0 - 

Heterosexual 

1 (7) 

0 - 

Blood  product  recipient2 

2 (13) 

2 (20) 

Mother  at  risk 

2 (13) 

0 - 

None  known 

3 (20) 

5 (50) 

Total 

15  (100) 

10  (100) 

Information  of  race/ethnicity  and  HIV-transmission  category  is  miss- 
ing for  one  patient,  but  the  sex  and  HIV  status  of  this  patient  were 
known. 

2Blood  product  recipients  include  hemophiliacs. 


had  not  had  HIV  tests  performed. 
Most  patients  had  not  had  CD4  + 
T cell  tests  performed.  The  HIV 
status  and  CD4+  T cell  levels  of 
the  patients  were  not  evaluated 
because  the  only  patient  who  was 
alive  at  the  time  of  the  investiga- 
tion was  HIV  positive.  The  HIV- 
seropositive  patients  records 
were  updated  in  the  AIDS  reg- 
istry and  records  for  HIV- 
seronegative  patients  remained 
categorized  in  the  registry  as 
HIV-negative  AIDS  (as  specified 
by  the  1987  AIDS  case  defini- 
tion).13 

Case-finding  study.  In  1992, 
the  DOH  Division  of  AIDS 
Prevention  and  Control  received 
several  reports  of  persons  with 
CD4+  T cell  counts  less  than 


300/|jiL  who  had  no  evidence  of 
HIV  infection.  Of  these,  ten  cases 
met  the  ICL  case  definition,  in- 
cluding three  cases  reported 
elsewhere.14 

The  characteristics  of  the  ICL 
patients  are  shown  in  the  Table. 
The  mean  age  was  56  years  (range 
33  to  85  years).  Two  patients  had 
ciyptococcosis,  two  patients  had 
extrapulmonary  Mycobacterium 
avium  infection,  and  one  patient 
had  cytomegalovirus  retinitis. 
Two  other  patients  had  pul- 
monary tuberculosis,  but  no  pa- 
tients had  PCP. 

Of  these  ICL  patients,  five  pa- 
tients were  enrolled  in  the  case- 
control  study.  Their  negative  HIV 
status  was  confirmed  and  labora- 
tory evaluation  did  not  show 


other  immunologic  findings  be- 
sides low  CD4+  T cell  levels  and 
no  microorganism  was  isolated. 

DISCUSSION 

In  New  Jersey,  seven  cases  of 
HIV  seronegative  AIDS  were 
found  in  the  New  Jersey  AIDS 
registry,  and  ten  cases  of  ICL 
were  identified  in  the  case-find- 
ing study,  of  which  five  cases 
were  confirmed  by  CDC. 

A nationwide  study  conducted 
by  CDC  identified  47  ICL  cases 
among  predominantly  white 
males  who  had  no  identified  risk 
factors  for  HIV  infection.15  The 
difference  in  gender  distribution 
between  the  New  Jersey  cases 
and  the  nationwide  cases  may 
reflect  the  difference  in  sample 
size.  The  CDC  study  also  found 
that  contacts  of  the  ICL  cases  had 
normal  CD4  + T cell  counts  and 
were  clinically  healthy.  The  CDC 
study  concluded  that  ICL  repre- 
sented various  clinical  and  im- 
munologic states.15 

The  lack  of  common  link  be- 
tween the  New  Jersey  ICL  cases 
supports  the  theory  of  multiple 
diseases.  The  determination  of  T 
cell  subsets  now  is  part  of  the 
routine  immunologic  evaluation 
of  patients.  Various  conditions,  in- 
cluding infectious  diseases  or 
neoplasms,  are  associated  with 
decreased  numbers  of  CD4+  T 
cells.39'11 

On  the  other  hand,  if  ICL  is  a 
unique  condition,  it  is  not  known 
whether  a microorganism  or  an 
environmental  factor  is  involved. 
Most  of  the  ICL  cases  lacked  risk 
factors  for  bloodbome  trans- 
mission. The  finding  that  none  of 
the  ICL  contacts  had  low  CD4  + 
T cell  counts  makes  an  en- 
vironmental factor  or  person-to- 
person  transmission  of  a micro- 
organism unlikely.15  However,  it 
is  possible  that  an  environmental 
factor  is  responsible  for  ICL  but 
needs  co-factors  to  develop  the 
full  condition.  Investigators  have 
reported  reverse  transcriptase  ac- 
tivity in  some  patients4 16  that 
could  signify  infection  by  a 
retrovirus.  However,  this  finding 
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has  not  been  confirmed  to 
date.1718 

ICL  does  not  appear  to  con- 
stitute a public  threat  at  the  mo- 
ment. Two  reports  of  CD4+  T 
lymphocytopenia  among  injecting 
drug  users  found  ICL  to  be  rare 
in  that  population.14,19  However, 
we  recommend  that  epidemio- 
logic and  clinical  characteristics  of 
persons  with  unexplained  low 
CD4  + T cell  counts  continue  to 
be  investigated  and  that  ICL 
cases  in  New  Jersey  should  be 
reported  to  DOH.  Further  clari- 
fication of  risk  factors  for  trans- 
mission via  blood  or  the  environ- 
ment is  needed.  H 
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Topical  update:  New 
medications  for 
ocular  allergy 


Early  this  year  the  Food 
and  Drug  Adminis- 
tration (FDA)  released 
three  new  eye  drops 
that  are  effective  in  the  treatment 
of  allergic  conjunctivitis.  This  is  a 
significant  increase  in  the  number 
of  medications  available  for  the 
treatment  of  a potentially  trouble- 
some condition;  patients  may 
present  with  itchy,  red  eyes  with 
a watery,  mucoid  discharge. 

The  tarsal  and  bulbar  con- 
junctiva contain  many  mast  cells. 
This  is  the  target  cell  in  a type 
1 hypersensitivity  reaction  when 
it  is  stimulated  by  the  presence  of 
an  antigen  to  produce  histamine 
and  other  chemical  mediators.  As 
they  are  released,  these  com- 
pounds produce  vasodilatation, 
increased  capillary  permeability, 
glandular  hypersecretion,  and  tis- 
sue infiltration.  The  events  occur 
very  quickly  after  the  exposure 
and  are  responsible  for  the  rapid 
onset  of  symptoms. 

The  single  most  important 
symptom  of  ocular  allergy  is 
itching;  it  is  needed  to  make  the 
diagnosis.  Rubbing  also  is  com- 
mon. Clinical  findings  include 
swelling  of  the  lids  and  the 
presence  of  follicles  and  papillae 
on  the  tarsal  conjunctiva.  A family 
history  of  allergy  and  intermittent 
bouts  of  irritation  are  frequent. 

Previous  treatments  involved 
the  use  of  local  eye  irrigation  with 
cool  saline,  and,  if  necessary,  the 
use  of  vasoconstrictor  and  anti- 
histamine combinations  (Vasocon 
A™).  In  more  severe,  nonrespon- 
sive  cases,  local  steroid  drops 


(FML™)  may  be  prescribed.  With 
the  introduction  of  the  newer 
classes  of  drugs,  we  now  have  a 
broader  spectrum  of  medications 
that  fit  between  the  two  extremes. 

Levocabastine  (Livostin™)  is  a 
potent  new  histamine  antagonist 
developed  as  an  eye  drop  that  is 
effective  for  the  temporary  relief 
of  the  signs  and  symptoms  of 
seasonal  allergic  conjunctivitis.1 
The  usual  dose  is  one  drop  to 
each  affected  eye  four  times  a 
day.  Treatment  may  be  continued 
for  two  weeks. 

Keratorolac  tyromethamine 
(Acular™)  is  a nonsteroidal  anti- 
inflammatory drug  prepared  for 
ophthalmic  use.2  Because  of  its 
analgesic  properties,  it  is  effective 
for  the  relief  of  itching.  The  re- 
commended dose  is  one  drop  four 
times  a day  in  each  affected  eye; 
treatment  may  be  continued  for 
one  week. 

Lodoxamide  (Alomide™)  is  a 
mast  cell  stabilizer  that  prevents 
cell  degranulation  and  the  release 
of  histamine  and  other  media- 
tors.3 It  is  effective  against  vernal 
conjunctivitis  and  may  be  given 
prophylactically.  Treatment  may 
start  at  the  beginning  of  the  al- 
lergy season  and  continue  until 
the  end.  The  dosage  is  one  or  two 
drops  in  each  affected  eye  four 
times  a day  up  to  three  months. 

Each  of  these  preparations  has 
a different  mechanism  of  action 
on  the  type  1 hypersensitivity  re- 
action. For  that  reason  they  are  a 
significant  addition  to  the  thera- 
peutic regimen.  The  drops  show 
little  cross  reactivity  and  could  be 


prescribed  in  combination  if 
necessary. 

A clearer  understanding  of  the 
type  1 hypersensitivity  reaction 
has  produced  three  new  medica- 
tions. The  drops  are  remarkable 
for  their  relatively  low  incidence 
of  side  effects.  They  have  been 
tested  and  shown  to  be  effective 
in  a broad  range  of  age  groups 
from  young  adults  to  the  elderly. 
As  with  all  prescription  eye  drops, 
they  should  not  be  used  when 
contact  lenses  are  worn.  ■ 
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Utility  of  a 
severity  scoring 
in  patient  triage 


system 

Martin  L.  Evers,  MD 
Ebele  E.  Ufondu,  MD 
Zahid  Hamid,  MD 
Selim  U.  Sheikh,  MD 


This  study  shows  that  a critical  care  severity  scale  cannot  be 
used  to  decide  which  patients  at  admission,  in  a community 
teaching  hospital,  should  go  to  critical  care.  Further  research 
is  required  to  validate  the  conclusion  that  a severity  score 
cannot  be  used  as  a triage  tool. 


In  the  face  of  increasing  in- 
terest in  the  American 
health  care  system  and 
budget,  the  cost  of  provid- 
ing medical  care  in  the  intensive 
care  unit  (ICU)  has  prompted 
questions  about  the  appropriate 
use  of  this  critical  care  area.  This 
interest  has  been  demonstrated  in 
both  the  medical  and  nonmedical 
literature.1'0 

In  1981,  Knaus  published  the 
Acute  Physiology  and  Chronic 
Health  Evaluation  (APACHE), 
which  has  since  undergone 
further  modifications  to  become 
APACHE  II  and  APACHE  III.6'8 
These  scores  also  have  been  vali- 
dated in  other  studies.9'10 

In  1983,  LeGall  published  the 
Simplified  Acute  Physiology 
Score  (SAPS).11  SAPS  has  been 
used  for  three  purposes:  to  classi- 
fy patients,  to  evaluate  the  level 
of  therapy,  and  to  assist  in  assign- 
ing precise  diagnosis  related 
groups  for  ICU  patients.12 

Our  objective  was  to  use  SAPS 
to  determine  if  a severity  score 
can  be  used  to  assist  in  the  triage 
of  patients  between  ICU  and  a 
regular  medical/surgical  unit. 

METHODS 

This  study  was  performed  dur- 
ing September,  October,  and 


November  1992,  at  St.  Francis 
Medical  Center  (SFMC).  SFMC 
is  a 443-bed  community  teaching 
hospital  in  Trenton.  SFMC  sup- 
ports residency  programs  in  in- 
ternal medicine  and  general 
surgery,  and  a shared  residency  in 
psychiatry. 

At  the  time  of  the  study,  the 
facility  had  24  critical  care  beds 
(11  beds  in  intensive  care  and  13 
beds  in  coronary  care),  27  step- 
down  beds  (18  beds  with  moni- 
tors), 25  pediatric  beds,  22  ob- 
stetrics beds,  24  acute  psychiatry 
beds,  and  321  beds  for  general 
medical/surgical  patients.  The 
facility  had  cardiac  catheterization 
on  site,  but  no  cardiac  surgery 
capability.  Trauma  was  trans- 
ferred out  of  the  facility,  as  ap- 
propriate. 

All  patients  18  years  of  age  and 
older,  admitted  to  medicine,  fami- 
ly practice  (medical  patients  for 
the  purpose  of  this  study),  or 
surgery,  with  a duration  of 
hospitalization  over  24  hours 
were  included  in  the  study.  The 
only  patients  excluded  from  data 
collection  were  those  patients  ad- 
mitted to  obstetrics  and  psychia- 
try. Data  from  the  first  24  hours 
of  the  admission  were  collected 
by  members  of  the  investigating 
team.  This  data  included  the  in- 


formation required  to  complete 
SAPS  and  the  albumin  level  in 
grams  per  deciliter  (g/dl).  Our  in- 
stitutional review  board  deemed 
it  unnecessary  to  obtain  formal 
approval  for  the  study,  since  we 
only  used  data  that  was  collected 
as  part  of  standard  care.  No  ad- 
ditional information  was  obtained 
solely  for  the  purpose  of  this 
study.  Patients  for  whom  required 
data  were  not  obtained  within  24 
hours  of  admission  were  excluded 
at  the  time  of  data  analysis. 

SAPS  score  and  albumin  levels 
also  were  combined  to  lead  to  a 
derived  score — SAPS  A,  where 
the  albumin  level  was  given  a 
weighted  score  as  a function  of 
value.  Albumin  levels  of  3.5  g/dl 
or  more  were  rated  at  0 points; 
3.0  to  3.4  g/dl  as  1 point;  2.5  to 
2.9  g/dl  as  2 points;  2.0  to  2.4 
g/dl  as  3 points;  and  below  2.0 
g/dl  as  4 points.  This  weighing 
system  was  used  to  fit  with  the 
SAPS  format.  The  score  for 
albumin  was  added  to  the  SAPS 
score  to  yield  the  SAPSA  score. 

Data  was  compiled  on  a Club 
American  Technologies  386-SX 
computer,  using  Excel  3.0  for 
Windows  (Microsoft  Corpora- 
tion). Data  were  analyzed  using 
WinSTAT  2.0  (copyright  1992, 
Kalmia  Company,  Cambridge, 
Massachusetts).  Most  evaluations 
were  done  using  chi-square 
analysis. 

RESULTS 

A total  of  2,173  patients  were 
eligible  for  inclusion  in  this  study. 
Of  these,  127  patients  did  not 
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Table  1.  Patient  distribution  by  groups. 


All 

SAPS 

SAPSA 

Floor 

Step- 

down 

Critical 

Care 

patients 

group 

group 

patients 

patients 

patients 

Total  patients 

2,173 

2,046 

1,975 

1,622 

248 

303 

Males 

1,214 

1,138 

1,099 

907 

149 

158 

Females 

959 

908 

876 

715 

99 

145 

Medical 

1,424 

1,392 

1,361 

930 

238 

256 

Surgical 

749 

654 

614 

692 

10 

47 

Average  age 

57.6 

58.7 

59.0 

55.0 

68.2 

62.9 

Standard  deviation 

19.9 

19.5 

19.5 

20.4 

14.6 

16.4 

Average  SAPS 

4.72 

— 

4.25 

5.34* 

6.62* 

Standard  deviation 
SAPS 

3.44 



3.20 

2.91 

4.16 

Average  SAPSA 

— 

5.01 

4.56 

5.44* 

6.84* 

Standard  deviation 
SAPSA 

3.63 

3.43 

3.02 

4.35 

*t  - test  P < 0.001,  comparing  floor  to  step-down  and  critical  care  separately;  t - test  P < 0.001,  comparing 
step-down  to  critical  care. 


have  a SAPS  score,  leaving  2,046 
patients  to  comprise  the  SAPS 
score  database.  In  addition,  198 
patients  were  lacking  SAPS  score 
and/or  albumins,  leaving  1,975 
patients  to  comprise  the  SAPSA 
score  database.  Patient  gender, 
service,  and  age  distribution  are 
shown  in  Table  1. 

The  distribution  of  SAPS  scores 
over  the  three  types  of  care  areas 
indicated  a trend  toward  higher 
scores  going  to  critical  care  areas 
(chi-square  P < 0.001,  Table  2). 
The  average  SAPS  score  of  the 
entire  group  of  2,046  patients  was 
4.72  with  a standard  deviation  of 
3.44.  Patients  admitted  to  regular 
floors  had  an  average  SAPS  score 
of  4.25  + /-  3.20,  to  step-down  of 
5.34  +/-  2.91  and  to  critical  care 
of  6.62  +/-  4.16  (t  - test  P < 
0.001).  However,  the  distribution 
of  the  patients  indicates  an 
overlap  in  scores  and  admission 
location  (Figure  1).  One  hundred 
twenty-seven  patients  did  not 
have  a SAPS  score  calculated. 

The  albumin  level  for  the 
population  as  a whole  ranged 
from  1.2  to  6.1  g/dl.  The  average 
albumin  overall  was  3.87  g/dl  with 
a standard  deviation  0.54  g/dl. 


One  hundred  ninety-eight  pa- 
tients did  not  have  albumin  levels 
drawn.  Table  3 shows  the  dis- 
tribution of  these  levels  by  area 
of  admission.  The  distribution  of 
albumin  levels  shows  great 
overlap  between  the  locations  of 
admission.  Ironically,  the  patients 
admitted  to  step-down  and  criti- 
cal care  areas  had  higher  average 
albumins  than  those  admitted  to 
regular  floors  (t  - test  P < 0.001). 

The  distribution  of  SAPSA 
scores  over  the  three  types  of  care 
areas  indicated  a trend  toward 
higher  scores  going  to  critical  care 
areas  (chi-square  P < 0.001; 
Figure).  The  average  SAPSA 
score  of  the  entire  group  of  1,975 
patients  was  5.01  with  a standard 
deviation  of  3.63.  Patients  ad- 
mitted to  regular  floors  had  an 
average  SAPS  score  of  4.56  +/- 
3.42,  to  step-down  of  5.44  +/— 
3.02,  and  to  critical  care  of  6.84 
+ /-  4.35  (t  - test  P < 0.001). 
However,  the  distribution  of  the 
patients  indicates  a significant 
overlap  in  scores  and  admission 
location.  One  hundred  ninety- 
eight  patients  did  not  have  a 
SAPSA  score  calculated. 

The  patient  distribution  of  the 


1,424  medical  patients  alone 
showed  65.3  percent  admitted  to 
regular  floors,  16.7  percent  ad- 
mitted to  step-down  units,  and 
18.0  percent  admitted  to  critical 
care  areas.  In  comparison,  92.4 
percent  of  the  749  surgical  pa- 
tients went  to  regular  floors.  This 
difference  in  patient  distribution 
proved  to  be  significant  (chi- 
square  P < 0.001).  This  is  ex- 
plained by  the  fact  that  the 
surgical  population  had  lower 
average  SAPS  scores  (3.41  versus 
5.34,  t - test  P < 0.001),  ages 
(50.5  versus  61.4  years,  t - test  P 
— 0.005),  and  SAPSA  scores  (3.52 
versus  5.68,  t - test  P < 0.001), 
and  higher  average  albumin  levels 
(4.02  versus  3.80,  t - test  P < 
0.001).  For  both  of  these  groups, 
while  the  trend  was  for  patients 
with  higher  SAPS  and  SAPSA 
scores  to  go  to  critical  care  (all 
chi-square  P < 0.001),  there  again 
was  a high  percentage  of  overlap 
between  regular  floor  and  critical 
care  patients  for  each  score  level. 

DISCUSSION 

Depending  on  the  severity  of 
illness,  risk  factors,  and  the  need 
for  intensive  monitoring  and/or 


612 


NEW  JERSEY  MEDICINE 


Table  2.  SAPS  and  SAPSA  score  distribution  by  location  and  service. 


Percent  to 

critical  care 

as  a function 

of  service 

SAPS  score  Range 

SAPSA  score 

Range 

Range 

Medical 

Surgical 

Medical 

Surgical 

0-4 

12.6 

4.3 

13.8 

4.1 

5-9 

20.4 

12.0 

20.2 

11.1 

10-14 

28.3 

19.0 

22.1 

15.0 

15-19 

56.3 

60.0 

52.4 

66.7 

20  and  up 

62.5 

100.0 

66.7 

100.0 

Average  score 

5.34 

3.41* 

5.68 

3.52* 

Standard  deviation 

3.49 

2.92 

3.68 

3.03 

*t  - test  P < 0.001  comparing  SAPS  and  SAPSA  scores  between  medical  and 
surgical  patients. 

Chi-square  P < 0.001  for  patient  distribution  between  score  ranges  for  both  SAPS 
and  SAPS  scores. 


Table  3.  Albumin  distribution  by  location  (all  measures  in  g/dl). 


AH  Location  of  admission 


Albumin  range 

patients 

Floor 

Step-down  Critical  care 

0.0-1 .9 

8 

6 

0 

2 

2. 0-2. 4 

20 

15 

0 

5 

2. 5-2. 9 

92 

81 

5 

6 

3. 0-3. 4 

256 

214 

19 

23 

3.5  and  up 

1,601 

1,124 

216 

261 

Average  albumin 

3.87 

3.84 

3.97* 

3.96* 

Standard  deviation 

0.54 

0.56 

0.40 

0.55 

*t  - test  P = 0.005,  comparing  floor  to  step-down  and  critical  care  separately, 
t - test  P NS,  comparing  step-down  and  critical  care. 


treatment,  patients  are  admitted 
to  critical  care  settings  for  closer 
observation.  The  optimal  use  of 
ICU  resources  entails  the  ad- 
mission of  patients  who  need  and 
can  obtain  the  maximum  benefit 
from  the  critical  care  setting,  with 
the  exclusion  of  those  patients 
whose  outcomes  will  not  be  in- 
fluenced adversely  by  admission 
to  regular  floors.1  Monitoring  and 
treatment  of  patients  in  ICU  is 
expensive  and  available  beds  are 
limited  due  to  staffing  and  equip- 
ment requirements.  With  ongoing 
changes  in  health  care  and  the 
issues  of  cost,  we  attempted  to 
reassess  one  means  by  which  tri- 
age of  patients  can  be  performed. 

The  decision  to  admit  to  ICU 
can  be  difficult,  since  patient  out- 
come is  not  always  obvious. 
Triage  criteria  are  used  to  ensure 
that  those  patients  that  will  ben- 
efit the  most  will  go  to  a critical 
care  bed.  For  example,  patients 
with  acute  reversible  conditions 
requiring  interventions  such  as 
mechanical  ventilation  or  vaso- 
active drugs  clearly  benefit  from 
placement  in  a critical  care  unit.13 
There  also  are  those  patients,  who 
though  stable  at  the  time  of  ad- 
mission, by  the  very  nature  of 
their  illness,  such  as  myocardial 
infarction,  have  the  potential  for 
an  acute  deterioration.13  In  ad- 
dition, there  also  are  patients  with 
few  physiologic  derangements, 
such  as  acute  epiglottitis,  that 
clearly  also  need  critical  care 
services.2 

Repeated  examination  of  sever- 
ity scores,  including  APACHE  II7 
have  shown  that  these  scores  are 
not  accurate  predictors  of  the 
need  for  ICU  interventions.2  In 
fact,  the  authors  of  APACHE  II7 
clearly  state  that  this  severity 
score  should  not  be  used  as  a 
triage  tool.  Furthermore,  severity 
scores  clearly  have  been  shown  to 
be  poor  predictors  of  an  in- 
dividual patient’s  outcome.1410 
Therefore,  severity  scoring  sys- 
tems may  not  provide  enough  of 
a comprehensive  description  to 
determine  which  patients  will 
benefit  most  from  critical  care. 


The  therapeutic  efficacy  of 
critical  care  units  for  patients  ad- 
mitted for  observation  has  not 
been  established  by  a randomized 
trial.16-2"  This  suggests  the  need 
for  better  techniques  to  dis- 
tinguish high-risk  patients  from 
the  others,  to  assure  that  the 
high-risk  population  can  have  ac- 
cess to  critical  care.121 

CONCLUSION 

Our  study  involved  the  evalua- 
tion of  SAPS  scores  and  SAPSA 
scores  of  all  hospital  patients  ad- 
mitted to  medicine  or  surgery  to 
different  levels  of  care,  including 
ICU,  step-down,  and  regular 
floors. 

We  conclude  that  neither  of 
these  scores  can  be  used  as  a sole 
triage  tool  to  assist  in  the  de- 


termination of  appropriate  patient 
placement  upon  admission.  This 
study  should  be  repeated  to 
further  validate  the  conclusion 
that  it  is  inappropriate  to  use  a 
severity  score  as  a triage  tool.  H 
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Figure.  Patient  distribution  is  shown  for  both  SAPS  and  SAPSA  score  ranges.  The  small  legend  box  refers  to  SAPS 
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As  Alzheimer's  Disease  progresses,  it  is  not  unusual  for  its  victims  to 
have  clear  memories  of  childhood,  yet  not  recognize  those  dearest  to 
them.  It  is  this  tragic  symptom  and  others  that  make  Alzheimer's  as  dev- 
astating to  a victim's  family  as  it  is  to  the  victim.  In  conjunction  with 
consultants  from  the  Dementia  Research  Clinic  at  the  Johns  Hopkins 
University  School  of  Medicine,  Meridian  Healthcare  has  supported  a 


series  of  studies  aimed  at  innovating  new  and  better  ways  of  caring  for 
the  memory  impaired.  ❖ Meridian's  leadership  role  in  supporting 
dementia  research  resulted  in  the  first  Alzheimer's  care  unit  modeled  on 
principles  of  modem  psychiatry.  Today  that  research  is  embodied  in  a 
program  called  FOCUS,  now  in  place  at  Meridian  Nursing  Center  - 
Westfield.  ❖ The  goal  of  FOCUS  is  to  prolong  the  independence  of  the 
memory  impaired  by  sharpening  their  remaining  abilities.  FOCUS  offers 
an  individual  program  of  care  for  each  patient,  provided  by  a specially 
trained  staff  in  a secure  and  structured  residential  environment.  For  fam- 
ilies struggling  to  cope  with  the  consequences  of  their  loved  one's  illness, 
FOCUS  offers  education,  counseling  and  sup- 
port. ❖ If  someone  you  love  has  Alzheimer's 
Disease,  call  and  ask  for  our  free  FOCUS 
brochure.  While  there  is  no  cure,  FOCUS  offers 
the  care  you  and  your  loved  one  need. 


f 

on 


iCUS 

n Alzheimer’s 


800-824-1199 
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Laryngeal  dyskinesis  is  a functional  asthma-like  disorder 
refractory  to  bronchodilator  regimens.  Patients  treated  with 
electroencephalographic  neurofeedback  training  demonstrate 
clinical  improvement  with  reversal  of  their  variable  extrathoracic 
upper  airway  obstruction. 


Laryngeal  dyskinesis  (LD) 
often  is  misdiagnosed  as 
asthma,  since  patients 
present  in  significant 
respiratory  distress  with  dyspnea, 
cough,  wheezing,  and/or  stridor. 
Laryngoscopy  reveals  abnormal 
adduction  of  the  vocal  cords  dur- 
ing inspiration  for  LD  patients.1"14 
LD  is  notable  in  being  resistant 
to  standard  asthma  therapy.  Since 
asthma  and  a wide  variety  of  mus- 
cle spasm  activity  have  responded 
positively  to  electroencephalo- 
graphic (EEG)  neurofeedback,  it 
was  decided  to  test  its  efficacy  on 
LD. 

The  eponym  of  Munchausen’s 
stridor  was  given  to  LD  when  it 
first  was  described  in  1974. 15 
Since  then,  more  than  31  of  these 
patients  with  functional  upper  air- 
way obstruction,  along  with  a 
characteristic  variety  of  psycho- 
genic disorders,  have  been 
described.1 14 16"2'  These  reports 
have  consisted  of  anecdotal  case 
histories  with  systematic  assess- 
ments performed  on  a small 
number  of  patients.14  This  in- 
vestigation consists  of  a relatively 
large  (n  = 15)  group  of  patients 
with  LD  that  were  studied  pro- 
spectively for  the  purpose  of 
evaluating  clinical  and  physio- 
logical responses  to  treatment 


that  included  the  application  of 
EEG  neurofeedback  training 
(Table  1). 

SUBJECTS  AND  METHODS 

Fifteen  patients  seen  between 
January  1986  and  December  1990 
for  evaluation  of  resistant  (persis- 
tent) asthma  were  found  to  have 
LD.  Inclusion  criteria  for  patients 
consisted  of  the  demonstration  of 
normal  expiratory  flow  rates  in 
conjunction  with  reduced  in- 
spiratory flow  rates  during  an 
acute  episode  of  dyspnea.  This  is 
detected  in  the  symptomatic 
acute  phase  (Table  2)  as  a flatten- 
ing of  the  inspiratory  limb  of  the 
flow  volume  loop  with  a normal 
contour  to  the  expiratory  limb 
previously  defined  as  variable  ex- 
trathoracic upper  airway  obstruc- 
tion (VEO).28  In  addition,  while 
breathing  room  air,  arterial  blood 
samples  (n  = 14)  were  drawn  (one 
patient  refused)  for  the  de- 
termination of  pHa,  PaC02,  and 
Pa02.  Patients  social  histories  and 
their  response  to  standard  asthma 
therapy,  including  duration  and 
adverse  effects,  were  tabulated. 
In  addition,  each  patient  under- 
went an  independent  psychiatric 
assessment. 

Fiberoptic  laryngoscopy,  not 
routinely  done  initially,  was 


performed  in  the  last  11  patients 
to  confirm  the  diagnosis  of  LD  by 
demonstrating  paradoxical  adduc- 
tion of  the  vocal  cords  during  in- 
spiration. In  the  performance  of 
this  examination,  no  anesthesia 
was  administered  to  the  or- 
opharynx. Bronehoprovocation 
testing  utilizing  methacholine,  de- 
livered via  a Rosenthal  dosimeter, 
was  performed  starting  in  1988  on 
all  patients  (n  = 8)  during  their 
chronic  stable  state.29 

EEG  neurofeedback  training 
was  offered  to  all  patients.  Five 
patients  elected  to  participate  in 
this  treatment  regimen:  the  EEG 
neurofeedback  training  was  or- 
iented about  the  neuroregulation 
of  the  brain  via  trained  increases 
in  the  amplitude  of  a 14  Hz 
brainwave  band.30  Three  saline 
sensors  were  used  (impedance  in 
saline  of  IK  ohm).  The  active 
sensor  was  positioned  so  that  its 
6.5  x 1.3  cm  contact  surface  lay 
lengthwise  along  the  midline  of 
the  top  of  the  skull  (overlaying  the 
cerebral  longitudinal  fissure), 
centering  about  Cz  (10/20 
system).  It  was  held  in  place  with 
two  elastieized  headbands  with 
velcro  on  the  ends.  One  band  was 
placed  about  the  head,  parallel  to 
the  eyebrows,  across  the  middle 
of  the  forehead.  A second  band 
was  placed  across  the  top  of  the 
head  and  the  active  sensor,  at- 
taching at  either  end  on  the  other 
headband,  near  each  ear.  In  this 
position,  the  active  sensor  was 
kept  in  place  over  the  Rolandic 
cortex  (pre-  and  post-central  gyri) 
of  the  right  and  left  cerebral 
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Table  1. 

Abbreviations. 

ANX 

= Anxiety  neurosis 

Cz 

= Central  scalp  surface  electrode  placement  along  the  midline 
of  the  top  of  the  head 

DEP 

= Depression 

EEG 

= Electroencephalographic 

EMG 

= Electromyographic 

fef50 

= Expiratory  flow  rate  at  50  percent  of  forced  expiratory  vital 
capacity 

FEV, 

= Volume  expired  in  first  second  of  forced  vital  capacity 

fif50 

= Inspiratory  flow  rate  at  50  percent  of  forced  inspiratory  vital 
capacity 

FVC 

= Total  volume  forcefully  expired— starting  at  full  inspiration 

LD 

= Laryngeal  dyskinesis 

MMFRR 

= Mid-maximal  flow  rate  ratio  (FEF50/FIF50) 

PTSS 

= Post-traumatic  stress  syndrome 

ROAD 

= Reversible  obstructive  airway  disease 

SEM 

= Standard  error  of  the  mean 

VEO 

= Variable  extrathoracic  upper  airway  obstruction 

WC 

= Spirometric  tracing  of  maximal  inspiratory  and  expiratory 

efforts  starting  at  full  expiration  (residual  volume)  and  full 
inspiration  (total  lung  capacity),  respectively. 

hemispheres.  For  a 40-minute 
duration  per  each  session,  14  Hz 
EEG  neurofeedback  was  per- 
formed weekly.  Treatment  dura- 
tion varied  from  7 to  14  sessions. 
Following  a course  of  EEG 
neurofeedback,  the  patients  were 
re-evaluated  clinically  and  with 
repeat  generation  of  maximal  ef- 
fort flow  volume  curves.  Sta- 
tistical comparisons  between  pre- 
and  post-flow  volume  curves  were 
made,  with  a P value  of  less  than 
0.05  considered  significant. 

CLINICAL  SYMPTOMOLOGY 

All  15  patients  were  female, 
ranging  in  age  from  25  to  67 
years.  Presenting  symptoms  con- 
sisted of  hoarseness,  cough,  and 
dyspnea  with  a duration  ranging 
from  two  weeks  to  9 years  with 
a mean  (±  SEM)  of  36.0  ± 9.6 
months.  On  auscultation,  8 pa- 
tients had  an  inspiratory  wheeze 
heard  above  the  sternal  notch  but 
none  audible  in  the  chest.  Asthma 
therapy  was  reported  to  be  uni- 
formly unsuccessful  with  the 
adverse  effects  of  corticosteroid 
usage  present  in  7 patients: 
Cushingoid  facies  (4),  steroid 
myopathy  (1),  carpal  tunnel  syn- 
drome (1),  and  hallucinations  (1). 

PULMONARY  FUNCTION 
TESTS 

Spirometric  measurements  re- 
vealed the  FEV[  and  FVC  to  be 
less  than  70  percent  predicted  in 
only  one  patient  and  FEVj/FVC 
greater  than  70  percent  in  all  pa- 
tients (Table  2).  Flattening  of  the 
inspiratory  limb  was  evident  in  all 
patients,  during  acute  episodes  of 
dysnea;  the  mid-maximal  flow 
rate  ratio  (MMFRR  = FEF50/ 
FIF50)  being  greater  than  or  equal 
to  1. 

Arterial  blood  gases  revealed  a 
mean  pH  of  7.42,  PaC02  of  36.7 
mniHg,  and  Pa02  of  91.3  mmHg. 
While  three  patients  had  a 
Pa02  less  than  80  mmHg,  no  pa- 
tients had  a Pa02  less  than  70 
mmHg  or  hypercapnia. 

Methacholine  provocation  test- 
ing was  positive  in  four  of  the 
nine  patients  tested,  but  with  a 20 


percent  or  greater  decrease  in 
FEVj  being  observed  only  at 
the  highest  concentration  of 
methacholine  in  three  of  these  pa- 
tients. One  patient  reacted  at  the 
third  concentration  of  inhaled 
methacholine. 

LARYNGOSCOPY 

Direct  fiberoptic  laryngoscopic 
examination  revealed  paradoxical 
adduction  of  the  vocal  cords  at 
full  inspiration  in  10  of  the  11 
patients  evaluated.  This  effect  was 
enhanced  by  deep  and  rapid 
breathing.  In  all  cases,  glottal 
hyper-reactivity  was  readily 
elicited  by  gently  touching  the 
cords  with  the  laryngoscope. 

EEG  NEUROFEEDBACK 

The  baseline  brain  wave  signa- 
tures of  the  patients  who  under- 
went 14  Hz  EEG  neurofeedback 
training  are  shown  in  Figure  1.  It 
is  interesting  to  note  that  each 
patient  at  baseline  demonstrated 
a pathologically  significant  signa- 


ture generally  reflective  of 
diminished  voluntary  motor  con- 
trol.30 This  is  evidenced  in  the 
significantly  greater  EEG  energy 
as  exhibited  in  the  7 Hz  brain 
wave  band  as  compared  with  the 
energy  levels  found  in  the  rest  of 
the  signature. 

The  progressive  normalization 
of  these  brain  wave  signatures  oc- 
curred in  a similar  fashion  for  all 
patients  who  underwent  14  Hz 
EEG  neurofeedback  training.  The 
normalization  of  the  brain  wave 
signature  across  their  neurofeed- 
back sessions  are  shown  for  two 
patients  in  Figure  2.  The 
neuroregulation  and  shifting  of 
the  EEG  brain  wave  signature  for 
these  two  patients  is  represen- 
tative of  the  other  three  patients 
as  well. 

All  five  patients  reported 
significant  improvement  in  their 
symptoms  after  7 to  14  sessions 
with  repeat  WC  demonstrating 
restoration  of  convexity  of  the 
inspiratory  limb  and  significant 
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Table  2.  Spirometric  and  psychological  profile. 

FEV,  (L)  (%PRED)  FVC  (L)  (%PRED)  FEV,%  MMFRR  VEO  PSYCH 


2.38 

(87%) 

2.50 

(79%) 

89% 

1.2 

+ 

PTSS 

2.34 

(70%) 

3.27 

(80%) 

72% 

1.1 

+ 

DEP 

2.88 

(95%) 

3.27 

(96%) 

84% 

1.5 

+ 

PTSS 

2.19 

(85%) 

3.87 

(96%) 

74% 

1.0 

+ 

ANX 

2.28 

(88%) 

3.04 

(101%) 

75% 

1.1 

+ 

ANX 

3.27 

(84%) 

3.87 

(98%) 

84% 

1.3 

+ 

ANX 

2.68 

(97%) 

3.20 

(97%) 

84% 

1.6 

+ 

ANX 

3.34 

(1 04%) 

3.70 

(96%) 

90% 

1.7 

+ 

DEP 

1.95 

(87%) 

2.24 

(81%) 

87% 

2.8 

+ 

ANX 

2.52 

(76%) 

2.88 

(71%) 

87% 

1.3 

+ 

PTSS 

1.98 

(64%) 

2.27 

(63%) 

85% 

1.3 

+ 

ANX 

2.09 

(81%) 

2.66 

(89%) 

78% 

1.1 

+ 

ANX 

1.60 

(86%) 

1.99 

(90%) 

84% 

3.0 

+ 

ANX 

2.22 

(79%) 

2.63 

(83%) 

89% 

1.7 

+ 

ANX 

2.04 

(75%) 

2.63 

(83%) 

89% 

1.7 

+ 

ANX 

1.98 

(64%) 

2.26 

(73%) 

85% 

2.2 

+ 

ANX 

mean 

2.38 

(84%) 

2.89 

(88%) 

83% 

1.56 

Spirometric  values  initially  obtained  during  acute  episodes  of  dyspnea  in 
the  15  patients.  FEN/,%  = FEV,/FVC;  MMFRR  = mid-maximal  flow  rate 
ratio  (FEF50/FIF50);  VEO  = variable  extrathoracic  upper  airway  obstruction 
as  suggested  by  flattening  of  inspiratory  limb  of  flow-volume  loop; 
PTSS  = post-traumatic  stress  syndrome;  ANX  = anxiety  neurosis; 
DEP  = depression. 


decrease  in  mean  mid-maximum 
flow  rate  ratio  (MMFRR) 
from  1.58  ±0.30  to  0.94  ±0.13 
(P<  0.05)  (Figure  3)  with  no 
changes  in  expiratory  flow  rates. 
One  patient  reported  continued 
remission  one-year  post-EEG 
neurofeedback. 

DISCUSSION 

Clinical  characteristics.  LD, 

often  misdiagnosed  as  asthma,  is 
refractory  to  the  usual  medical 
regimens  employed  in  alleviating 
bronchospasm.  These  patients 
typically  present  with  side  effects 
of  prolonged  corticosteroid  treat- 
ment, suffering  from  iatrogenic 
Cushing  s syndrome.4  20  All  of  the 
patients  were  female  and  a 3:1 
female  to  male  ratio  exists  in  the 
published  ease  reports,  but  a 
similar  spasmodic  entity  of 
largyngeal  dysfunction  has  been 
observed  to  predominate  in  male 


patients.31  Routine  polysomnog- 
raphy has  been  suggested  because 
of  the  frequent  association  of  ob- 
structive sleep  apnea.  In  the 
present  series,  two  of  three  pa- 
tients studied  were  found  to  have 
significant  sleep  disordered 
breathing. 

Laryngoscopy  has  revealed  ex- 
aggeration of  normal  vocal  cord 
adduction  during  inspiration  or 
expiration  with  almost  complete 
closure.20  32  During  asymptomatic 
periods  between  attacks,  normal 
vocal  cord  function  is  observed 
with  normal  degrees  of  closure 
with  expiration  and  widening  dur- 
ing inspiration.'1 20  Variability  ex- 
ists in  the  primary  site  of  airway 
obstruction  even  in  “true 
asthmatics  with  evidence  of  upper 
airway  obstruction  demonstrated 
by  a greater  resistance  to  flow 
during  early  inspiration  and  im- 
provement with  He02  mixtures.32 


Thus,  narrowing  of  the  glottis  or 
larger  extrathoracic  upper  airways 
is  an  important  pathophysiological 
mechanism  in  some  asthmatics. 
In  addition,  in  patients  with  LD, 
hyper-reactivity  of  the  vocal  cords 
can  be  readily  demonstrated  by 
touching  them  with  the  laryngo- 
scope. 

Another  feature  of  LD  is  that 
arterial  oxygenation  usually  is  in 
the  normal  range  with  normocap- 
nia. Review  of  the  literature  re- 
vealed that  of  the  21  patients  with 
LD  who  have  had  blood  gas  de- 
terminations, only  3 patients  had 
a PaO,  less  than  80  nimHg 
and  no  patient  had  a blood 
gas  determination  below  70 
mniHg.4'5'12'151619'22,24'26'31  Thus,  the 
normal  Pa02,  as  well  as  expiratory 
flow  ratio,  has  been  suggested  as 
valuable  tools  to  use  in  differen- 
tiating an  episode  of  LD  from 
“true  asthma’  where  arterial 
hypoxemia  frequently  is  present. 

AIRWAY  HYPERREACTIVITY 

Bronehoprovocation  testing  uti- 
lizing either  methacholine  or  his- 
tamine419202223  has  shown  bron- 
chial hvper-reactivitv  in  1 of  13 
patients,22  with  histamine-in- 
duced upper  airway  stridor  in 
another  patient.5  In  the  present 
study,  4 of  9 patients  had  a 
positive  methacholine  challenge 
test;  3 patients  had  a positive 
methacholine  delivered  at  the 
highest  concentration.  These  pa- 
tients may  have  a combination  of 
upper  and  lower  airway  dysfunc- 
tion with  minimal  reversible  ob- 
structive airway  disease  (ROAD).8 

PSYCHOGENESIS 

Bronchial  asthma  can  be  pre- 
cipitated by  psychogenic  stimu- 
li.33 Such  an  apparent  predisposi- 
tion to  emotional  lability  with 
psychiatric  diagnoses  is  empha- 
sized in  the  numerous  reports  of 

LD  1,5,6,10.15,17,20-22,26  The  phySj0logie 

and  psychiatric  findings  in  five 
patients  with  LD  have  been  re- 
ported in  comparison  to  three  pa- 
tients with  expiratory  laryngeal 
stridor  with  asthma  and  five  pa- 
tients with  asthma  alone.1  Psy- 


618 


NEW  JERSEY  MEDICINE 
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Figure  1.  Comparison  of  baseline  EEG  amplitudes. 
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Figure  2.  Changes  in  brainwave  signature  in  two  patients  undergoing  EEG 
neurofeedbaek  training. 


chiatric  disorders  have  been 
portrayed  as  playing  a pivotal  role 
in  the  LD  patients  as  compared 
to  those  patients  with  asthma.1 

A variety  of  psychiatric  diag- 
noses have  been  associated  with 
LD  including  depression,1 69 10 
anxiety,2  6 13  19  20  2, 29  hysterical  con- 
version,51U5'18'21'22'24'26'31  and  ob- 
sessive-compulsive1 4 and  depen- 
dent personality  disorders.26, 13 
Treatment  has  been  attempted 
with  psychotherapy,9 1,21  speech 
therapy,410182,  and  neurofeed- 
back,132, while  medical  treatment 
has  been  found  to  be  uniformly 
unsuccessful.  Each  of  our  patients 
was  diagnosed  with  a concurrent 
emotional  disorder.  In  addition, 
four  patients  were  diagnosed  to 
have  irritable  bowel  syndrome, 
and  2 patients  were  diagnosed 
with  hysterical  conversion  dis- 
orders (pseudoseizures  and  syn- 
cope). Three  patients  developed 
LD  as  part  of  a previously 
diagnosed  post-traumatic  stress 
syndrome:  one  patient  was 

mugged,  one  patient  experienced 
prolonged  sexual  harassment,  and 
another  patient  following  the  sud- 
den death  of  her  spouse  at  age  36. 

THERAPEUTIC 

Helium-oxygen  mixtures  have 
been  used  for  upper  airway  ob- 
struction. Its  benefit  attributed  to 
the  reduction  in  density  resulting 
from  substituting  helium  for 
nitrogen-reducing  turbulence 
and,  therefore,  resistance  to  gas 
flow.  For  patients  with  severe  or 
life-threatening  episodes,  physical 
therapies  advocated  include  tra- 
cheostomy3 and  arytenoidopexy, 
and,  for  those  with  the  laryngeal 
features  of  what  has  been  termed 
Gerhardt  s syndrome,  the  injec- 
tion of  botulinum  toxin  into  the 
thyroarytenoid  muscle.34  Seda- 
tives and  anxiolytics  also  have 
been  employed  as  primary  or  an- 
cillary modes  of  therapy.1 11  18  22  It 
is  of  importance  when  consider- 
ing such  therapy  to  be  aware  of 
the  deaths  due  to  LD  that 
followed  the  administration  of 
neuroleptics.35  It  now  is  clearly 
understood  that  the  behavior  of 


the  laryngeal  vocal  folds  are  a 
function  of  laryngeal  striated  mus- 
cle whose  motor  neurone  pool  is 
in  the  nucleus  ambiguous.36  37 


This  can  be  influenced  by  as- 
sociated neurone  activity  to  serve 
a normal  autoregulatory  function 
during  expiration  or,  as  suggested 
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Figure  3.  MMFRR  (FEF50/FIFM)  values  in  five  patients  before  and  after  EEG 
neurofeedbaek  training.  Mean  values  indicated  by  inverted  solid  triangles. 


in  this  entity,  be  the  basic  patho- 
physiologic mechanism  for  upper 
airway  dysfunction  (laryngeal 
dystonia)  during  the  respiratory 
cycle. 

A review  of  the  literature  re- 
vealed that  11  patients  were  suc- 
cessfully treated  with  speech 
therapy,4  10  1823'2'  6 patients  treated 
with  relaxation  therapy,1 131 ' 21  and 
3 patients  treated  with  biofeed- 
back (2  patients  treated  in  com- 
bination with  speech  therapy).14 
Each  report  discussed  the  clinical 
response  but  none  followed  up 
the  llow/volume  studies  to  objec- 
tively measure  the  treatment  out- 
come. Utilizing  EEG  neurofeed- 
back training,  we  were  able  to 
demonstrate  objective  improve- 
ment in  the  inspiratory  limb  of 
the  flow  volume  curve  with 
significant  decreases  in  MMFRR 
(3  of  the  5 patients  had  a normal 
MMFRR  after  treatment).  I 

The  authors  are  affiliated  with  Newark 
Beth  Israel  Medical  Center.  The  paper 
was  submitted  in  April  1994  and  ac- 
cepted in  June  1994.  Address  reprint 
requests  to  Dr.  Karetzky,  Newark  Beth 
Israel  Medical  Center,  201  Lyons  Av- 
enue, Newark,  NJ  07112. 
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Upper  Montclair 

Lita  Holgado,  Auxiliary  Member  Mount  Holly 
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Council  on  Public  Relations 

(Neil  E.  Weisfeld,  Staff  Liaison) 

Charles  M.  Moss,  MD,  Chairman  Emerson 

Leonard  J.  Corwin,  MD  Millbum 

Anthony  Del  Gaizo,  MD  North  Caldwell 

Joseph  A.  DiLallo,  MD  Summit 

Paul  M.  DiLorenzo,  MD  Eatontown 

Joseph  R.  Friedlander,  MD  River  Edge 

Harvey  Gerhard,  MD  Basking  Ridge 

Carl  S.  Goldstein,  MD  Chatham 

Walter  J.  Kahn,  MD  Red  Bank 

Ismail  Kazem,  MD  Lawreneeville 

Joseph  W.  Kozielski,  MD  Haddon  Heights 


STANDING  COMMITTEES 


Committee  on  Annual  Meeting 

(Eileen  Pfeiffer,  Staff  Liaison) 


Committee  on  Annual  Meeting 

(Eileen  Pfeiffer,  Staff  Liaison) 

Donald  J.  Holtzman,  MD,  Chairman  Elizabeth 

Thomas  K.  Bills,  MD  Lawreneeville 

Russ  C.  Camangian,  MD  Paramus 

Leigh  Ende,  MD  Dover 

Lawrence  Frieman,  MD  Red  Bank 

Arthur  Ginsburg,  MD  Morristown 

George  T.  Hare,  MD  Cherry  Hill 

Walter  J.  Kahn,  MD  Red  Bank 

Satwant  G.  Keswani,  MD  Livingston 

Daniel  D.  Manzi,  MD  Belleville 

Vincent  T.  McDermott,  Jr,  MD  Audubon 

Ralph  A.  Skowron,  MD  Cherry  Hill 

Jeffrey  M.  Solomon,  MD  Vineland 

Paul  H.  Steel,  MD  Atlantic  City 

Edwin  M.  Trayner,  MD  Tenafly 

Bernard  Robins,  MD,  Ex-officio  Member Lebanon 

Jean  Taboada,  Auxiliary  Member  Bricktown 

Angelo  S.  Agro,  MD,  Consultant  Voorhees 


Committee  on  Credentials 

(Paul  D.  Weber,  Staff  Liaison) 

Bernard  Robins,  MD,  Chairman  Lebanon 

Roger  C.  Laauwe,  MD,  Vice-Chairman  Wayne 

Aiden  J.M.  Doyle,  MD  Somerset 

Michael  Goldfarb,  MD  Millbum 

William  V.  Harrer,  MD  Camden 

Thomas  Logio,  MD  Summit 

Lawrence  B.  Owen,  MD  Salem 


Committee  on  Finance  and  Budget 

(Paul  D.  Weber,  Staff  Liaison) 


Matis  A.  Fermaglich,  MD,  Chairman  Teaneck 

Douglas  Costabile,  MD,  Vice-Chairman Murray  Hill 

Angelo  S.  Agro,  MD  Voorhees 

William  L.  Diehl,  MD  Morristown 

Louis  G.  Fares,  II,  MD  Trenton 

Vito  M.  Gulli,  MD  Red  Bank 

Gabriel  F.  Sciallis,  MD  Mereerville 

Gerald  H.  Rozan,  MD,  Ex-officio  Member Wayne 

Valerie  Claps,  Auxiliary  Member  Randolph 


Andrew  Kunish,  MD  Fair  Lawn 

Robert  G.  O’Driscoll,  MD  West  Orange 

Donald  W.  Orth,  MD  Voorhees 

Kelly  M.  Reid,  MD  Absecon 

John  C.  Riggs,  MD  Haddonfield 

Aram  M.  Sarajian,  MD  Brick 

Saul  M.  Tischler,  MD  Willingboro 

Suzanne  A.  Widrow,  MD  East  Hanover 

Carl  Restivo,  Jr,  MD,  Ex-officio  Mernber  ....  Wayne 

Susan  Kahn,  Auxiliary  Member  Rumson 

Judith  Bender  Gangemi,  MA,  Consultant 

New  Milford 

R.  Gregory  Sachs,  MD,  Consultant  Summit 


Committee  on  Medicaid 

(Joseph  C.  Lucci,  Staff  Liaison) 

Gertrude  B.  Brundage,  MD,  Chairman 

East  Orange 

Bernard  A.  Pekala,  MD,  Vice-Chairman 

Cherry  Hill 

Thomas  S.  Bellavia,  MD  Hasbrouck  Heights 

Sheldon  N.  Feinberg,  MD  Rutherford 

Anton  P.  Kemps,  MD  Stratford 

Arganey  L.  Lucas,  Jr,  MD  Morristown 

Ervin  Moss,  MD  Verona 

Richard  M.  Schwab,  MD  Paramus 

William  Silverman,  MD  ...  Cape  May  Court  House 

David  E.  Swee,  MD  New  Brunswick 

Pramit  Bhasin,  Student  Member  West  Orange 

Churchill  L.  Blakey,  MD,  Consultant  Deptford 

Murray  Pine,  DO,  Considtant  Newark 

Deborah  Bradley,  Invited  Guest  Trenton 

Alan  G.  Wheeler,  Invited  Guest  Trenton 

Martin  T.  Zanna,  MD,  Invited  Guest  Trenton 


Committee  on  Medical  Education 

(Neil  E.  Weisfeld,  Staff  Liaison) 

David  E.  Swee,  MD,  Chairman  ...  New  Brunswick 
Bernardo  Toro-Echague,  MD,  Vice-Chairman 

Cranford 

Michael  B.  Alexander,  MD  Summit 

William  C.  Black,  MD  Hackensack 

Ellen  M.  Cosgrove,  MD  Fair  Haven 

Charles  A.  Dennis,  MD  Browns  Mills 

Anthony  P.  DeSpirito,  MD  Ocean 

Bruce  D.  Fisher,  MD  Plainfield 

Palma  E.  Formica,  MD  New  Brunswick 

Richard  K.  Goodstein,  MD  West  Point,  PA 

Marvin  E.  Herring,  MD  Stratford 

Francis  X.  McGinn,  MD  Montclair 

Frederic  F.  Primich,  MD  Metuchen 

Richard  S.  Rhee,  MD  Neptune 

Robert  S.  Rigolosi,  MD  Paramus 

Frank  Sparandero,  MD  Somerville 

William  S.  Vaun,  MD  Colts  Neck 

Sherwood  Vine,  MD  West  Trenton 

Stephen  F.  Wang,  MD  M orris  tow' 
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Gerald  Shapiro,  MD,  AMNJ,  East  Hanover 

Peg  Reichwein,  Auxiliary  Member  Pennsville 

Charles  J.  Heitzmann,  Consultant  Princeton  Jet. 


Committee  on  Medical  Student  Loan  Fund 
(Paul  D.  Weber,  Staff  Liaison) 

David  J.  Greifinger,  MD,  Chairman  Belleville 

Theodora  J.  Maio,  MD  Passaic 

Robert  M.  Pickoff,  MD  Somerset 

John  C.  Riggs,  MD  Haddonfield 

Hilda  R.  Roque  Dieguez,  MD  West  New  York 


Leticia  V.  DeCastro,  MD,  Consultant  Edison 

Committee  on  Membership  Services 

(Paul  D.  Weber,  Staff  Liaison) 

Yale  C.  Shulman,  MD,  Chairman  Jersey  City 

John  C.  Riggs,  MD,  Vice-Chairman  ....  Haddonfield 

William  H.  Ainslie,  Sr,  MD  Metuchen 

Charles  L.  Cunniff,  MD  Jersey  City 

Robert  C.  Emery,  MD  Phillipsburg 

Louis  G.  Fares,  II,  MD  Trenton 

George  H.  Hansen,  MD  Princeton 

Barry  S.  Prystowsky,  MD  Nutley 

Celia  G.  Roque,  MD  Cranford 

Melvin  L.  Schulman,  MD  East  Brunswick 

Tariq  S.  Siddiqi,  MD  Voorhees 

Gilbert  R.  Sugarman,  MD  Millburn 

Harvey  P.  Yeager,  MD  West  Orange 

Bernard  Robins,  MD,  Ex-officio  Member Lebanon 

Josie  Ragasa,  Auxiliary  Member  Moorestown 

Angelo  S.  Agro,  MD,  Consultant  Voorhees 

E.  Arthur  Kratzman,  MD,  Consultant  ....  Jamesburg 


Committee  on  Publication 

(Geraldine  Hutner,  Staff  Liaison) 

Harry  M.  Carnes,  MD,  Chairman  Audubon 


Alan  J.  Lippman,  MD,  Vice-Chairman  Newark 

Jerome  Abrams,  MD,  MPH  Edison 

Richard  M.  Ball,  MD  South  Plainfield 

M.  Arif  Hashmi,  MD  Cherry  Hill 

Monroe  S.  Karetzky,  MD  Newark 

Ismail  Kazem,  MD  Lawrenceville 

Clement  H.  Kreider,  Jr,  MD  Ocean 

Robert  M.  MacMillan,  MD  Philadelphia,  PA 

Donald  W.  Orth,  MD  Voorhees 

Arthur  W.  Perry,  MD  Franklin  Park 

Joel  W.  Rosenberg,  MD  Clifton 

Stanley  I.  Rossen,  MD  Park  Ridge 

Pasquale  A.  Ruggieri,  MD  Vineland 

David  J.  Sharon,  MD  Long  Branch 

Sandra  S.  Valdez,  MD  Jersey  City 

Louis  S.  Zeiger,  MD  Camden 

Louis  L.  Keeler,  MD,  Ex-officio  Member  Voorhees 

Bernard  Robins,  MD,  Ex-officio  Member Lebanon 


Howard  D.  Slobodien,  MD,  Ex-officio  Member 

Metuchen 

Edith  Tortora  Micale,  RP,  Auxiliary  Member 

Cresskill 

Emilio  Mazza,  Jr,  Student  Member  Edison 

Committee  on  Revision  of  Constitution  and  Bylaws 


(Diana  C.  Gore,  Staff  Liaison) 

James  E.  George,  MD,  JD,  Chairman  ...  Woodbury 

Andrew  Kunish,  MD  Fair  Lawn 

Kenneth  N.  Kunzman,  MD  Somerville 

Edwin  W.  Messey,  MD  Willingboro 

Pascal  A.  Pironti,  MD  Summit 

Bernard  Robins,  MD,  Ex-officio  Member  ...  Lebanon 

Sally  Hagan,  Auxiliary  Member  Manahawkin 

Hillel  M.  Ben-Asher,  MD,  Consultant Morristown 

Karl  T.  Franzoni,  MD,  Consultant  Trenton 

Henry  J.  Mineur,  MD,  Consultant  Westfield 


SPECIAL  COMMITTEES 


Ad  Hoc  Committee  on  Membership 


(Paul  D.  Weber,  Staff  Liaison) 

Charles  M.  Moss,  MD,  Chairman  Emerson 

Kamalakar  R.  Ayyagari,  MD  Maplewood 

Robert  J.  Biester,  MD  Haddon  Heights 

George  H.  Hansen,  MD  Princeton 

John  A.  Kline,  MD  Scotch  Plains 

Kenneth  C.  Peacock,  MD  Mount  Laurel 

Kutumba  S.  Pitta,  MD  Toms  River 

Craig  B.  Quigley,  MD  Carney’s  Point 

Mohammad  Shafi,  MD  South  Plainfield 

Suzanne  A.  Widrow,  MD  East  Hanover 

Josie  Ragasa,  Auxiliary  Member  Moorestown 

Leticia  V.  DeCastro,  MD,  Consultant  Edison 

Joan  M.  Basic,  CAE,  Consultant  River  Edge 

Ardith  R.  Lane,  Consultant  Voorhees 


Mary  Alice  Bruno,  Consultant  East  Brunswick 

Andrea  Donelan,  Consultant  Morristown 


Awards  Committee 

(Diana  C.  Gore,  Staff  Liaison) 

Joseph  A.  Riggs,  MD,  Chairman Haddon  Heights 

Harry  M.  Cames,  MD  Audubon 

Douglas  M.  Costabile,  MD  Murray  Hill 

Ralph  J.  Fioretti,  MD  Rochelle  Park 

Karl  T.  Franzoni,  MD  Trenton 

Paul  J.  Hirsch,  MD  Bridgewater 

Ruy  V.  Loureneo,  MD  Newark 

Edward  A.  Schauer,  MD  Farmingdale 

Robert  H.  Stackpole,  MD  Roselle 

John  C.  Sun,  Student  Member  Newark 
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Committee  on  AIDS 

(Neil  E.  Weisfeld,  Staff  Liaison) 

Lawrence  D.  Frenkel,  MD,  Chairman 

New  Brunswick 


Ronald  Altman,  MD  Trenton 

Spartaco  Bellomo,  MD  Jersey  City 

Theodore  H.  Bodner,  MD  Hackensack 

Kathleen  M.  Gekowski,  MD  Sewell 

Charles  J.  Moloney,  MD  Moorestown 

Dennis  P.  Quinlan,  MD  South  Orange 

Gabriel  F.  Seiallis,  MD  Mercerville 

Paul  H.  Steel,  MD  Atlantic  City 

Mary  Ann  Kelhoffer,  Auxiliary  Member Watchung 

Thomas  Rockoff,  Student  Member  Marlton 

Paul  Armstrong,  Esquire,  Consultant  ...  Bridgewater 

Darlene  Averick,  Consultant  Princeton  Junction 

Anne  B.  Babcoek-Hansen,  Consultant  Madison 

Ronnie  Davidson,  EdD,  Consultant 

Princeton  Junction 

Hugh  Evans,  MD,  Consultant  Newark 

Thomas  D.  Farrell,  Consultant  Trenton 

Dorothy  Flemming,  MSN,  RN,  Consultant 

Trenton 

Christopher  Hort,  Consultant  Princeton 

Douglas  H.  Morgan,  Consultant  Trenton 

Irving  P.  Ratner,  MD,  Consultant  Cherry  Hill 

James  Salford,  III,  PhD,  Consultant  Trenton 

Parvin  Saidi,  MD,  Consultant  New  Brunswick 

John  Sensakovic,  MD,  Consultant  Newark 

Terrence  P.  Zealand,  EdD,  Consultant  Newark 


Committee  on  Biomedical  Ethics 

(Barbara  Mihalik,  Staff  Liaison) 

Joseph  F.  Fennelly,  MD,  Chairman  Madison 

Robert  L.  Pickens,  MD,  Vice-Chairman Princeton 

Robert  Bayly,  MD  Plainfield 

Deborah  A.  Beiter,  MD  Somerville 

Jeffrey  H.  Dobken,  MD  Little  Silver 

Alan  J.  Lippman,  MD  Newark 

John  S.  Madara,  MD  Salem 

Louis  G.  McAfoos,  Jr,  MD  Westmont 

Edwin  W.  Messey,  MD  Willingboro 

Michael  A.  Nevins,  MD  Westwood 

Teresa  M.  Schaer,  MD  New  Brunswick 

Irving  D.  Strauchler,  MD  West  Caldwell 

John  Winslow,  MD  South  Orange 

Angie  Campo,  Auxiliary  Member  Lawrenceville 

Paul  Armstrong,  Esquire,  Consultant  ...  Bridgewater 

Helen  D.  Blank,  PhD,  Consultant  Summit 

Joseph  A.  Cox,  MD,  Consultant  Short  Hills 

John  J.  Mitchell,  Jr,  PhD  Maplewood 

Geraldine  Moon,  Consultant  Princeton 

Patricia  Murphy,  PhD,  RN,  Consultant  Trenton 

Robert  S.  Olick,  Esquire,  Consultant  Montclair 

Rudolf  E.  Schwaeble,  MD  Morristown 

Mary  Strong,  Consultant  Summit 


Committee  on  Cancer  Control 

(Neil  E.  Weisfeld,  Staff  Liaison) 

Paul  E.  Wallner,  DO,  Chairman  Camden 

Alan  J.  Lippman,  MD,  Vice-Chairman  Newark 

Frederick  B.  Cohen,  MD  South  Orange 

Burton  Garfinkel,  MD  Jersey  City 

Alexis  Harvey,  MD  Marlton 

Michael  J.  Kane,  MD  Princeton 

Bertram  Levinstone,  MD  West  Orange 

Thomas  Logio,  MD  Summit 

Susan  A.  McManus,  MD  Somerset 

Todd  A.  Morrow,  MD  West  Orange 

Michael  J.  Nissenblatt,  MD  New  Brunswick 

Louis  M.  Rogow,  MD  Edison 

Gary  O.  Siemons,  MD  Cherry  Hill 

John  E.  Stambaugh,  MD  Woodbury 

Dorothy  Espinola,  Auxiliary  Member  ...  Washington 


Committee  on  Environmental  Health 


(Neil  E.  Weisfeld,  Staff  Liaison) 

Stanley  R.  Lane,  MD,  Chairman  Moorestown 

Irwin  Spirn,  MD,  Vice-Chairman  Cherry  Hill 

J.  Gerard  Crowley,  MD  Somerville 

Dean  L.  DeBroekert,  MD  Woodstown 

Ann  M.  Hughes,  MD  Oakhurst 

Richard  H.  Musgnug,  MD  Medford  Lakes 

Alan  R.  Pope,  MD  Cherry  Hill 

Philip  J.G.  Quigley,  MD  Greenwich 

Nella  Lima,  Auxiliary  Member  Nutley 

Daniel  N.  Burbank,  MD,  Consultant 

Avon-by-the-Sea 

Robert  Confer,  Consultant  Trenton 


Committee  on  International  Medical  Graduates 


(Neil  E.  Weisfeld,  Staff  Liaison) 

Carlo  Porcaro,  MD,  Chairman  Bloomfield 

Roy  C.  Cabrera,  MD,  Vice-Chairman  Summit 

Carlos  P.  Borromeo,  Jr,  MD  Pennsauken 

Frank  Campo,  MD  Lawrenceville 

Pietro  Enzo  DiFlorio,  MD  Haddonfield 

Gino  Gonnella,  MD  Edison 

Rajendra  Prasad  Gupta,  MD  Trenton 

Myoung  Sun  Moon  Lee,  MD  East  Brunswick 

Kutumba  S.  Pitta,  MD  Toms  River 

Celia  G.  Roque,  MD  Cranford 

Paul  A.  Rossos,  MD  Hamilton 

Leticia  V.  DeCastro,  MD,  Consultant  Edison 

Philip  J.  Jasper,  MD,  Consultant  Passaic 


Committee  on  Maternal  and  Child  Care 

(Joseph  C.  Lucci,  Staff  Liaison) 


James  P.  Thompson,  MD,  Chairman  Clifton 

Joseph  L.  DeStefano,  MD  Atlantic  City 

Michael  A.  Graff,  MD  Neptune 

Caterina  A.  Gregori,  MD  Livingston 

Gerard  F.  Hansen,  MD  Hackensack 
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John  T.  Harrigan,  MD  Neptune 

David  I.  Hollander,  MD  Springfield 

Michael  D.  Horn,  MD  Willingboro 

Thomas  R.  Kay,  MD  Marlton 

Glenn  P.  Lambert,  MD  Flemington 

Courtney  M.  Malcamey,  MD  Collingswood 

Carlo  Melini,  MD  Vineland 

Thomas  A.  Noone,  MD  Haddonfield 

Audrey  I.  Prefer,  MD  Mendham 

Chary  T.  Sy,  MD  Jersey  City 

Vena  Uy,  MD  Jersey  City 

Dolores  Buli,  Student  Member  Scotch  Plains 

Roberta  McDonough,  RN,  Consultant  Trenton 


Committee  on  Medical  Aspects  of  Sports 


(Joseph  C.  Lucci,  Staff  Liaison) 

Vincent  K.  Mclnemey,  MD,  Chairman  ....  Paterson 

Stuart  A.  Hirsch,  MD,  Vice-Chairman Bridgewater 

Allan  M.  Levy,  MD,  Vice-Chairman  Fort  Lee 

Steven  G.  Crawford,  MD  Ocean  Grove 

William  Gomez,  MD  Mercerville 

Christine  E.  Haycock,  MD  Newark 

Timothy  M.  Hosea,  MD  New  Brunswick 

John  A.  Kline,  MD  Scotch  Plains 

Richard  Levandowski,  MD  Pennington 

Walter  Poprycz,  MD  Haddon  Heights 

Mark  M.  Seckler,  MD  Neptune 

Seth  Silver,  MD  Vineland 

Stephen  C.  Vanna,  MD  Maple  Shade 

Rosi  Bohn-Rivas,  Auxiliary  Member Morrisville,  PA 

Kenneth  Brzezynsla,  ATC,  Consultant Hightstown 

John  Davis,  ATC,  Consultant  Upper  Montclair 

Craig  Hersh,  MD,  Consultant  Fort  Lee 

Robert  Palacios,  MD,  Consultant  Paterson 

Thomas  Pengitore,  ATC,  Consultant West  Caldwell 

J.  Timothy  Sensor,  ATC,  Consultant  Union 

Mae  Slabieki,  Consultant  Princeton  Junction 

Abner  West,  Consultant  Short  Hills 


Committee  on  Physicians’  Health 

(David  I.  Canavan,  MD,  Staff  Liaison) 


Arlene  Sherer,  MD  Scotch  Plains 

D.  Loren  Southern,  MD  Princeton 

Joseph  C.  Spagnuolo,  MD  Asbury  Park 

John  J.  Verdon,  Jr,  MD  Highlands 


Richard  Paris,  MD,  Resident  Member 

Berkeley  Heights 

Committee  on  Quality 

(Neil  E.  Weisfeld,  Staff  Liaison) 

Joseph  W.  Sokolowski,  Jr,  MD,  Chairman 


Moorestown 

S.  Manzoor  Abidi,  MD  Maple  Shade 

Angelo  S.  Agro,  MD  Voorhees 

Robert  J.  Biester,  MD  Haddon  Heights 

Churchill  L.  Blakey,  MD  Deptford 

Malcolm  G.  Coblentz,  MD  Livingston 

Jeffrey  Dobro,  MD  Boonton 

George  T.  Hare,  MD  Cherry  Hill 

A.  Ralph  Kristeller,  MD  East  Hanover 

Thomas  Logio,  MD  Summit 

Joseph  N.  Mieale,  MD  Cresskill 

Charles  M.  Moss,  MD  Emerson 

Michael  A.  Nevins,  MD  Westwood 

Fred  M.  Palace,  MD  Morristown 

Arnold  I.  Pallay,  MD  Montville 

Bernard  Robins,  MD  Lebanon 

William  E.  Ryan,  MD  Pennington 

R.  Gregory  Sachs,  MD  Summit 

Richard  H.  Sharrett,  MD  North  Plainfield 

Joseph  C.  Spagnuolo,  MD  East  Brunswick 

Bessie  Sullivan,  MD  Edison 

David  E.  Swee,  MD  New  Brunswick 

Robert  J.  Weierman,  MD  South  Orange 


Committee  on  Seniors 

(Neil  E.  Weisfeld,  Staff  Liaison) 

Edward  A.  Schauer,  MD,  Chairman  ..  Farmingdale 

John  P.  Kohler,  MD  Camden 

A.  Ralph  Kristeller,  MD  East  Hanover 

Nancy  L.  Mueller,  MD  Englewood 

Churchill  L.  Blakey,  MD,  Consultant  Deptford 


Glenn  Jacoby,  MD,  Chairman  Bound  Brook 

David  I.  Canavan,  MD,  Vice-Chairman 

Lawrenceville 

Robert  Altin,  MD  Cherry  Hill 

Natalie  I.  Bilenki,  MD  Morris  Plains 

Rosi  Bohn-Rivas  Morrisville,  PA 

Warren  I.  Brandwine,  DO  Mt.  Laurel 

Joseph  Campagna,  MD  Summit 

George  O.  Chatyrka,  DO  Mount  Holly 

Frank  A.  Clair,  Jr,  MD  Hopewell 

William  Freundlich,  DPM  Springfield 

Dorothy  Frost  Basking  Ridge 

Boris  G.  Ivovich,  MD  Annandale 

Thomas  J.  Liddy,  MD  Livingston 

George  J.  Mellendick,  MD  Edison 

Simon  D.  Murray,  MD  Skillman 

John  J.  Naughton,  DO  Ocean  View 


Committee  on  Utilization  Review  Systems 


(Joseph  C.  Lucci,  Staff  Liaison) 

Robert  J.  Weierman,  MD,  Chairman 

South  Orange 

George  T.  Hare,  MD,  Vice-Chairman Cherry  Hill 

Michael  H.  Bernstein,  MD  Wayne 

Thomas  F.  Cuomo,  MD  West  Orange 

Howard  J.  Goldson,  MD  Bound  Brook 

Michael  M.  Heeg,  MD  Trenton 

Robert  R.  Henderson,  MD  Princeton 

A.  Ralph  Kristeller,  MD  East  Hanover 

Ralph  J.  Lewis,  MD  New  Brunswick 

John  J.  LoCurto,  Jr,  MD  Hackensack 

Vincent  T.  McDermott,  Jr,  MD  Audubon 

J.  Michael  O’Neal,  MD  Moorestown 

Emmons  G.  Paine,  MD  Cherry  Hill 
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Melvin  L.  Schulnian,  MD  East  Brunswick 

Erie  L.  Cain,  Student  Member  Philadelphia,  PA 

Irving  P.  Ratner,  MD,  Consultant  Cherry  Hill 


Committee  on  Women  in  Medicine 


(Neil  E.  Weisfeld,  Staff  Liaison) 

Patricia  G.  Klein,  MD,  Chairman  Westwood 

Leah  Ziskin,  MD,  Vice-Chairman  Trenton 

Paul  Bookstaver,  MD  Teaneek 

Gertrude  B.  Brundage,  MD  East  Orange 

Mary  Campagnolo,  MD  Mount  Holly 

Christina  Y.  Chao,  MD  Medford 

Ellen  Cosgrove,  MD  Fairhaven 

M.  Veronica  Daly,  MD  Morristown 

Leigh  Ende,  MD  Dover 

Anita  Falla,  MD  Millburn 

Elissa  Ann  Favata,  MD  Mount  Laurel 

Christine  E.  Haycock,  MD  Newark 

Carolyn  J.  Horowitz,  MD  Marlton 

Ann  M.  Hughes,  MD  Oakhurst 

Satwant  G.  Keswani,  MD  Livingston 

Wendy  Martinez,  MD  Voorhees 

Anne  J.  Miller-Breslow,  MD  Englewood 

Luz  Morabe-Naval,  MD  Jersey  City 

Eileen  M.  Moynihan,  MD  Haddon  Heights 

Nancy  L.  Mueller,  MD  Englewood 

Elizabeth  A.  Paczolt,  MD  Browns  Mills 

Phyllis  M.  Perkins,  MD  Linwood 

Ligaya  L.  Prystowsky,  MD  Nutley 

Rose  P.  Prystowsky,  MD  Nutley 

Celia  G.  Roque,  MD  Cranford 

Hilda  R.  Roque  Dieguez,  MD  West  New  York 

Sorosh  F.  Roshan,  MD  Summit 

Elida  Rouby,  MD  Camden 

Sharon  Selinger,  MD  Westfield 


Howard  D.  Slobodien,  MD  Metuchen 

Suzanne  A.  Widrow,  MD  Hanover 

Sneha  Patel,  Student  Member  Cranbury 


MSNJ  Auxiliary  Liaison  Committee 


(Marie  Fisher,  Staff  Liaison) 

Henry  J.  Mineur,  MD,  Chairman  Westfield 

Anthony  P.  Caggiano,  Jr,  MD  Upper  Montclair 

Louis  L.  Keeler,  MD  Voorhees 

Fred  M.  Palace,  MD  Morristown 

Carl  Restivo,  Jr,  MD  Wayne 


Speakers’  Committee 

(Diana  C.  Gore,  Staff  Liaison) 

Karl  T.  Franzoni,  MD,  Chairman  Trenton 

Walter  J.  Kahn,  MD,  Vice-Chairman  Red  Bank 

Henry  J.  Mineur,  MD  Westfield 

Edward  A.  Schauer,  MD  Farmingdale 

Gerald  Shapiro,  MD  East  Hanover 

Irving  P.  Ratner,  MD,  Consultant  Cherry  Hill 

Strategic  Planning  Task  Force 

(Neil  E.  Weisfeld,  Staff  Liaison) 


Paul  J.  Hirsch,  MD,  Chairman  Bridgewater 

S.  Manzoor  Abidi,  MD  Maple  Shade 

Angelo  S.  Agro,  MD  Voorhees 

Anthony  P.  Caggiano,  Jr,  MD  Upper  Montclair 

Walter  J.  Kahn,  MD  Red  Bank 

Henry  R.  Liss,  MD  Summit 

Irving  P.  Ratner,  MD  Cherry  Hill 

Bernard  Robins,  MD  Lebanon 

John  W.  Spurlock,  MD  Flemington 

Bessie  M.  Sullivan,  MD  Edison 

Christine  Kline,  Auxiliary  Member  ....  Scotch  Plains 
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HOW  CAN 


MARY  ANN  HAMBURGER  HAS 

had  many  years'  experience  in 
medical-office  management.  Her 
service  is  expert  and  comprehensive. 

MARY  ANN  HAMBURGER  CAN 

make  a difference  in  your  practice, 
because  she  knows  today’s  complex 
world  of  medicine 


MARY  ANN  HAMBURGER  IS 

dependable.  She  has  the  contacts, 
background  and  practical  know-how 
to  set  up  or  improve  your  office 
systems — from  billing  to  finances 
and  personnel 


FOR  A ONE-TIME  CONSULTATION 
or  A CONTINUING  SERVICE— 
MARY  ANN  HAMBURGER 

ASSOCIATES  CAN  BRING  TO 
YOUR  PRACTICE  THE  MOST 
COMPREHENSIVE  MANAGEMENT 
DIRECTION,  BACKED  BY  YEARS 
OF  EXPERIENCE. 

FOR  A WHOLE  NEW  APPROACH 
TO  OFFICE  PRACTICE,  CONTACT: 

MARY  ANN  HAMBURGER 
ASSOCIATES 
74  HUDSON  AVENUE 
MAPLEWOOD,  NJ  07040 

201  763-7394 


ASSOCIATES  HELP  YOU? 


*PuTA 

CPA 


YDuRI 

IeAI/T 


Accounting  is  the  business 
language.  A CPA  is  the  team 
member  who  interprets  that 
language. 


DENNIS  M.  NAJJAR,  CFP 

Certified  Public  Accountant 

50  Mt.  Prospect  Ave. 
Clifton,  NJ  07013 
(201)  779-5005 


The  Professional's  Choice 


MEDICAL  WEAR 


A Textile  Rental  Laundry  Service 


A weekly  rental 
linen  service  meeting 
the  needs  of 

doctors  and  their  patients. 


For  information  please  call 

1-800-345-7520 
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DOCTORS’  NOTEBOOK 


MSNJ  AUXILIARY 


At  the  67th  Annual  Meeting  in 
Atlantic  City,  the  Medical  Society 
of  New  Jersey  Auxiliary  (MSNJA) 
was  notified  by  the  president  of 
the  Camden  County  Medical 
Society  Auxiliary  and  the  presi- 
dent of  the  Gloucester  County 
Medical  Society  Auxiliary  of  their 
executive  boards’  decisions  to 
withdraw  from  MSNJA  and  the 
American  Medical  Association  Al- 
liance (AMAA).  MSNJA  and 
AMAA  have  been  sent  official 
notification  to  dissolve  the  affilia- 
tion, with  a request  not  to  contact 
the  county  organizations  or  their 
membership. 

It  is  with  deep  regret  that  we 
accept  these  resignations.  It  is 
MSNJA  s hope  that  with  time,  pa- 
tience, and  reflections  on  the 
course  of  action  taken,  that 
MSNJA’s  door,  which  is  open, 
will  allow  for  reconciliation.  Now 
more  than  any  other  time  in  the 
history  of  this  organization,  with 
the  serious  issues  of  health  system 
reform,  proposed  tort  legislation, 
and  the  national  health  issue  of 
family  violence,  it  is  imperative 
that  we  speak  with  one  voice  and 


put  aside  our  differences  to  work 
for  organized  medicine  in  our 
state  and  nation. 

MSNJA  held  a mini-confluence 
on  the  workings  of  an  auxiliary  at 
MSNJA  headquarters.  A variety 
of  topics  was  covered  including 
parliamentary  procedure,  mem- 
bership recruitment,  legislative 
affairs  with  guest  speaker  Beverly 
Lynch  of  Martin  Bon  tempo,  and 
health  issues  with  guest  speaker 
Rosalin  Sharon  from  the  New 
Jersey  Breast  Coalition. 

MSNJA  delegates  attended  the 
AMAA  convention  in  Chicago. 
MSNJA  Past-president  Jane 
Lorber  was  installed  as  a 
1994-1995  AMAA  field  director 
after  completing  a successful  term 
as  AMAA  AMA-ERF  chairman. 
We  congratulate  Mrs.  Lorber  on 
her  accomplishments  and  give 
her  full  support  for  continued 
success. 

MSNJA  AMA-ERF  Chairman 
Susan  Kahn,  and  Co-chairman 
Eileen  Martin  Cohen,  with  the 
assistance  of  Mrs.  Holtzman,  have 
planned  a celebrity  luncheon  to 
be  held  on  October  19,  1994,  at 


the  Garden  State  Arts  Center. 
Cindy  Adams,  talk  show  host  and 
television  columnist,  will  be  the 
guest  speaker.  There  will  be  a 
variety  of  boutique  vendors  for 
holiday  shopping.  This  is  an  im- 
portant endeavor  to  raise  monies 
for  medical  school  education  and 
research. 

The  membership  committee  is 
working  to  host  a membership 
recruitment  reception  in  the  fall 
for  medical  students  and  spouses 
at  both  New  Jersey  medical 
schools.  Invite,  inform,  and  in- 
volve are  the  three  key  words  for 
recruitment  that  must  be  in- 
troduced early  in  medical  careers 
to  result  in  active  membership 
and  participation. 

We  hope  we  can  count  on  your 
support  to  help  publicize  these 
events,  as  MSNJAs  success  is 
medicine’s  success.  □ Dorothy  V. 
Espinola,  president 


MEETINGS  OF  THE 
BOARD  OF  TRUSTEES 
of  the  Medical  Society  of  New  Jersey 

October  IB,  1 994 
November  20,  1994 
December  18,  1 994 
January  15,  1395 
February  13,  1335 
March  13,  1335 
April  3,  1 335 

Meetings  of  the  Board  of  Trustees  are  open  to  all  MSNJ  members. 
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UMDNJ  NOTES 


Board  of  Trustees.  Dr.  Arnold 
H.  Rosenheck  of  Skillman  has 
been  sworn  in  as  the  newest 
member  of  the  Board  of  Trustees 
of  the  University  of  Medicine  and 
Dentistry  of  New  Jersey 
(UMDNJ).  Dr.  Rosenheck,  an 
oral  surgeon,  was  nominated  by 
Governor  Christine  Todd  Whit- 
man; the  New  Jersey  Senate  con- 
firmed the  nomination.  Dr. 
Rosenheck  conducts  a private 
practice  in  oral  and  maxillofacial 
surgery  in  New  Brunswick.  He 
also  is  a clinical  assistant  professor 
of  surgery  at  UMDNJ-Robert 
Wood  Johnson  Medical  School, 
New  Brunswick. 

UMDNJ  trustee  named  to 
state  higher  education  com- 
mission. Edward  N.  FitzPatrick  of 
Allendale  has  been  appointed  by 
Governor  Whitman  to  the  newly 
formed  New  Jersey  Commission 
on  Higher  Education.  Mr. 
FitzPatrick,  a member  of  the 
UMDNJ  Board  of  Trustees,  will 
serve  a four-year  term  as  one  of 
six  institutional  trustees  on  the 
Commission.  The  Commission 
also  includes  eight  public 
members  and  the  chair  of  the 
Presidents’  Council,  an  advisory 
group  that  consists  of  the  heads 
of  state  public  higher  education 
institutions  and  independent  in- 
stitutions receiving  state  aid. 

The  Commission  plans  and  co- 


ordinates the  state’s  higher  educa- 
tion system  in  cooperation  with 
the  Presidents’  Council.  As  part  of 
that  responsibility,  the  Com- 
mission advises  the  governor  and 
state  Legislature  on  policy  and 
budget  priorities. 

Infection  in  trauma  victims.  A 
new  system  that  detects  potential- 
ly fatal  infections  in  critically  ill 
patients  at  an  early,  treatable 
stage  has  been  developed  at 
UMDNJ-New  Jersey  Medical 
School,  Newark. 

Called  Critical  Assessment  Re- 
search and  Education  (CARE), 
the  system  combines  computer 
technology  with  sophisticated 
medical  tests  to  enable  physicians 
to  identify  and  measure  the 
severity  of  bacterial  infections  in 
seriously  injured  trauma  patients. 
The  system  combines  two  sources 
of  patient  information — bio- 
chemical and  physiological — to 
reveal  infection  and  follow  its 
course. 

Age-related  blindness.  Eye 

specialists  at  UMDNJ-New 
Jersey  Medical  School  are  study- 
ing a new  procedure  to  treat  a 
common  form  of  blindness  using 
the  patient’s  rejuvenated  eye 
cells.  In  a new  Ocular  Cell  Trans- 
plantation Laboratory,  scientists 
will  rejuvenate  aged  eye  cells  that 
have  been  surgically  removed 
from  patients.  The  cells  will  be 


grown  in  a special  culture  for  two 
to  three  weeks,  after  which  they 
will  be  prepared  for  trans- 
plantation back  into  the  patient’s 
eyes. 

This  technique  will  help  in  the 
treatment  of  age-related  macular 
degeneration  (AMD).  The  tech- 
nique also  may  be  used  in  con- 
junction with  new  intraocular 
surgical  procedures  for  AMD  in 
patients  who  cannot  be  treated  by 
routine  laser  surgery.  The  retinal 
specialists  will  supplement  the 
surgery  with  retinal  pigment 
epithelial  (RPE)  cell  transplants. 

New  vice-chair  of  psychiatry. 
Dr.  Arthur  T.  Meyerson,  an  in- 
ternationally known  expert  in  the 
treatment  of  mental  health  dis- 
orders, has  been  named  vice-chair 
of  psychiatry  at  UMDNJ-New 
Jersey  Medical  School.  Dr. 
Meyerson  is  the  first  associate 
chief  of  service  for  the  UMDNJ- 
Community  Mental  Health  Cen- 
ter, Newark.  He  is  responsible  for 
coordinating  clinical  and  aca- 
demic programs. 

UMDNJ  Libraries  receive 
grant  for  AIDS  oral  history 
project.  The  New  Jersey  His- 
torical Commission  has  awarded  a 
$3,000  grant  to  UMDNJ  Libraries 
to  conduct  interviews  for  the 
"New  Jersey  AIDS  Oral  History 
Project.’’  The  project  is  being  co- 
ordinated by  the  Special  Collec- 


It’s  a long  name.  But  it’s  the  last  word  in  health  edui 
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tions  Department  of  UMDNJ- 
George  F.  Smith  Library, 
Newark.  Representatives  of  or- 
ganizations that  provide  services 


NEW  MEMBERS 


to  HIV-infeeted  people  will  be 
interviewed  for  the  oral  history 
project.  The  work  will  be  added 
to  a special  collection  housed  at 


the  Newark  campus  on  the  AIDS 
epidemic  in  New  Jersey.  D 
Stanley  S.  Bergen,  Jr,  MD,  presi- 
dent 


The  Medical  Society  of  New 
Jersey  welcomes  the  following 
new  members: 

Atlantic  County 

Mitchell  H.  Brezel,  MD 
Jon  W.  Slotoroff,  DO 
Valerie  Voehl,  MD 

Bergen  County 

Satyanaravana  M.  Abkari,  MD 
Elizabeth  C.  Del  Rosario,  MD 
Iris  H.  Kopeloff,  MD 
Jeffrey  S.  Matiean,  MD 
Neeta  R.  Motiwala,  MD 
Chris  I.  Papas,  MD 
Nachman  Rosenfeld,  MD 
Marsha  L.  Thornhill,  MD 

Burlington  County 

Stacey  L.  Ackerman,  MD 
Jeffry  I.  Komins,  MD 
Gerald  I.  Ringold,  DO 
Jacqueline  S.  Watskin,  MD 

Camden  County 

Lawrence  I.  Barr,  DO 
Marc  A.  Bleicher,  MD 
Christopher  C.  Dankmver,  MD 
Mark  S.  Dannenbaum,  MD 
Steven  L.  Davis,  DO 
Edward  R.  Deal,  DO 


Eduardo  F.  Enriquez,  MD 
Samuel  F.  Goldenberg,  MD 
Frank  C.  Koniges,  MD 
Julie  B.  Krivy,  MD 
Arthur  I.  Marks,  DO 
David  E.  McGinnis,  MD 
Joseph  R.  Michel,  MD 
Yuk  B.  Ng,  MD 
Andrea  M.  Russo,  MD 
Lewis  R.  Samuel,  MD 
Barry  Shurman,  MD 
Robert  A.  Singer,  MD 
Joan  N.  Storer,  MD 

Essex  County 

Mary  Ann  Benigno,  DO 
Darlene  J.  Bianehino,  DO 
Naomi  S.  Grobstein,  MD 
James  N.  Heller,  MD 
Syed  M.  Hussain,  MD 
Frank  J.  Mazzarella,  MD 
William  F.  Oser,  Jr,  MD 
Michael  A.  Parziale,  MD 
Jose  J.  Pinto,  DO 
Michael  A.  Pontoriero,  MD 
Marc  P.  Roberts,  MD 
Clifford  M.  Sales,  MD 
Clifford  J.  Schob,  MD 
Lynette  G.  Suarez,  MD 
Isam  Tadros,  DO 
Debra  B.  Waldron,  MD 
Yoori  W.  Yim,  MD 


Gloucester  County 

William  R.  Creevy,  MD 
F.  Jeffrey  Friedlin,  DO 
Robert  J.  Harowitz,  MD 

Mercer  County 

Michael  Gersten,  MD 
David  Goldfarb,  DO 
Paul  K.  Kaiser,  MD 
Thomas  C.  Morell,  MD 
Marc  M.  Seelagy,  MD 
Michael  E.  ToFano,  MD 
James  A.  Ware,  Jr,  MD 

Middlesex  County 

Jai  B.  Agarwal,  MD 
James  K.  De  Marco,  MD 
Dorota  M.  Gribbin,  MD 
Dorene  A.  O Hara,  MD 

Monmouth  County 

Fouad  S.  Albana,  MD 
Carlos  A.  Alemany,  MD 
Roy  L.  Carman,  MD 
John  G.  Ciciarelli,  MD 
Howard  A.  Fox,  MD 
Bill  Hayet,  MD 
Stuart  G.  Kessler,  MD 
Steven  P.  Lisser,  MD 
Ellen  R.  Sher,  MD 
Francis  X.  Urbanski,  MD 


n,  research,  patient  care  and  community  service. 


(201)  982-6502  • FOUR  CAMPUSES:  NEWARK  • PISCATAW AY/NEW  BRUNSWICK  • STRATFORD  • CAMDEN 
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Morris  County 

Anne  C.  Brouard,  MD 
Wayne  A.  Colizza,  MD 
Mark  O.  Cosentino,  MD 
Lawrence  Friedman,  MD 
Mary  Jo  A.  Golden,  DO 
Michael  Nicolai,  MD 
James  R.  Smith,  MD 
Keith  S.  Usiskin,  MD 

Ocean  County 

Rocco  A.  Giliberti,  DO 
Sheldon  B.  Kaplan,  MD 


Raymond  P.  Mantovani,  MD 
Valerie  A.  Santangelo,  MD 

Passaic  County 

Peter  T.  Galantich,  MD 
Morris  Green,  MD 
Steven  S.  Winfield,  MD 

Salem  County 

Mark  T.  Lounsbury,  MD 

Somerset  County 

Marcel  M.  Favetta,  MD 
Richard  Maggio,  MD 


Richard  A.  Stewart,  DO 

Union  County 

Peter  J.  Carosella,  MD 
Steven  A.  Eisenstat,  DO 
Cory  M.  Lessner,  MD 
Helen  K.  Mirau,  MD 
Richard  S.  Nitzberg,  MD 
Romanus  O.  Nwanna,  MD 
Raimundo  L.  Obregon,  MD 
John  Oh,  MD 
Charles  E.  Reisen,  MD 
MarkJ.  Skrzpczak,  MD 


PLACEMENT  FILE 


The  following  physicians  have 
written  to  the  executive  offices  of 
MSNJ  seeking  information  on  op- 
portunities for  practice  in  New 
Jersey.  If  you  are  interested  in 
further  information  concerning 
these  physicians,  please  direct  in- 
quiries to  them. 

Anesthesiology 

Geoffrey  W.T.  Ndeto,  MD,  36 
Franklin  Ave.,  Rosemont,  PA  19010. 
Nairobi  (Kenya)  1976.  Group  or 
partnership.  Available. 

Gastroenterology 

Rawel  Singh,  MD,  8569  Everett 
Ave.,  St.  Louis,  MO  63117.  GND 
University  (India)  1980.  Board 
certified.  Single  or  multispecialty 
group.  Available. 


Internal  Medicine 

Nick  Mehta,  MD,  1946  Guernsey 
Ave.,  Abington,  PA  19001.  B.J. 
Medical  College  (India)  1978.  Board 
eligible.  Available. 

Nephrology 

Suk  Hyeon  Yun,  MD,  504  Summit 
Ave.,  Fort  Lee,  NJ  07024.  New  York 
Medical  College  1989.  Board 
certified  (IM).  Board  eligible 
(NEPHR).  Group  or  partnership. 
Available. 

Pathology 

Maria  S.  Braganca,  MD,  43  S. 
Cadillac  Dr.,  Somerville  NJ  08876. 
GOA  (India)  1968.  Board  certified. 
Group.  Available. 


Psychiatry 

Dorothy  Brozek,  MSN,  MD,  200  E. 
Wynnewood  Rd.,  D-l,  Wvnnewood, 
PA  19096.  Albany  Medical  College 
1990.  Board  eligible.  Available. 

Surgery 

W.  Dean  Adams,  MD,  3617  38  St., 
NW,  Apt.  310,  Washington,  DC 
20016.  College  of  Physicians  & 
Surgeons  1989.  Board  eligible 
(SURG).  Group,  associate,  partner. 
Available. 

Marc  S.  Saunders,  DO,  6815 
Lockwood  Blvd.,  Apt.  155, 
Boardman,  OH  44512.  NY  College  of 
Osteopathic  Medicine  1987.  Board 
eligible.  Available. 
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Hahnemann 

University 


Department  of  Medicine  Grand  Rounds 

Wednesdays  8:30  to  9:30  a. in. 

Classroom  C (Alumni  Hall),  2nd  Floor,  New  College  Building.  Hahnemann  University.  15th  & Vine  Streets  (15th  Street  Entrance),  Philadelphia 

For  more  information,  contact  the  Office  of  Continuing  Education  at  215-762-8263. 


SEPTEMBER  1 994  OCTOBER  1 994  DECEMBER  1 994 


SEPTEMBER  21st 
Renal  Tubular  Acidosis 

Neil  A.  Kurtzman , M.D. 

Arnett  Professor  of  Medicine 
Chairman  of  Internal  Medicine,  Texas  Tech 
Health  Sciences  Center,  Lubbock,  TX 

SEPTEMBER  28th 

Polycythemia  Vera:  Understanding  of 

Clinical,  Viral  and  Genetic  Mechanisms 

Isadore  Brodsky,  M.D. 

Professor  and  Associate  Chair 
Department  of  Medicine,  Director  of 
Hematology/Oncology,  Hahnemann 
University 


OCTOBER  1994 

OCTOBER  5th 

Pulmonary  Tuberculosis:  Changing  Pattern 
of  Epidemiology  and  Therapy 

Michael  E.  Iseman,  M.D. 

Associate  Professor  of  Medicine 
Mycobacterial  Disease  Service,  Infectious 
Diseases  Division,  National  Jewish  Center, 
Denver,  CO 

OCTOBER  12th 

Coronary  Heart  Disease  in  Women 

Nanette  K.  Wenger,  M.D. 

Professor  of  Medicine 
Emory  University  School  of  Medicine, 
Director,  Grady  Health  Systems,  Atlanta, 
GA 

OCTOBER  19th 

New  Approaches  to  Infections  in  Organ 
Transplant  Recipients 

Robert  H.  Rubin,  M.D. 

Professor  of  Medicine 

Harvard  Medical  School,  Infectious  Disease 
Division,  Massachusetts  General  Hospital, 
Boston,  MA 


OCTOBER  26th 

Treatment  of  the  Geriatric  Patient 

Joel  Posner,  M.D. 

Professor  of  Medicine 

Director,  Division  of  Geriatrics,  Medical 

College  of  Pennsylvania,  Philadelphia,  PA 


NOVEMBER  1994 

NOVEMBER  2nd 

Clinical  Diagnosis  of  Heart  Disease  for  the 
Generalist 

David  H.  Spodick,  M.D.,  D.Sc. 

Professor  of  Medicine 

Cardiology  Division,  Saint  Vincent  Hospital, 
Worcester,  MA 

NOVEMBER  9th 

Thyroid  Disorders  and  the  Heart 

Paul  Ladenson,  M.D. 

Professor  of  Medicine 
Director,  Division  of  Endocrinology  and 
Metabolism,  Johns  Hopkins  School  of 
Medicine,  Baltimore,  MD 

NOVEMBER  16th 

Asthma:  Management  Strategies 

William  Basse,  M.D. 

Professor  of  Medicine 

University  of  Wisconsin,  School  of  Medicine, 
Madison,  WI 

NOVEMBER  23rd 

No  Grand  Rounds— Holiday 

NOVEMBER  30th 
Kidney  Stone  Disease 

Douglas  M.  Landwehr,  M.D.,  Ph.D. 

Associate  Professor  of  Medicine 
Director,  Division  of  Nephrology  and 
Hypertension,  Allegheny  General  Hospital, 
Pittsburgh,  PA 


DECEMBER  7th 
Steroid-Induced  Osteoporosis 

Paul  Katz,  M.D. 

Professor  of  Medicine,  Microbiology  and 
Immunology 

Chief,  Division  of  Rheumatology, 
Immunology,  and  Allergy,  Georgetown 
University  School  of  Medicine,  Washington, 
DC 

DECEMBER  14th 
Cardiac  Auscultation 

Leonard  S.  Dreifus,  M.D. 

Professor  of  Medicine 

Division  of  Cardiovascular  Diseases, 

Hahnemann  University 

Daniel  Mason,  M.D. 

Professor  of  Medicine 

Division  of  Cardiovascular  Diseases, 

Hahnemann  University 

Gerald  Scharf,  D O. 

Professor  of  Clinical  Medicine 
Division  of  Cardiovascular  Diseases, 
Hahnemann  University 
John  J.  Ross,  RCPT 
Research  Assistant  Professor 
Division  of  Cardiovascular  Diseases, 
Hahnemann  University 

DECEMBER  21st 

Metabolic  Bone  Disease— Osteodystrophies 
and  Osteoporosis 

Harmut  Maliuche,  M.D. 

Professor  of  Interna!  Medicine 
Chief,  Division  of  Nephrology,  Bone  and 
Mineral  Metabolism,  University  of  Kentucky. 
Lexingion,  KY 

DECEMBER  28th 

No  Grand  Rounds— Holiday 


Wednesday  Medical  Seminar  Series 
8:30  a.m.  to  3:30  p.m. 

OCTOBER  5,  1994 

DECEMBER  14,  1994 

SEPTEMBER  21,  1994 

Tuberculosis 

Edema,  Acid-Base,  Electrolyte  Disorders, 

Guest  Lecturer: 

Cardiac  Diagnostic 

Mechanisms  & Treatment  of  Hypertension 

Guest  Lecturer: 

Michael  E.  Iseman,  M.D. 

Techniques  for  the  Generalist  Physician 

Neil  A.  Kurtzman,  M.D. 

NOVEMBER  16,  1994 

Asthma 

Guest  Lecturer:  William  Busse,  M.D. 

Seminar  Director  Allan  B.  Schwartz,  M.D.,  Professor  and  Vice  Chair,  Chief  of  Service,  Director  of  Continuing  Medical  Education  for  the  Department  of  Medicine 


Full  Disclosure  Statement:  All  faculty  participating  in  continuing  medical  education  programs  sponsored  by  Hahnemann  University  are  expected  to  disclose  to  the  audience  any  real 
or  apparent  conflict(s)  of  interest  related  to  the  content  of  their  presentation. 

Statement  of  Accreditation:  Hahnemann  University  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  (ACCME)  to  sponsor  continuing  medical  education 
programs  for  physicians.  Hahnemann  University  designates  each  hour  of  attendance  at  these  activities  as  1 credit  hour  of  Category  I of  the  Physician’s  Recognition  Award  of  the  American 
Medical  Association. 
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CONTINUING  EDUCATION 


MEDICINE 


September 

7 Medical  Grand  Hounds 

14  VA  Medical  Center, 

21  East  Orange  (AMNJ) 

28 

7 Interhospital  Endocrine 
14  Rounds 

21  UMDNJ-University  Hospital, 
28  Newark  (AMNJ) 

8 Male  Sexual  Dysfunction: 

New  Findings:  Options 
UMDNJ-Robert  Wood  Johnson 
Medical  School, 

New  Brunswick  (UMDNJ) 

16  Sixteenth  Annual  Scientific 
Meeting 

Four  Seasons  Hotel, 
Philadelphia,  PA  (Delaware 
Valley  Vascular  Society  and 
AMNJ) 

16-  Leadership  Summit 

17  Scanticon,  Princeton  (Prenatal 
Association  of  New  Jersey  and 
AMNJ) 

21  New  Developments  in 

Computed  Tomography: 
Helical  Computed 
Tomography 

The  Manor,  West  Orange 
(AMNJ) 

21  How  To  Help  Your  Patients 

Stop  Smoking 

Princeton  Forrestal  Training 
Center,  Princeton  (AMNJ) 

21  Trauma  Care  in  New  Jersey 
General  Hospital  Center  in 
Passaic,  Passaic  (AMNJ) 

21  NJ  Gastroenterological 
Society  Meeting 
Highlawn  Pavilion, 

West  Orange  (AMNJ) 

22  Conversion  Reaction  Revisited 
Hackensack  Medical  Center, 
Hackensack  (AMNJ) 

22  Fetal  Abnormalities  of  the 

Thorax  and  Abdomen 
JFK  Conference  Center, 

Edison  (AMNJ) 

22  Visiting  Professor  Lecture 

Saint  Barnabas  Medical  Center, 
Livingston  (Saint  Barnabas 
Medical  Center) 

22  Optimal  CT  Scanning  of  the 

Liver 


Saint  Barnabas  Medical  Center, 
Livingston  ( Saint  Barnabas 
Medical  Center ) 

29  Management  of  Sinusitis 

Woodbridge  Developmental 
Center,  Woodbridge  (AMNJ) 

October 

3 Vaccination  and 
Immunization  Issues  for 
Health  Care  Practitioners 

Columbus  Hospital,  Newark 
(AMNJ) 

4 Risk  Management  Seminar  in 
Emergency  Care 
Sheraton  Tara,  Parsippany 
(AMNJ) 

4 AIDS  in  Dentistry 

New  Lisbon  Developmental 
Center,  New  Lisbon  (AMNJ) 

5 Sports  Medicine  ’94 
Medical  Society  of  New  Jersey, 
Lawrenceville  (AMNJ) 

5 Conference  on  Graduate 

Medical  and  Health 
Professional  Education  in 
New  Jersey 

The  Center  for  Health  Affairs, 
Princeton  (AMNJ) 

5 Over-the-Counter  Drugs 

General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

5 Lower  Extremity  Amputation 

Prevention  in  Persons  with 
Diabetes  Mellitus 
Jersey  Shore  Medical  Center, 
Neptune  (AMNJ) 

5 Medical  Grand  Rounds 

12  VA  Medical  Center, 

19  East  Orange  (AMNJ) 

26 

5 Interhospital  Endocrine 

12  Rounds 

19  UMDNJ-Universitv  Hospital, 
26  Newark  (AMNJ) 

5 Visiting  Professor  Lecture 

VA  Medical  Center, 

East  Orange  (AMNJ) 

5 Endocrinology  Section/AMNJ 

Dinner  Meeting 
Holiday  Inn,  Newark  Airport, 
Newark  (AMNJ) 

6-  16th  Annual  Symposium  for 

7 Critical  Care  Medicine 


Brunswick  Hilton, 

New  Brunswick  (AMNJ  and  NJ 
Chapter,  Society  of  Critical 
Care  Medicine) 

7 Semi-Annual  Meeting  of  the 
NJ  Obstetrical  and 
Gynecological  Society 

Garden  State  Arts  Center, 
Holmdel  (AMNJ  and  NJ 
Obstetrical  and  Gynecological 
Society) 

11  Transition  into  Medical 
Practice 

UMDNJ-Robert  Wood  Johnson 
University  Hospital, 

New  Brunswick  (AMNJ) 

11  Cyclosporin  in  Dermatology 

Schering  Corporation, 
Kenilworth  ( Dermatological 
Society  of  New  Jersey) 

12  Physician  Office  Laboratory 
Seminar 

Sheraton  Inn,  East  Brunswick 
(POL  Consultants,  Haddonfield) 

13  Head  and  Neck  Oncology 
Meeting 

The  Manor,  West  Orange 
(AMNJ) 

14  Management  of  the  SCI 
Person 

Kessler  Conference  Center, 
West  Orange  (Kessler  Institute 
for  Behabilitation) 

15  Coriell  Sports  Day 

Garden  State  Park,  Cherry  Hill 
(Coriell  Institute  for  Medical 
Research) 

18  Interstitial  Nephritis 

Overlook  Hospital,  Summit 
(AMNJ) 

18  Blood  Glucose  Control  and 
Diabetes 

St.  Mary  Hospital,  Hoboken 
(AMNJ) 

19  Lower  Extremity  Amputation 
Prevention  in  Persons  with 
Diabetes  Mellitus 

NJ  Veterans  Memorial  Home, 
Menlo  Park  (AMNJ) 

19  Medical  History  Society  of 
New  Jersey  Meeting 
The  Nassau  Club,  Princeton 
(AMNJ) 

19  Central  Nervous  System 
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PHILADELPHIA  HEART  INSTITUTE 

at  Presbyterian  Medical  Center 


Cardiology 
Update  «i? 

designed  for  the  physician  and  provides  an  intensive 
survey  of  the  current  status  of  clinical  cardiology... 

OCTOBER  5,  1994  3:00-5:00  PM 

After  the  Acute  Myocardial 
Infarction:  Management 

Moderator:  Ami  E.  Iskandrian,  M.D. 


NOVEMBER  2,  1994  3:00-5:00  PM 

The  Geriatric  Cardiac  Patient 

Moderator:  Bernard  L.  Segal,  M.D. 


H CME  Credits*  M Case  Presentations 

■ No  Registration  Fee  ■ Panel  Discussion 

H Call  for  Reservation  662-8627 

Scheie  Auditorium 
Presbyterian  Medical  Center 
39th  & Market  Streets 
Philadelphia,  Pennsylvania  19104 

The  Philadelphia  Heart  Institute  at  Presbyterian  Medical  Center  is  an  affhate  of  the  University  of  Pennsylvania. 

* Presbyterian  Medical  Center  designates  this  continued  medical  education  activity  for  2 credit  hours  in  Category  I or 
the  Physicians'  Recognition  Award  of  the  American  Medical  Association  and  the  Pennsylvania  Medical  Society 
Membership  requirement.  Nine  sessions,  18  credits. 

J 
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Disorders  and  Brain 
Dysfunction 

General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

19  Identification  and 
Management  of  Asymptomatic 
HIV  Infection 

Kessler  Institute  for 
Rehabilitation,  West  Orange 
(AMNJ) 

20  Making  Decisions  in 
Transfusion  Medicine 
Dover  General  Hospital  and 
Medical  Center,  Dover  (AMNJ) 

20  New  Jersey  Psychoanalytic 
Society  Meeting 
Hackensack  Medical  Center, 
Hackensack  (AMNJ) 

20  Contemporary  Diagnosis  and 
Treatment  for  Cyanotic 
Congenital  Heart  Diseases 
Saint  Barnabas  Medical  Center, 
Livingston  (Saint  Barnabas 
Medical  Center) 

20  Diagnosis  and  Treatment  of 
AIDS 

Dover  General  Hospital  and 
Medical  Center,  Dover  (AMNJ) 

20  Varicose  Veins 

UMDNJ-Robert  Wood  Johnson 
Medical  School, 

New  Brunswick  (UMDNJ) 

25  Hvpo/Hyper  Thyroidism  in 
the  Elderly 

The  Hospital  Center  at  Orange, 
Orange  (AMNJ) 

26  Blood  Glucose  Control  and 
Diabetes 

UMDNJ-Robert  Wood  Johnson 
University  Hospital  at 
Hamilton,  Hamilton  (AMNJ) 

27  Extracorporeal  Shockwave 
Lithotripsy 

Woodbridge  Developmental 
Center,  Woodbridge  (AMNJ) 

27  Visiting  Professor  Lecture 

Saint  Barnabas  Medical  Center, 
Livingston  (Saint  Barnabas 
Medical  Center) 

27  The  Diabetic  Foot 
Hyatt  Regency, 

New  Brunswick  (American 
Diabetes  Association , NJ 
Affiliation) 

28  Neuropsychiatric  and 
Psychosocial  Aspects  of  HIV/ 
AIDS 

New  Jersey  Veterans  Home, 
Paramus  (AMNJ) 

28-  Annual  Symposium  for  NJ 

29  Orthopaedic  Society 

Somerset  Marriott  Hotel, 


Somerset  (NJ  Orthopaedic 
Society  and  AMNJ) 

November 

2 Office  Antibiotics 

General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

2 Lower  Extremity  Amputation 

Prevention  in  Persons  with 
Diabetes  Mellitus 
Masonic  Home  of  New  Jersey, 
Burlington  (AMNJ) 

2 Scientific  Meeting,  Vascular 

Society  of  NJ 

Short  Hills  Hilton,  Short  Hills 
(Vascular  Society  ofNJ  and 
AMNJ) 

2 Medical  Grand  Rounds 

9 VA  Medical  Center, 

16  East  Orange  (AMNJ) 

23 

30 

2 Interhospital  Endocrine 

9 Rounds 

16  University  Hospital,  Newark 

23  (AMNJ) 

30 

2 Visiting  Professor  Lecture 

VA  Medical  Center, 

East  Orange  (AMNJ) 

2 Endocrinology  Section/AMNJ 
Dinner  Meeting 

Holiday  Inn,  Newark  Airport, 
Newark  (AMNJ) 

3 Annuities:  Are  They  for  You? 
UMDNJ-Robert  Wood  Johnson 
Medical  School, 

New  Brunswick  (UMDNJ) 

5 Symposium  in  Child 

Neurology 

New  Lisbon  Developmental 
Center,  New  Lisbon  (AMNJ) 

8 Dermatologic  Surgery 
Schering  Corporation, 
Kenilworth  (Dermatological 
Society  of  Neiv  Jersey) 

9 Malnutrition  in  HIV  Infection 
Radisson  Hotel,  Newark 
Airport,  Newark  (AMNJ) 

10  Making  Decisions  in 
Transfusion  Medicine 
St.  Joseph’s  Hospital  and 
Medical  Center,  Paterson 
(AMNJ) 

15  Vaccination  and 

Immunization  Issues  for 
Health  Care  Practitioners 

The  Hospital  Center  at  Orange, 
Orange  (AMNJ) 

15  General  Membership  Meeting 

for  Anesthesiologists 

Ramada  Inn,  Clark  (NJ  State 


Society  of  Anesthesiologists) 

15  Drug  Use  in  Renal  Failure 

Overlook  Hospital,  Summit 

(AMNJ) 

16  Use  of  Newer  Cardiac  Drugs 
General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

16  Scientific  Meeting,  Radiation 
Oncology 

The  Manor,  West  Orange 
(Radiation  Oncology  Section, 
AMNJ) 

17  Identification  and 
Management  of  Perinatal  HIV 
Infection 

Dover  General  Hospital  and 
Medical  Center,  Dover  (AMNJ) 
17  New  Jersey  Psychoanalytic 
Society  Meeting 
Hackensack  Medical  Center, 
Hackensack  (AMNJ) 

17  Colitis 

Woodbridge  Developmental 
Center,  Woodbridge  (AMNJ) 

17  Ultrasound  of  the  Fetal  Brain 
Saint  Barnabas  Medical  Center, 
Livingston  (Radiological 
Society  ofNJ  and  AMNJ) 

18  Diabetes  Mellitus  in  the  Era 
of  Health  Care  Reform 
Radisson  Hotel,  Somerset 
(AMNJ) 

19  Slide  Seminar  and  Annual 
Meeting 

UMDNJ-Robert  Wood  Johnson 
Medical  School,  Piscataway 
(Pathology  Society  of  New 
Jersey  and  AMNJ) 

30  Neuropsychiatric  and 

Psychological  Aspects  of  HIV/ 
AIDS 

UMDNJ-Robert  Wood  Johnson 
University  Hospital  at 
Hamilton,  Hamilton  (AMNJ) 

December 

7 Complications  of  Myocardial 

Infarction 

General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

7 Visiting  Professor  Lecture 

VA  Medical  Center, 

East  Orange  (AMNJ) 

7 Endocrinology  Section/AMNJ 

Dinner  Meeting 
Holiday  Inn,  Newark  Airport, 
Newark  (AMNJ) 

7 Annual  Tumor  Board 

Conference 
Hyatt  Regency  Hotel, 

New  Brunswick  (AMNJ) 
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A HALF-DAY  SYMPOSIUM 
DESIGNED  FOR  THE  BUSY  PHYSICIAN. 


Update  '94: 

The  Diabetic  Foot  ■ 

A Multidisciplinary  Approach 

October  27,  1994  • Hyatt  Regency/New  Brunswick,  NJ 


This  comprehensive  program  is  designed  for  the  busy  physician, 
interested  in  enhancing  their  clinical  expertise  in  diabetic  foot  complications 
and  the  latest  advances  in  wound  healing.  The  specialties  of  this  renowned  and 
published  panel  include  surgery,  endocrinology,  diabetology,  podiatry  and  research. 


► "Prevention  of  Lower  Extremity  Amputation, 
the  NJ  Experience.” 

Arthur  Krosnick,  MD,  Medical  Director  Mercer 
Medical  Wound  Care  Center 

► “Diagnosis  and  Treatment  of  Infections 
in  Diabetic  Foot  Ulcers.” 

Gary  W.  Gibbons,  MD,  Associate  Clinical  Professor 
of  Surgery,  Harvard  Medical  School. 

► “Controversial  Aspects  of  the  Revascularization 
of  the  Diabetic  Foot.” 

Herbert  Dardik,  MD,  Chief,  General  & Vascular 
Surgery,  Englewood  Hospital  and  Medical  Center 


► “Pressure  Analysis  of  the  Foot: 

Mapping  the  Future  for  Ulcer  Prevention.” 

Stephen  F.  Albert,  DPM,  Chief  of  Podiatry, 
University  of  Colorado  Health  Science  Center 

► “How  to  Implement  the  DCCT 
Recommendations.” 

Keith  Usiskin,  MD, Endocrinologist  and  President 
of  Northwest  Chapter  of  the  ADA  NJ  Affiliate 

► “Novel  Trends  in  the  Local  Management 
of  Chronic  Dermal  Ulcers.” 

Oscar  Alvarez,  MD,  PhD,  Dir.  University  Wound 
Healing  Clinic,  New  Brunswick 


Sponsored  By 


■ CARE  CENTER. 


A American 
Diabetes 
©Association® 

NEW  JERSEY  AFFILIATE,  INC. 


Wound  Care  Educational  Alliance  of  NJ 

Award’s  Luncheon 


The  Wound  Care  Educational  Alliance  of  NJ  Award 
will  be  presented  to  an  outstanding  individual  or 
group  who  has  made  a published  contribution  to 
professional  education  in  the  area  of  wound  healing. 


No  Fee  • Lunch  Included  • Reserve  Early  • Space  Limited 
Accredited  for  3.25  Category  I credit  hours  (C.M.E./C.RM.E.) 


G Please  register  me  for  the 

conference  and  award's  lunchen 
G Please  register  me  for  the 
conference  only 
G Please  send  me  a brochure 
For  additional  information  call  1-800-414-HOPE 


NAME 

SPECIALTY 

ADDRESS 

CITY 
( ) 

STATE  ZIP 

PHONE 

Mail  To:  Update  94 

Wound  Care  Centers 

P.O.  276,  Adelphia,  NJ  07710-0276 


Representation 

Education 

and 

Networking 


Federation 

Consortium 

Study 


Hospital  Medical  Staff  Section 
24th  Assembly  Meeting 
December  1-5, 1994 
Sheraton  Waikiki  Hotel 
Honolulu,  Hawaii 

Send  a representative  from  your  hospital  medical  staff  and  physician  organization  to  the 
1994  Interim  American  Medical  Association  Hospital  Medical  Staff  (AMA-HMSS)  Assembly  Meeting 
held  on  December  1-5  in  Honolulu.  Aside  from  participating  in  the  development  of  AMA  policy, 
representatives  will  have  an  opportunity  to  network  with  colleagues,  dialogue  with  the  AMA  Board 
of  Trustees,  and  hear  the  latest  news  and  information  on  health  system  reform. 

With  a changing  health  care  environment,  broader  diversity  within  the  physician  population,  limited 
resources,  and  an  overriding  need  for  unity  of  purpose  and  action  by  organized  medicine,  the  AMA 
has  undertaken  a study  of  the  Federation. 

The  study,  involving  county,  state  and  specialty  societies,  the  AMA,  and  other  related  organizations, 
intends  to  uncover  useful  information  for  developing  ways  to  increase  membership,  member 
participation,  and  advocacy  as  well  as  improve  communications,  medical  society  performance,  and 
resource  utilization. 

Project  leaders  have  asked  the  AMA-HMSS  to  participate  in  the  process  because  it  effectively 
represents  grassroot  physician  concerns.  Input  from  each  HMSS  representative  also  will  be  extremely 
valuable  in  defining  organized  medicine  in  the  future. 

The  1994  Interim  AMA-HMSS  Assembly  Meeting  Education  Program  will  host  the  Consortium  study. 
Data  collected  and  analyzed  will  facilitate  the  following  objectives: 

• Identify  current  and  future  needs,  expectations,  and  preference  of  physicians  and  others  for 
organized  medicine; 

• Explore  membership  ideas  and  options; 

• Assess  how  medical  societies  relate  to  each  other— including  ways  to  be  more  supportive,  avoid 
duplication  of  effort,  leverage  strengths,  and  better  address  weaknesses; 

• Discover  whether  there  are  better  tools/technologies  that  medical  societies  can  use  to  communicate 
with  one  another  and  their  members;  and 

• Enable  medical  societies  to  work  smart  in  a more  focused  and  purposeful  way. 

Plan  to  participate  in  the  Federation  Consortium  on  Friday,  December  3 from  2:30  to  5:30  pm  in 
Honolulu,  Hawaii.  Mahalo! 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 
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DEBORAH  HEART  AND  LUNG  CENTER  - DEPARTMENT  OF  PULMONARY  MEDICINE 


PRESENTS 


4 4 TH  ANNUAL  CLINICAL  UPDATE 
I I IN  PULMONARY  MEDICINE 

December  10,  1994  • Bally’s  Park  Place  • Atlantic  City,  New  Jersey 


Designed  for  Pulmonologists,  Internists,  Family  Practitioners,  and  Allied  Health  Care  Professionals 

7.5  Hours  Category  1 CME  Credit 


PROGRAM 


Clinical  Assessment  and  Therapy  of  the  Difficult  Asthmatic  Patient  Edward  C.  Rosenow,  III,  MD 

The  Clara  Falk  Franks  Lecture:  Chronic  Obstructive 

Pulmonary  Disease:  An  Update  Gordon  L.  Snider,  MD 

A Practical  Approach  to  the  Patient  with  Diffuse  Lung  Disease  Edward  C.  Rosenow,  III,  MD 

The  Intensive  Care  Unit— A Paradigm  for  the  Dilemma  of 

High  Technology  Medicine  Gordon  L Snider,  MD 

Pulmonary  Complications  in  Patients  with  HIV  Infection  John  Bartlett,  MD 

An  Update  on  Tuberculosis  and  Nontuberculous  Mycobacterial  Infection  Dixie  E.  Snider,  Jr.,  MD 

Pulmonary  Fungal  Infections:  Recent  Advances  in  Diagnosis  and  Treatment  ....  George  A.  Sarosl,  MD 

Primary  Lung  Cancer  in  1994:  Diagnosis,  Operability  and  Resectability  David  M.F.  Murphy,  MD 

For  further  information,  please  contact:  Center  for  Bio-Medical  Communication,  Inc. 

80  W.  Madison  Avenue,  Dumont,  New  Jersey  07628  (201)  385-8080 


Mercer  County  Medical  Society 

cordially  invites  you  to  join  us 
at 

The  Annual  Hall  of 
Fame  Award  Dinner 

honoring 

Louis  G.  Fares,  Sr.,  M.D. 

for  his  years  of  service  to 
The  Mercer  County  Medical  Society 
and 

The  Medical  Society  of  New  Jersey 

on  Friday,  September  30,  1994 

Cocktails  at  7:30  PM  Dinner  8:30  PM 

The  Princeton  Hyatt,  US  Hwy.  One 
Princeton,  New  Jersey 

Reservation  Information 
609-882-1048 

Proceeds  to  benefit  MCMS  Community  Resource 
and  Building  Funds 


Acupuncture  & Electro-Therapeutics 
in  Clinical  Practice 

New  York  State  Boards  of  Medicine  & Dentistry  25-hour 
accredited  seminar  & workshop  on  latest  theories  & 
techniques  of  manual  & electro-acupuncture,  TENS  & simple 
non-invasive  diagnostic  methods  (including  cardio-vascular, 
neuromuscular,  central  nervous  systems  & “Bi-Digital  O-Ring 
Test”),  applicable  towards  300-hour  requirement  for 
certification  to  practice  acupuncture,  will  be  given  periodically 
for  licensed  clinicians  (with  or  without  prior  training)  on  3- 
day  weekends  (Fri-Sun)  of  Sep.  16-18,  Nov.  17-19,  and  Dee. 
9-il,  1994,  at  Milford  Plaza  Hotel,  45th  St.  & 8th  Ave.,  New 
York  City. 

The  10th  Annual  International  Symposium  on 
Aeupunture  & Electro-Therapeutics  will  be  held  at 
Columbia  University,  School  of  International  Affairs,  420  W. 
118th  St.,  N.Y.  City,  during  October  20-23,  1994. 

These  meetings  are  co-sponsored  by  the  International 
College  of  Acupuncture  & Electro-Therapeutics  & its  official 
journal,  Acupuncture  & Electro-Therapeutics  Research,  The 
International  Journal  (published  by  Pergamon  Press  & 
indexed  in  15  major  indexing  periodicals,  including  Index 
Medicus),  Heart  Disease  Research  Foundation;  NY  Pain 
Center;  Electrical  Engineering  Dept.,  Manhattan  College; 
Nordic  Medical  Acupuncture  Society  (Scandinavia);  Schmerz 
Therapeutische  Kolloquium  (West  Germany);  Japan  Bi-Digital 
O-Ring  Test  Assn.;  Accredited  toward  Acupuncture 
Certification  to  practice  acupuncture.  Eligible  for  AMA  CME 
Cat.  I credit  (about  40  credit-hours  for  the  Symposium). 
Among  many  distinguished  speakers  is  former  Chairman  of 
Nobel  Committee  Prof.  Norden  Stron. 

For  information  on  meetings  or  submission  or 
presentations  of  papers,  contact  Symposium  Chairman,  Prof. 
Y.  Omura,  M.D.,  Sc.D.,  800  Riverside  Drive  (8-1)  New  York, 
NY  10032  Tel:  (212)  781-6262  ( 10  am  to  10  pm  7 days  a week) 
or  (212)  928-0658,  Co-chairman,  Prof.  A.W.  Cook,  MD  (516) 
877-1821,  or  Claire  Ulrich  (212)  781-3082. 
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IN  MEMORIAM 


AMY  S.  BARTON-BLATT 


IVAN  F.  BIRD 


FRANCIS  T.  CHRISTOPHER 


Family  practitioner  Amy  Stokes 
Barton-Blatt,  MD,  of  Escondido, 
California,  passed  away  on  March 
27,  1994,  at  the  age  of  81.  She  was 
born  on  April  20,  1912,  in 

Marlton.  Dr.  Barton-Blatt  prac- 
ticed in  Moorestown  and  Med- 
ford for  many  years  and  was  af- 
filiated with  Memorial  Hospital  of 
Burlington  County,  Mt.  Holly.  In 
1972,  Dr.  Barton-Blatt  relocated 
her  practice  to  Carrizozo,  New 
Mexico,  where  she  was  affiliated 


A 1938  graduate  of  Hahnemann 
Medical  College,  Philadelphia, 
Ivan  Frank  Bird,  MD,  passed 
away  on  April  16,  1994,  at  the  age 
of  79.  Dr.  Bird  was  born  in  1914, 
in  Warwick,  New  York.  He  com- 
pleted an  internship  at  Mercer 
Hospital,  Trenton,  and  a residen- 
cy at  Cornwall  Hospital,  New 
York.  Dr.  Bird  maintained  a 
private  practice  in  neuropsy- 
chiatry and  forensic  psychiatry 
from  1946  to  1971.  During  his 
long  medical  career,  Dr.  Bird  was 
chief  medical  advisor  for  the 
Trenton  public  schools;  consult- 
ant psychiatrist  for  the  Burlington 
County  courts;  medical  director 
for  the  Burlington  County 
Guidance  Clinic;  consultant  for 
the  School  for  Boys,  Jamesburg; 
and  chief  of  the  Neuro- Psychiatry 
Department  at  Helene  Fuld 


Union  resident  Francis  T. 
Christopher,  MD,  died  on 
February  14,  1994,  at  the  age  of 
80.  Born  on  May  9,  1913,  in 
Brasil,  South  America,  Dr. 
Christopher  was  awarded  a 
medical  degree  from  Georgetown 
University  School  of  Medicine, 
Washington,  DC,  in  1938.  Dr. 
Christopher  completed  an  in- 
ternship at  St.  Mary  Hospital, 


with  Lincoln  County  Hospital, 
New  Mexico.  She  was  a member 
of  our  Burlington  County  compo- 
nent and  of  the  American  Medical 
Association.  During  her  medical 
career.  Dr.  Barton-Blatt  was  a 
health  officer  for  Moorestown 
Township.  Dr.  Barton-Blatt  was  a 
1937  graduate  of  the  University  of 
Michigan  Medical  School,  Ann 
Arbor,  and  completed  an  intern- 
ship at  Grace  Hospital,  Detroit. 


Medical  Center,  Trenton.  In 
1971,  Dr.  Bird  relocated  to 
Hawaii,  where  he  was  a 
psychiatrist  on  a special  team  for 
courts  and  corrections.  He  also 
served  as  a consultant  psychiatrist 
for  the  Hawaii  State  Hospital  and 
the  Hawaii  State  Prison,  and  a 
psychiatrist  for  Central  Oahu 
Mental  Health  Center  and  Hawaii 
State  Hospital  Closed  Intensive 
Supervision  Unit.  Dr.  Bird  was 
the  secretary  for  our  Mercer 
County  component,  a member  of 
the  American  Medical  Associa- 
tion, treasurer  of  the  Hawaii 
Organ  Society,  a diplomate  of  the 
American  Board  of  Psychiatry, 
and  a fellow  of  the  American 
Psychiatric  Association.  Dr.  Bird 
was  a World  War  II  Army 
Medical  Corps  veteran. 


Hoboken,  and  received  a New 
Jersey  medical  license  in  1939. 
Dr.  Christopher  was  an  ophthal- 
mologist and  was  affiliated  with 
Newark  Eye  and  Ear  Infirmary; 
St.  Elizabeth  Hospital,  Elizabeth; 
Alexian  Brothers  Hospital,  Eliza- 
beth; and  St.  Mary’s  Hospital, 
Orange.  He  was  a member  of  our 
Essex  County  component  and  of 
the  AMA. 
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JULIAN  F.  JOHNSTON 


ELIHU  P.  O’SULLIVAN 


S.  HARVEY  SKLAR 


At  the  grand  age  of  94,  Julian 
Francis  Johnston,  MD,  of 
Chatham,  passed  away  on  August 
6,  1993.  Dr.  Johnston  was  born  on 
October  17,  1898,  in  Columbus, 
Georgia.  Dr.  Johnston  received  a 
medical  degree  from  the  Univer- 
sity of  Buffalo,  New  York,  in  1921. 
He  completed  an  internship  at 
Buffalo  General  Hospital  and  Erie 
Penitentiary  Hospital,  New  York, 
and  a residency  at  Roosevelt 


On  May  16,  1993,  Elihu  Paul 
O’Sullivan,  MD,  passed  away.  He 
was  born  on  December  11,  1916, 
in  Newark.  Dr.  O’Sullivan  was 
graduated  from  Johns  Hopkins 
University  School  of  Medicine, 
Maryland,  in  1943.  He  received  a 
New  Jersey  medical  license  in 
1949.  Dr.  O’Sullivan  was  a sur- 
geon with  offices  in  East  Orange. 


We  regret  to  announce  the 
death  of  S.  Harvey  Sklar,  MD,  on 
May  29,  1993.  Dr.  Sklar  was  born 
on  July  12,  1911,  in  New  York 
City.  He  was  graduated  from  the 
Medical  School  of  American  Uni- 
versity, Beirut,  Lebanon,  in  1939. 
After  serving  in  the  United  States 
Army  as  a medical  inspector  dur- 
ing World  War  II,  Dr.  Sklar  re- 
ceived a New  Jersey  medical 
license  in  1946.  Dr.  Sklar  was  a 
pediatrician  with  offices  in  Cliff- 


Hospital,  New  York.  Dr.  Johnston 
was  a general  practitioner  in 
Chatham  for  60  years.  He  was  a 
member  of  our  Morris  County 
component  and  of  the  American 
Medical  Association.  For  many 
years.  Dr.  Johnston  was  a 
member  of  the  Chatham  Board  of 
Health.  Dr.  Johnston  served  in 
the  United  States  Army  Medical 
Corps,  during  World  War  II. 


During  his  medical  career.  Dr. 
O Sullivan  was  affiliated  with  The 
Hospital  Center  at  Orange  and  St. 
Mary  s Hospital,  both  in  Orange. 
Dr.  O Sullivan  was  a member  of 
our  Essex  County  component  and 
of  the  American  Medical  Associa- 
tion. Dr.  O’Sullivan  resided  in 
East  Orange  and  retired  to 
Florida. 


side  Park  and  was  senior  attend- 
ing at  Englewood  Hospital.  Dur- 
ing his  medical  career,  Dr.  Sklar 
was  a diplomate  of  the  American 
Board  of  Pediatrics;  a member  of 
our  Bergen  County  component 
and  of  the  American  Medical  As- 
sociation; and  a fellow  of  the 
Royal  Society  of  Health,  of  the 
American  Academy  of  Pediatrics, 
and  of  the  American  Public 
Health  Association. 
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across 

1.  Relief 
5.  Sag 

10.  Brother  can  you  spare  a 
? 

14.  Ciliary  body  is  part  of  the 


15.  Gives  rise  to  the  left  carotid 
a. 

16.  Chemical  suffixes 

17.  Myopia  is  an  error  of 


19.  Budding  LLB’s  hurdle 

20.  Emmet 

21.  Spee 

22.  NY  Indian 

24.  God  of  love 

25.  Corrugate 

26.  Purloined 

29.  Prince 

32.  Thicket 

33.  Thin  metal  wedge 

34.  Port  in  Yemen 

35.  Phonetic  for  a Canadian  “not 
in” 

36.  Endings  for  28  down 

39.  Tax-deferred  savings  plan 

40.  Court  order 

42.  contendere 

43.  Instructor 

45.  Gland  in  the  orbit 

47.  Gems,  usually  green 

48.  Combo  of  nine 

49.  Canal  of  ill  repute 

50.  Marine  gastropods  or 
pimples 

52.  Rhine  feeder 

53.  Leftover 

56.  Pitch 

57.  Results  from  injury  to 
28  down 

60.  Not  taped 

61.  Turn  inside  out 

62.  As  a 

63.  Lob  or  ma  follower 

64.  Fox 

65.  German  donkey 

DOWN 

1.  mater 

2.  Kiln 


By  Ernest 
Lampert,  M.D. 


3.  Port 

4.  Attention 

5.  Synthetic  fiber 

6.  Agendas 

7.  Not  a closed  reduction;  abbr. 

8.  4 down:  prefix 

9.  Vista 

10  Quandary 

11.  State  of  being  indifferent 

12.  Alcoholic  beverage 

13.  Spanish  pronoun,  fern. 

18.  Sycophant 

23.  First  syllable  of  Buddhist 
ideal  state 

24.  Urban  transports 

25.  Cotton  cloth 

26.  Sullen  mien 

27.  Start  of  an  Irish  lullaby 

28.  Start  of  path  to  occipital  lobe 

29.  Ague 

30.  Alcohol  in  oil  of  orange 

31.  Growls 


33.  Summer  ermine 

37.  Seiner 

38.  Even  or  Spielberg 
41.  Fisherman 

44.  Dent  or  vent  follower 

46.  Sign 

47.  Salt  of  old  antiseptic  acid 

49.  Hideaways 

50.  Not  retail,  abbr. 

51.  French  8 

52.  Iowa  college 

53.  Musical  work 

54.  Infuriate 

55.  Asian  measure 

58.  Spacewalk,  e.g. 

59.  Mine  find 


Solution  on  page  634 
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PROFESSIONAL  LIABILITY 


MALPRACTICE  VERDICTS 

- 


Colon  cancer  diagnosis.  A 32- 
year-old  woman  accompanied  her 
husband,  a former  United  States 
professional  basketball  star,  to 
Italy  where  he  continued  to  play 
professionally  and  she  served  as 
a team  cheerleader  and  financial 
adviser  to  her  husband.  After  ex- 
periencing frequent  episodes  of 
nausea  and  vomiting,  three  inci- 
dents of  projectile  vomiting  in  six 
months,  persistent  abdominal 
pain,  and  sensations  of  retention 
upon  bowel  movements,  the 
woman  returned  stateside  for 
medical  care. 

She  visited  a gastroenterologist 
who  conducted  a history  and 
physical  examination  and  two 
days  later  performed  a sigmoid- 
oscopy. In  the  absence  of  any 
signs  of  tumor,  the  physician 
diagnosed  irritable  bowel  syn- 
drome. 

Fifty-one  days  later,  a diagnosis 
of  colon  cancer  was  established, 
and  a gross  tumor  was  excised. 
According  to  testimony  presented 
in  a subsequent  malpractice  trial 
in  New  Jersey,  the  cancer  re- 
curred two  months  later,  when  a 
mass  larger  than  the  original 
tumor  was  found.  Approximately 
nine  months  afterwards,  the 
cancer  proved  fatal. 

An  expert  internist  testified  for 
the  plaintiff  that  the  gastro- 
enterologist erred  in  not  conduct- 
ing a barium  enema  in  conjunc- 
tion with  the  sigmoidoscopy,  and 
in  not  ordering  a colonoscopy. 
The  expert  averred  that  resistance 
encountered  during  the  sigmoid- 
oscopy suggested  an  obstruction. 

In  addition,  the  plaintiff  ’s  ex- 
pert observed  that  the  gastro- 
enterologist had  included  colon 
cancer,  along  with  several  other 
possibilities,  in  a differential 
diagnosis.  The  expert  further 
stated  that  irritable  bowel  syn- 
drome is  diagnosed  on  the  basis 


of  exclusion,  and  that  there  were 
insufficient  data  to  establish  such 
a diagnosis. 

The  defense  emphasized  the 
decedent  s youth,  which  made  the 
prospect  of  cancer  remote.  Strik- 
ing a note  that  does  not  usually 
resonate  in  malpractice  court- 
rooms, the  defense  further  sug- 
gested that  widespread  co- 
lonoscopy of  young  patients 
would  unduly  strain  hospitals. 
Further,  the  defense  noted  the 
patient’s  absence  of  weight  loss 
and  blood  in  the  stools. 

The  defendant  claimed  that  the 
decedent  had  not  mentioned  pro- 
jectile vomiting  to  him.  The  plain- 
tiff contradicted  this  claim 
through  a videotape  deposition  of 
the  decedent. 

The  plaintiff  s expert  on- 
cologist maintained  that  the 
cancer  was  highly  virulent,  as 
evidenced  by  the  speedy  and  fast- 
growing recurrence.  At  the  time 
of  presentation,  said  the  plain- 
tiff’s expert,  the  cancer  probably 
was  in  stage  B or  stage  C,  advanc- 
ing to  stage  D at  the  time  of 
diagnosis.  Survival  odds  were 
given  as  40  to  60  percent  in  stage 
B,  25  to  50  percent  in  stage  C, 
and  very  slight  in  stage  D. 

But,  an  expert  witness  for  the 
defense  observed  that  colon 
cancer  is  slow  growing.  Given  the 
short  time  frame  between  initial 
presentation  and  the  cancer 
diagnosis,  any  failure  of  proper 
testing  by  the  defendant  did  not 
cause  the  patient’s  death,  argued 
the  defense. 

Besides  the  widower,  the  dece- 
dent was  survived  by  two  sons, 
ages  eight  and  three.  The  jury 
found  negligence  on  the  part  of 
the  defendant,  but  further  con- 
cluded that  the  patient  had  a 67 
percent  chance  of  dying  at  the 
time  of  initial  presentation.  Con- 
sequently, the  jury’s  gross  award 


of  $1,300,000  was  reduced  by 
two-thirds. 

Gestational  diabetes.  A woman 
who  had  suffered  gestational 
diabetes  in  her  previous  pregnan- 
cy presented  to  an  obstetrician- 
gynecologist.  A glucose  tolerance 
test  conducted  at  24  weeks  was 
normal. 

In  a test  conducted  at  approx- 
imately the  32nd  week,  the  result 
obtained  for  two  hours  after  ad- 
ministration of  sugar  was  ab- 
normal. Results  for  one  and  three 
hours  after  administration  were 
subsequently  lost.  An  abnormal 
result  for  two  of  the  three  periods 
is  considered  positive. 

The  birthweight  was  given  as 
ten  pounds,  four  ounces.  In  a 
malpractice  action  in  New  Jersey 
against  the  obstetrician,  the  plain- 
tiff alleged  that  a shoulder 
dystocia  occurred  due  to  the  large 
baby  resulting  from  untreated 
gestational  diabetes. 

Right-sided  Erb’s  palsy  also  oc- 
curred, but  moderated  under 
therapy  during  the  first  11 
months  of  life.  The  plaintiff 
further  claimed  a winging  of  the 
scapula,  a minor  deformity. 

When  less  than  one  year  old, 
the  baby  suffered  a left-sided 
stroke  unrelated  to  the  other  com- 
plaints. The  stroke  temporarily 
left  the  child  paralyzed  on  the 
right  side. 

The  defense  insisted  that  the 
child’s  weakness  in  the  shoulder 
and  upper  arm  and  inability  to  lift 
the  arm  above  the  shoulder  were 
attributable  to  the  stroke.  A 
weight  gain  of  only  25  pounds 
during  pregnancy  indicates  that 
there  was  no  gestational  diabetes, 
said  the  defense.  The  defense  said 
a rapid  delivery  following  presen- 
tation of  the  head  and  the 
mother’s  lack  of  recollection  of 
any  difficulties  suggest  the 
absence  of  dystocia. 
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A pediatric  neurologist  testified 
for  the  plaintiff  that  the  only 
residual  effects  of  the  stroke  are 
weakness  and  difficulties  with 
fine  motor  skills  and  coordination 
in  the  hand.  The  upper  arm 
problems,  contended  the  expert, 
were  caused  at  birth  and  are 
permanent.  As  evidence,  the 
neurologist  cited  the  absence  of 
any  problem  in  the  area  between 
the  hand  and  the  proximal 
forearm,  which,  the  expert  said, 
would  have  been  affected  by  a 
stroke  that  damaged  the  upper 
arm. 

An  expert  obstetrician-gyne- 
cologist testified  for  the  plaintiff 
that  the  high  birthweight,  history, 
and  known  test  results  indicate 
gestational  diabetes.  Had  this 
condition  been  properly  diag- 
nosed, said  this  expert,  nutrition 
counseling  would  have  resulted  in 
a diet  change  and  lower  birth- 
weight.  Apparently  agreeing,  the 
jury  found  for  the  plaintiff  and 
awarded  $200,000. 

Jaw  surgery.  Surgical  treat- 
ment for  a fractured  jaw  of  a pa- 
tient approximately  50  years  old 
included  wiring  the  jaw  shut. 
After  intubation  at  the  beginning 
of  the  procedure,  the  anesthesi- 
ologist exited  from  the  operating 
room,  leaving  the  patient’s 
anesthesia  care  in  the  hands  of  a 
nurse  anesthetist  for  the  duration 
of  the  lengthy  procedure. 

Afterwards,  while  leading  the 
patient  to  the  post-anesthesia  care 
unit,  the  nurse  anesthetist  ex- 
tubated  him.  The  patient  im- 
mediately went  into  respiratory 
distress,  commenced  choking, 
and  was  unable  to  breathe.  A code 
was  called,  and  emergency  pro- 
cedures were  undertaken,  includ- 
ing cutting  the  jaw  wires  and  re- 
intubation. 

What  subsequently  emerged 
was  that  a tooth  had  broken  loose 
and  entered  the  lung.  The  patient 
spent  six  days  in  critical  care  with 
a chest  tube,  unable  to  roll  over. 
Two  attempts  to  remove  the  tooth 
with  a bronchoscope  were  re- 
quired. 

In  addition,  a tube  eventually 


was  inserted  directly  into  the  lung 
to  treat  a pneumothorax  caused 
by  the  tooth’s  presence.  The  pa- 
tient was  left  with  no  permanent 
injuries  but  a two-inch  scar,  and 
the  memory  of  the  near-death  ex- 
perience, and  the  discomforts  of 
the  subsequent  care.  He  brought 
a malpractice  action  in  New 
Jersey  against  the  anesthesiolo- 
gist, nurse  anesthetist,  surgeon, 
and  assisting  surgeon. 

Testifying  for  the  plaintiff,  an 
expert  anesthesiologist  reasoned 
that  extensive  swelling  occurred 
during  surgery,  and  that  the 
surgeon  and  the  assistant  should 
have  so  advised  the  nurse 
anesthetist,  so  that  intubation 
would  have  been  continued. 

The  defendant  anesthesiologist 
pointed  to  existing  state  and 
hospital  regulations  permitting 
her  to  leave  when  she  did. 

An  expert  anesthesiologist  testi- 
fied for  the  defendant  nurse 
anesthetist,  opining  that  the  tooth 
had  broken  loose  during  the 
initial  intubation,  come  to  rest  on 
the  gauze  surrounding  the  tube, 
and  fallen  into  the  trachea  and 
aspirated  into  the  lung  upon  ex- 
tubation.  The  injury  was  caused, 
said  the  anesthetist,  by  the 
surgeon’s  failure  to  ascertain  and 
warn  him  that  the  tooth  had 
broken  loose. 

The  surgeon  argued  that  the 
tooth  broke  loose  during  the  rein- 
tubation. The  jury  found  negli- 
gence on  the  part  of  the  surgeon, 
the  assisting,  and  the  nurse 
anesthetist  and  apportioned 
responsibility  for  the  injuries  50 
percent,  25  percent,  and  25  per- 
cent, respectively.  The  total 
award  was  a seeminglv  generous 
$200,000. 

Irritable  bowel  syndrome?  A 

man  in  his  50s  presented  to  a 
general  practitioner  six  hours 
after  experiencing  tightness  in  the 
neck,  epigastric  pain  below  the 
left  ribs,  left  arm  pain,  and  ab- 
dominal pain.  The  physician 
diagnosed  irritable  bowel  syn- 
drome. 

The  next  day,  a cardiac  infarct 
was  diagnosed.  The  plaintiff  sued 


the  physician  for  malpractice  in 
New  Jersey,  claiming  that  the 
delay  in  correct  diagnosis  caused 
the  need  for  an  earlier  coronary 
bypass  operation,  an  episode  of 
pulmonary  edema,  and  a more 
sedentary  lifestyle.  Approximately 
30  percent  of  cardiac  functioning 
was  said  to  have  been  lost. 

The  defendant  asserted  that  the 
damage  had  occurred  during  the 
first  six  hours.  He  further  denied 
having  been  told  of  tightness  in 
the  neck.  In  support  of  his  con- 
tentions, he  presented  a written 
summary  of  his  notes,  but  the 
plaintiff  argued  that  the  summary 
was  written  one  and  one-half 
years  after  the  initial  event  and 
were  more  detailed  than  the  in- 
itial records,  rendering  them 
highly  suspect. 

Negligence  was  found  by  the 
jury,  but  the  verdict  also  included 
a finding  that  90  percent  of  the 
damage  occurred  prior  to  presen- 
tation to  the  physician.  The  jury’s 
$500,000  gross  award  for  negli- 
gence was  reduced  accordingly 
by  90  percent. 

Chiropractic  and  priapism. 

While  riding  a bicycle  on  a Sun- 
day morning,  a weekend  athlete 
suffered  a groin  injury  that  ob- 
structed blood  flow.  On  Tuesday 
morning,  afflicted  with  a 
priapism,  the  patient  presented  to 
a chiropractor  because  he  had 
seen  a sign  indicating  that  the 
chiropractor  was  a doctor  of 
medicine.  In  fact,  the  chiroprac- 
tor also  was  a graduate  of  an  off- 
shore medical  school  but  was 
unlicensed  for  medical  practice. 

The  chiropractor  treated  the 
groin  with  ice.  The  patient  even- 
tually learned  that  the  resulting 
scarring,  caused  by  the  improper 
care,  had  rendered  him  perma- 
nently impotent.  At  the  time  of 
the  injury,  the  patient’s  wife  was 
pregnant  with  their  first  child. 

In  a malpractice  action  in  New 
Jersey,  the  patient  and  his  wife 
won  a $500,000  verdict.  □ James 
E.  George,  MD,  JD;  Neil  E. 
Weisfeld,  JD,  MSHyg 
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The  American  Society 
of  Hypertension 

presents 

Advances  in 
Hypertension: 
Integrating  Science 
and  Management 

December  10,  1994 

Marriott  Marquis  Hotel  • New  York,  NY 

A full-day  postgraduate  course  presented 
by  the  faculty  of  The  Cardiovascular  Center, 
Cornell  University,  and  sponsored  by  The 
American  Society  of  Hypertension  to  review 
the  epidemiology,  pathophysiology,  and 
treatment  of  hypertension  and  to  integrate 
this  knowledge  with  current  clinical  issues 
to  provide  the  practicing  physician  with  an 
up-to-date  approach  in  the  diagnosis  and 
treatment  of  hypertension. 

•Pathophysiology  of  hypertension 
•Who  needs  treatment  and  who  does  not? 
•Antihypertensive  drugs:  How  to  select 
the  best  regimen 
•Curable  hypertension 
•Treatment  of  specific  subpopulations 

For  complete  program  information 
or  registration  contact: 

The  American  Society  of  Hypertension 
515  Madison  Ave.,  New  York,  NY  10022 
Tel:  800-373-0715,  Fax:  212-644-0658 


The  American  Society  of  Hypertension  designates 
this  continuing  medical  education  activity  tor  5.5 
hours  in  Category  1 of  the  Physician's  Recogniton 
Award  of  the  American  Medical  Association. 

Supported  in  part  by  an  educational  grant  from 
Zeneca  Pharmaceuticals  Group. 


Supersonic 
patient  charts. 


No  sorting  through  stacks  of  paper. 
No  rewriting  medical  histories  when 
doing  a consultation  or  a hospital 
admission.  No  scrambling  to 
respond  to  a payer’s  request  for 
supporting  documentation. 

SmartClinic. 

Patient  information  collection  and 
reporting  software  for  group  practice 
and  managed  care  settings. 

Call  1-800-66-BERDY  for  a 
free  demo  diskette. 


i MEDICAL  SYSTEMS 
-T  J 

Bringing  New  Technology  to  Traditional  Medicine. 

365  West  Passaic  Street,  Rochelle  Park,  NJ  07662 

Photo:  © Aris  Entertainment,  1991 
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Press  a button. 
Process  a claim. 


Introducing  StatLink™  Available  through  United  Jersey  Bank,  StatLink™  is 
an  on-line,  real  time  electronic  data  interchange  (EDI)  system  that  links  your 
medical  practice  to  healthcare  carriers  around  the  country  StatLink™  allows 
you  to  process  all  your  patients’  insurance  information  in  seconds,  at  the  touch 
of  a button,  saving  you  time  and  money.  It’s  the  fastest  and  easiest  way  to: 


• verify  your  patients’  insurance  eligibility 

• perform  pre-admission  certification 

• submit  clean  insurance  claims 

• check  the  status  of  claims 

• accelerate  your  reimbursement 

• perform  credit  card  and  electronic 
check  authorizations 


r ^ 

SIVT  IJ\k 

V ) 


This  greater  access  translates  into  increased  cash  flow, 
improved  productivity  and  reduced  administrative  IS 

nArtp  \ r\  nn  a A r\  r\  A r\  kAniiP  if  iiai  i c''  t irn  i m f A / * « 


L i i-i-ri  i i i i m n 


costs.  And  as  an  added  bonus,  if  you  sign  up  for 
StatLink™  through  United  Jersey  Bank,  you’ll  get  a free  Business  Checking 
Account  for  one  year. 


For  more  information  about  StatLink™  call  Tom  Ferris  at  (201)  646-5858 
or  Norm  Buttaci  at  (609)  987-3561.  And  start  operating  more  efficiently  today. 


StatLink™  is  a registered  trademark  of 
Cooperative  Healthcare  Networks,  an  Equifax  Company. 
StatLink™  is  a wholly  owned  service  of  CHN  and  is  not 
a product  of  United  Jersey  Bank. 

Member  FDIC. Member  of  LJB  Financial  Corp.,  a financial 
services  organization  with  over  $14  billion  in  assets. 


UNITED 
JERSEY BANK 
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SPECIAL  COMMENTARY 


COMMISSIONER  FISHMAN  TAKES  OATH  OF  OFFICE 


Shown  addressing  the  228th  Annual  Meeting  of  the  Medical  Society  of  New  Jersey 
on  May  1,  1994,  in  Atlantic  City,  Mr.  Fishman  said  he  would  be  an  “honest  broker” 
between  physicians  and  managed  care  companies  (Marty  Lerario,  ®MSNJ). 


On  August  11,  1994,  Len 

Fishman  took  the  oath  of  office  as 
New  Jersey  State  Commissioner  of 
Health  in  an  outdoor  ceremony  in 
Trenton  attended  by  health  policy 
leaders.  New  Jersey  State  Depart- 
ment of  Health  (DOH)  employees, 
and  other  guests. 

During  the  previous  seven 
months,  Mr.  Fishman  served  as 
acting  commissioner  while  legisla- 
tion was  considered  and  adopted 
to  permit  a nonphysician  to  oc- 
cupy the  commissioner's  post. 

The  full  text  of  his  swearing  in 
remarks  follows. 

I feel  a certain  pressure  to  say 
something  memorable  here, 
since  I have  had— more 
than  any  of  the  other  Cabi- 
net appointees  to  whom  you  have 
administered  the  oath.  Gov- 
ernor— a very  long  time  to 
prepare  my  acceptance  remarks. 

While  we  are  gathered  here 
today,  the  United  States  Senate  is 
debating  what  may  well  be  the 
most  important  health  care 
legislation  in  our  country’s  his- 
tory. The  content  of  a final  federal 
bill  remains  uncertain;  indeed, 
whether  Congress  can  even  pass 
health  care  legislation  this  year  at 
all  remains  uncertain.  Still,  most 
of  us  believe  that,  with  or  without 
federal  action,  market  forces 
(already  at  play)  are  changing  the 
health  care  landscape  — drama- 
tically and  irrevocably. 

These  are  historic  times  for 
health  care  in  this  country — and 
thanks  to  the  reforms  we  in  New 
Jersey  already  have  undertaken, 
we  have  begun  to  prepare  for  the 
challenge. 

For  the  past  decade,  1 have 
been  engaged  in  a discussion — 
that  is  a nice  way  to  put  it — with 
DOH  personnel  about  many  is- 
sues, ranging  from  charity  care,  to 
certificates  of  need,  to  bioethics. 


to  long-term  care.  Having  been  an 
outsider  to  DOH  for  these  many 
years,  I have  now  “fallen  through 
the  looking  glass’  and  find  myself 
on  the  inside. 

Indeed,  I think  my  trans- 
formation here  is  fairly  complete: 
a few  weeks  ago  I was  handed  the 
first  complaint  naming  me  as  the 
defendant  in  a lawsuit.  (I  won  t 
say  which  of  my  honored  guests 
here  this  morning  is  the  one  who 
sued  me.) 

Through  good  fortune,  this 
position  of  considerable  authority 
has  been  thrust  into  my  rough 
lap.  And  in  an  effort  to  feel  "big 
enough  for  these  responsibilities, 
I find  myself — even  more  than  is 
usual  for  me — recalling  some 
words  and  sentiments  from  my 
most  beloved  teachers. 

Having  been  named  acting 
commissioner  by  Governor  Whit- 


man, I arrived  at  DOH  on 
January  19,  alone.  It  was  an  odd 
experience,  leaving  my  old  office 
for  the  last  time  and  driving  to 
DOH  as  I frequently  had  done 
over  the  years,  but  this  time  park- 
ing in  the  commissioner’s  space. 
Riding  the  elevator  to  the  8th 
floor,  I walked  past  the  con- 
ference room  (the  point  beyond 
which  I had  only  rarely  traveled), 
introduced  myself  to  my  new 
secretary,  Mary  Lou  Taylor,  and 
entered  the  commissioner  s office. 
From  my  perch  on  the  commis- 
sioners couch,  1 met  with  one 
staffer  after  another,  gradually  ex- 
tending my  sphere  of  influence. 
But  it  was  several  days  before  I 
felt  prepared  to  sit  behind  the 
commissioner’s  desk. 

Though  it  was  several  weeks 
before  I moved  any  of  my  per- 
sonal possessions  into  the  office. 
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As  acting  commissioner,  Mr.  Fishman  listens  at  a press  conference  in 
Newark  on  April  5,  1994,  as  Governor  Christine  Todd  Whitman  urges 
more  widespread  HIV  testing  and  counseling  of  pregnant  women, 
based  on  results  of  a clinical  trial  of  zidovudine  (Denise  Musinski, 
©MSNJ). 


I did,  on  the  second  day  in  my 
new  headquarters,  hang  my 
portrait  of  Abraham  Lincoln. 
(Those  who  know  me  well,  know 
also  Lincoln;  my  wife  and  I even 
named  our  son  after  him.) 

I have  looked  at  this  portrait  of 
Lincoln  a lot,  over  the  last  few 
months,  and  I have  heard  certain 
words  of  his,  in  particular,  over 
and  over.  He  used  to  say — when 
he  engaged  his  adversaries  in 
political  battles,  no  matter  how 
large:  “They  are  what  we  would 
be  in  their  situation.”  “They  are 
what  we  would  be 

I have  thought  of  that  a lot 
these  past  months.  Because  the 
temptation  to  polarize  almost  is 
magnetic — to  see  those  who  take 
issue  with  us  as  obviously  wrong, 
or  ill-motivated,  or  benighted. 


A practical  corollary  of  Lin- 
coln’s sentiment,  for  me,  is  this: 
There  are  hundreds  of  ways  for 
us  to  disagree,  far  fewer  ways  for 
us  to  come  together.  So  we  must 
use  every  ounce  of  our  good  will, 
to  temper  our  debates,  while  we 
search  for  common  ground,  and 
to  treat  everyone — even  our 
adversaries — with  respect.  Espe- 
cially we  in  government  who 
work  for  the  common  weal  and 
are  apt,  sometimes,  to  wrap 
ourselves  in  righteousness. 

Here  at  DOH  we  enjoy  a 
monopoly.  We  are  the  only  place 
to  go  for  many  things — from  a 
copy  of  a birth  certificate  to  a 
certificate  of  need.  We  are  the 
ones  whom  hospitals  must  deal 
with  if  they  seek  a fair  distribu- 
tion of  charity  care.  We  are  the 


ones  with  whom  a poor  woman 
with  small  children  seeking  WIC 
benefits  must  interact.  And  these 
clients,  from  the  powerful  to  the 
meek,  are  “what  we  would  be  in 
their  situation.  From  the  com- 
missioner on  up  to  the  recep- 
tionist at  the  front  desk,  we  need 
to  remind  ourselves:  What  does  it 
feel  like  to  be  standing  before  us, 
in  need  of  our  services  or  help? 
These  are  valued  clients,  not  cap- 
tives nor  adversaries. 

And  in  this  specific  environ- 
ment, of  high  historic  conflict,  in 
which  DOH  has  something  of  a 
reputation  for  oppositionalism,  I 
find  Abe  Lincoln’s  words  to  be 
very  good  company,  an  invaluable 
refrain. 

A well-known  historian  has  said 
of  Lincoln  that  he  was  a rarity  in 
public  life,  because  “so  few  are 
chastened  by  power.’  I have 
always  loved  that  about  Lincoln, 
because  authority  so  dares  us  to 
be  arrogant.  I would  like  this  to 
be  a model  for  all  of  us  in  DOH  — 
to  be  “chastened”  by  our  collec- 
tive authority.  To  remember  that 
public  service  is  about  restraint  as 
much  as  it  is  about  power;  that  it 
is  our  job  to  hear,  and  to  serve, 
as  much  as  it  is  to  lead  or  prevail. 
That  is  what  public  service  is — 
a chastening  of  our  power,  a re- 
membering that  “we”  and  “they” 
are  situational  terms  only,  that 
“they  are  as  we  would  be — 
through  a looking  glass.” 

Two  other  important  teachers 
whom  I have  thought  about  lately 
are  my  parents,  Frieda  and 
Abraham  Fishman,  who  are  here 
today.  As  immigrants,  their  formal 
education  was  cut  off  at  grade 
school  when  they  fled  their 
homes  in  Ukraine  and  Poland, 
and  found  shelter  in  the  United 
States.  They  used  to  talk  to  me 
always  about  the  miracle  of  de- 
mocracy— and  they  talked  to  me 
as  well  about  how  these  blessings 
of  democracy  and  prosperity  are 
not  evenly  or  fairly  distributed  to 
our  citizenry.  They  challenged  me 
to  care  about  these  injustices  and 
to  work  toward  change. 

Of  a final  source  of  wisdom,  I 
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will  only  say  a few  words.  Some 
of  you  know  that  my  wife,  Susy 
Schnur,  is  a rabbi — but  1 must 
confess  that  I do  most  of  my  bible 
study  in  hotel  rooms,  courtesy  of 
Gideon  s.  When  DOH  crises  keep 
me  up  at  night,  I find  the  bible 
to  be  my  best  sleeping  pill. 

A favorite  verse  of  my  mine  is, 
"What  profiteth  a man  if  he 
gaineth  the  world  but  loseth  his 
soul?  Preoccupation  with  daily 
calamities  is  an  occupational 
hazard  of  government  service,  I 
already  have  learned.  It  is  so  easy 
to  lose  sight  of  our  overarching 
objectives  under  the  weight  of  the 
daily  grind.  "To  gaineth  the 
world  but  lose  our  soul  ...  to 
lose  sight  of  the  fundamental 
purpose  of  our  democratic 
endeavor. 

And  so.  I’m  glad,  in  a way,  that 
I take  this  oath  of  office  after 
seven  months  of  on-the-job  train- 
ing. I'm  not  saying  I would  make 
this  a permanent  feature  of  the 
confirmation  process,  mind  you, 
but  I do  value  the  opportunity 
these  months  have  afforded  me  to 
develop  a perspective  on  the 
work  of  DOH,  to  “gaineth  this 
world  enough  so  I can  keep  in 
mind  our  important  soul.  In  this 
I have  been  assisted  immeasur- 
ably by  the  knowledge  and  ex- 
pertise of  my  colleagues,  and 
their  generosity  in  sharing  them 
with  me. 

I would  like  to  take  a few  mo- 
ments to  describe  some  of  the 
health  care  challenges  we  face. 

At  the  heart  of  the  traditional 
mission  of  DOH  is  the  detection 
and  control  of  communicable  dis- 
eases. 

Twenty-two  thousand  New 
Jerseyans  have  contracted  AIDS; 
14,000  of  them  have  died.  More 
than  100  New  Jerseyans  die  of 
AIDS  every  month.  The  epidemic 
is  not  abating.  Our  job,  together 
with  private  sector  AIDS  service 
and  advocacy  agencies,  is  to  con- 
tinue spreading  the  message  of 
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prevention — to  keep  people  from 
getting  HIV — and  to  offer  a con- 
tinuum of  services,  comfort,  and 
support  to  people  with  AIDS. 

As  you  know,  the  conclusion 
that  we  had  beaten  tuberculosis 
(TB)  in  the  United  States  was 
premature.  In  the  mid-1980s,  TB 
began  a comeback,  striking  hard 
at  New  Jerseys  northeastern 
cities,  and  appearing  in  a virulent 
drug-resistant  form.  DOH’s  con- 
centrated response  has  signifi- 
cantly reduced  TB  rates  in  the 
three  New  Jersey  cities  with  the 
highest  case  rates  — Newark, 

Jersey  City,  and  Paterson. 

The  incidence  of  AIDS  and  TB 
in  New  Jersey  underscores  the 
disproportionate  impact  of  many 
health  problems  on  the  state’s 
communities  of  color.  Two-thirds 
of  New  Jersey’s  AIDS  and  TB 
cases  are  among  African-Ameri- 
cans and  Latinos.  Our  public 
health  strategies  will  focus  on 
closing  these  terrible  gaps. 

We  are  in  the  midst  of  momen- 
tous changes  in  the  health  care 
systems  of  our  state  and  nation: 
the  emergence  of  managed  care; 
the  movement  of  400,000  Medi- 
caid beneficiaries  to  HMOs;  the 
reform  of  our  health  insurance 
markets;  and  our  planned  subsi- 
dized insurance  program.  These 
challenges  are  immense,  but  then 
so  are  the  potential  rewards. 

The  Health  Care  Reform  Act  of 
1992  laid  an  excellent  foundation 
for  the  state’s  health  care  system, 
but  our  move  toward  deregulation 
has  corresponding  responsibili- 
ties. Until  we  achieve  truly  uni- 
versal coverage  (something  not 
likely  to  occur  any  time  soon),  we 
will  continue  to  need  charity  care 
subsidies  — targeted  to  those  hos- 
pitals that  deliver  the  most  charity 
care  and  are  least  able  to  shift 
those  costs.  And  we  must  con- 
tinue our  support  for  programs  — 
like  the  federally  qualified  health 
centers  and  Healthy  Mothers, 
Healthy  Babies  program  — that 


are  on  the  front  lines  of  primary 
care  in  our  medically  underserved 
inner  cities. 

Then  there  is  long-term  care  — 
something  that  has  long  been  a 
cause  of  much  importance  to  me. 
It  is  time  for  us  to  expand  the 
options,  to  include,  for  example, 
assisted  living,  and  to  establish 
"one-stop  shopping”  at  the  county 
level  so  seniors  can  get  all  the 
help  they  need — Meals  on 
Wheels,  transportation,  medical 
screening,  and  facility  referrals  — 
all  at  one  place. 

In  all  of  these  endeavors,  we 
will  examine  the  regulatory  role 
of  DOH,  removing  barriers  where 
we  responsibly  can,  and  concen- 
trating our  resources  where  they 
are  most  needed. 

And  we  will  regulate  respect- 
fully— meaning  that  affected  par- 
ties will  be  thoroughly  consulted, 
and  their  advice  carefully  con- 
sidered. 

Governor  Whitman,  you  have 
called  for  government  that  is 
streamlined,  intelligent,  cost  ef- 
fective, and  responsive  to  the  es- 
sential needs  of  all  New 
Jerseyans.  Now  that  I have  been 
at  this  post  for  seven  months,  I 
can  report  to  you  that  we  at  DOH 
welcome  your  challenge.  Under 
your  leadership,  we  are  com- 
mitted to  fundamental  change. 

On  a personal  note,  governor, 
I thank  you  for  your  confidence 
and  the  great  honor  you  have  be- 
stowed upon  me. 

And  in  what  I promise  will  be 
my  final  paragraph,  I give  thanks 
to  my  wife,  Susy,  and  my  chil- 
dren, Anna  and  Lincoln,  who 
have  lent  a part  of  me  to  the  state 
of  New  Jersey.  Lincoln  and  Anna, 
I hope  I do  as  good  a job  keeping 
fresh  for  you  the  miracle  of  de- 
mocracy as  your  Bubby  and  Pop- 
Pop  have  done  for  me.  And  to 
you,  Susy,  go  my  greatest  thanks, 
for  you  always  have  been  my  wis- 
est and  most  inspiring  teacher.  ■ 
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PROSTATE  CANCER 


Nancy  Dawson,  MD;  Nicholas 
Vogelzang,  MD.  New  York,  NY, 
Wiley-Liss,  1994.  Prostate  cancer, 
the  most  common  visceral  malig- 
nancy in  American  men,  currently 
receives  considerable  attention  by 
the  public,  researchers,  and  clini- 
cians. Recent  developments  in 
early  detection  and  treatment, 
and  in  the  understanding  of  basic 
pathophysiology,  have  offered  op- 
portunities and  fueled  contro- 
versies, heightening  awareness  of 
this  entity. 

Despite  its  relatively  short 
length,  Prostate  Cancer  presents 
an  excellent  overview  of  the  sub- 
ject matter.  Early  chapters  review 
historical  developments,  pointing 
the  way  to  a promising  future. 
Appreciation  of  molecular  biology 
and  new  insights  into  the  role  of 
oncogenes  and  tumor-suppressor 
genes  may  predict  new  ap- 
proaches to  prevention  and  thera- 
py- 

Study  of  the  epidemiology  of 
prostate  cancer  provides  clues  to 
environmental  and  dietary  in- 
fluences but  raises  questions 
about  the  clinical  significance  of 
early  diagnosis  and  treatment  in- 
terventions, requiring  further 
study.  Similarly,  the  role  of 
screening  remains  the  target  of 
randomized,  controlled  trials. 

The  use  of  tumor  markers  as 
an  aid  to  early  diagnosis  and 
management  is  explored,  as  are 
pathological  predictors  of  prog- 
nosis, such  as  histologic  charac- 
teristics and  chromosomal  con- 
stitution. Also  considered  is  the 
evaluation  and  development  of 
monoclonal  antibodies  for  both 
diagnosis  and  treatment. 

For  the  patient  with  locally 
confined  prostate  cancer,  tech- 
niques of  radiation  therapy  and 
surgical  management  are  under- 
going refinement.  Alternative 
therapies  for  local  or  locally  re- 


current prostate  cancer,  including 
cryosurgery,  hyperthermia,  and 
laser  techniques,  are  examined. 

New  approaches  to  localized 
prostate  cancer  include  neoadju- 
vant androgen  deprivation  before 
radical  prostatectomy,  a proce- 
dure currently  investigational;  its 
impact  on  long-term,  disease-free 
survival  is  unknown.  Observation 
as  a treatment  option,  especially 
for  older  patients,  continues  to  be 
an  appropriate  alternative. 

Optimal  management  of  pa- 
tients with  stage  Dj  disease  re- 
mains debatable,  in  view  of  the 
lack  of  compelling  evidence  that 
either  aggressive  local  treatment 
or  immediate  hormonal  therapy 
will  delay  death  or  prevent 
symptoms  that  cannot  be 
managed  in  conventional  ways. 
Other  treatment  controversies,  in- 
cluding early  versus  expectant 
therapy,  multiple  options  for 
hormonal  manipulation,  and  the 
handling  of  special  situations, 
such  as  coagulopathies,  spinal 
cord  compression,  and  obstruc- 
tive uropathies,  receive  consider- 
ation. 

Other  areas  of  concern  include 
the  management  of  hormone- 
refractory  prostate  cancer,  the 
role  of  cytotoxic  chemotherapy, 
and  novel  approaches,  such  as 
flutamide  withdrawal  and  the  use 
of  suramin,  a fascinating  com- 
pound once  used  in  the  treatment 
of  sleeping  sickness. 

A later  chapter  deals  with 
radiopharmaceuticals  in  the 
management  of  bone  metastases. 
These  agents  appear  capable  of 
reducing  pain  in  up  to  75  percent 
of  patients. 

Thirty-two  contributors,  repre- 
senting specialists  in  the  fields  of 
urology,  radiation  therapy,  and 
medical  oncology,  emphasize  the 
multidisciplinary  nature  of  pros- 
tate cancer  management.  The 
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book  is  timely  and  well-ref- 
erenced and  provides  a com- 
prehensive, coherent  account  of 
the  current  status  of  prostate 
cancer,  a challenging  disease  that 


SICK  AND  TIRED  OF  FEELING  SICK  AND  TIRED 


Paul  Donoghue,  PhD ; Mary 
Siegel , PhD.  New  York,  NY,  W.W. 
Norton  6-  Company,  1992.  This 
284-page  soft-covered  book  was 
written  by  two  nonphysicians.  In 
the  preface  the  authors  write, 
“We  particularly  hope  that  physi- 
cians, psychologists,  and  all  other 
health  care  providers  will  read 
the  book,  since  people  with 
chronic  illness  are  so  dependent 
on  their  understanding  and  sup- 
port. Rheumatologists,  neurolo- 
gists, and  family  physicians  please 
note — along  with  every  other 
kind  of  healer.” 

Sick  and  Tired  of  Feeling  Sick 
and  Tired  is  easy  to  read.  The  19 
chapters  cover  a variety  of  topics 
including  multiple  sclerosis,  en- 
dometriosis, fibromyalgia,  HIV  in- 
fection, chronic  fatigue  syndrome, 
inflammatory  bowel  disease, 
Lyme  disease,  lupus, 
premenstrual  syndrome,  and 
rheumatoid  arthritis. 


may  serve  as  a paradigm  for  other 
malignancies.  This  book  will  be  of 
value  to  oncologists  and  to 
primary  care  physicians.  □ Alan 
].  Lippman,  MD 


The  diseases  are  chronic,  may 
have  no  cure,  or  may  have  a social 
stigma  attached,  yet  the  patient 
tends  to  look  well  “and  has  even 
learned  out  of  necessity  to  appear 
as  if  everything  were  fine.  Self- 
dislike and  loss  of  self-esteem  re- 
sult, and  this  book  has  its  finest 
pages  in  leading  the  patient  back 
to  being  his  real  self.  Dialogues 
with  real  patients  reveal  mistakes 
made  by  therapists,  physicians, 
and  friends  in  remarks  to  patients. 

There  is  no  textbook  of  medi- 
cine that  covers  this  area  of 
chronic  illness  in  such  detail. 
Some  physicians  arrive  intuitively 
at  dealing  with  the  chronically  ill, 
but  this  book  will  help  teach  this 
skill  to  young  physicians. 

This  book  is  about  patients 
striving  to  be  real  people  under 
trying  circumstances  and  the 
need  for  stress  management.  □ 
Morris  Soled,  MD 
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LETTERS  AND  VIEWPOINTS 


HEALTH  SYSTEM  REFORM 


I am  writing  in  response  to  the 
uly  1994  issue  of  New  JERSEY 
MEDICINE.  I was  very  concerned 
ind  almost  appalled  that  the 
cover  highlighted  “health  care  re- 
form,” and,  indeed,  five  of  the 
sight  articles  carried  the  same 
title. 

For  the  last  18  months,  I have 
been  telling  my  medical  staff, 
hospitals,  county  medical  socie- 
ties, the  Medical  Society  of  New 
Jersey  Board  of  Trustees,  and  the 
American  Medical  Association 
that  the  problem  is  health  system 
reform,  not  health  care  reform. 
We  have  the  best  medical  schools 
in  the  world,  and  the  most 
rigorous,  all-encompassing  post- 
graduate residencies  and  fellow- 
ships. Our  physicians  are  well 
educated  and  superbly  trained, 
and  we  have  the  facilities  and 
technology  to  practice  the  best 
medicine. 

The  problem  lies  with  access 
for  some  patients  and  insurance 
problems  for  other  patients.  And 
even  with  access  problems,  since 
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1986,  if  a person  becomes  ill  or 
suffers,  he  can  go  to  the  emergen- 
cy room  and  he  must  receive 
proper  care — by  federal  law  no 
one  can  be  turned  away. 

It  would  seem  that  reform 
should  address  the  insurance 
inequities  and  those  who  truly 
need  help,  and  not  try  to  revamp 
the  whole  health  industry  and 
health  care  profession. 

The  proposed  answer  to  the 
problem  (health  system)  also 
concerns  me.  To  suggest  that  a 
federal  government,  which  al- 
ready is  bankrupt  and  has  a poor 
track  record  in  the  administration 
of  many  programs,  to  say  nothing 
about  post  office  inefficiency 
despite  constant  increases  in 
postage  rates;  poor  management 
of  the  railroads  when  they  were 
under  federal  control;  and  the 
monumental  waste  (Grace  Com- 
mission Report — 1985)  plus  cur- 
rent activities  and  reports  from 
Mr.  Grace’s  present  group. 
Citizens  Against  Government 
Waste.  The  waste  referred  to  is  in 


the  high  billions  and  the  informa- 
tion is  available  to  every- 
one. To  even  suggest  that  the 
federal  government  be  given  con- 
trol of  one-seventh  of  the 
economy  that  impinges  so  criti- 
cally on  the  medical  profession  is 
not  only  ludicrous  but  extremely 
unwise. 

This  situation  clearly  suggests 
further  socialization  of  our  coun- 
try when  the  rest  of  the  world 
seems  to  be  rejecting  this  type  of 
governance.  We  must  realize  that 
the  more  one  becomes  social- 
ized the  more  a citizen  loses  his 
liberty  to  determine  his  own 
lifestyle,  how  and  where  he  will 
work  and  what  he  will  do  with  his 
earnings,  and  how  he  will  ap- 
proach his  pursuit  of  happiness. 

I remain  deeply  concerned  for 
the  citizenry  of  our  country,  for 
the  doctors,  and  for  our  profes- 
sion, but,  perhaps,  most  of  all  for 
my  children  and  grandchildren. 
□ Edward  A.  Schauer,  MD 
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ry  Ann  Hamburger 


Mary  Ann  Hamburger,  a recent  inductee  to  “Who’s 
Who  In  American  Women”  and  “Who’s  Who  In  The 
East,”  a consultant  to  Wellcare  of  New  York,  an 
advisor  and  recruiter  for  many  area  hospitals,  an 
instructor  for  hospital  sponsored  management 
seminars  and  founder  of  Mary  Ann  Hamburger 
Associates  is  considered  by  many  in  the  medical 
profession  as  the  “specialist’s  specialist.” 

Specifically,  her  work  in  the  medical  field, 
encompassing  nearly  twenty  years  as  an  office 
administrator  and  now  as  a medical  management 
consultant,  has  earned  her  the  highest  regard 
among  those  who  have  utilized  her  unique  and 
specialized  “hands  on”  services.  Recognizing  the 
need  for  a professional  and  complete  service  for 
the  business  side  of  the  medical  practice,  Mary 
Ann  Hamburger  Associates  allows  the  busy 
physician  to  literally  “walk  into  his  or  her  office  and 
begin  to  practice.”  An  additional  department 
added  to  her  unique  service  is  the  brokering  of 
medical  practices. 

The  Mary  Ann  Hamburger  approach  to  this  multi- 
faceted set  up  procedure  is  scientific.  Starting  with 
a preliminary  evaluation  of  her  client,  his  or  her 


individual  needs  are  assessed  and  courses  of 
appropriate  action  are  plotted. 

This  personalized  type  of  service  includes 
everything  from  choosing  a location,  nearest  a 
hospital  where  the  physician’s  area  of 
specialization  is  especially  needed,  to  finding  the 
right  office  space  to  comfortably  accommodate  the 
particular  type  of  practice.  There  will  also  be 
assistance  in  obtaining  medical  equipment, 
furnishings  and  supplies  and  establishing 
applicable  fee  schedules  and  CPT  and  ICD-9 
codes. 

Mary  Ann  Hamburger  Associates  can  be  consulted 
on  every  phase  of  medical  office  management,  in 
addition  to  the  purchase  and  sale  of  medical 
practices.  Utilizing  her  extensive  and  successful 
contacts  with  hospital  administrators,  medical 
societies,  insurance  brokers,  physicians  and 
attorneys,  you  are  guaranteed  an  affordable  and 
precisely  “tailored  to  your  needs”  “start  up”  or 
reorganization  of  existing  facilities.  And  you  will 
receive  24  hour  a day  commitment— making 
absolutely  certain— your  first  days  are  among  your 
best  days. 


When  it  is  time  for  you  to  consult  a specialist  . . . 
Mary  Ann  Hamburger  can  be  reached  by  calling 

201-763-7394 
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EDITOR  S DESK 


ENVIRONMENTAL  MEDICINE 


Environment — the  aggregate  of 
surrounding  things,  conditions,  or 
influences,  especially  as  affecting 
the  existence  or  development  of 
someone  or  something. 

One  synonym  for  environment 
is  “living  condition,  which  seems 
appropriate  for  this  special  issue 
where  the  various  authors  are 
concerned  about  the  protection  of 
the  individual  from  his  surround- 
ings. 

The  New  Jersey  State  Depart- 
ment of  Health  (DOH),  together 
with  the  Agency  for  Toxic 
Substances  and  Disease  Registry 
(created  by  the  Superfund  legisla- 
tion in  1980),  have  been  holding 
a series  of  educational  programs 
for  health  care  professionals.  One 
program,  held  in  Middlesex 
County  in  July  1994,  proved  of 
interest.  It  intended  to  make  the 
participants: 

• More  familiar  with  routes  of 
exposure  from  hazardous  waste 
sites. 

• More  familiar  with  chemicals 
in  those  areas. 

• More  familiar  with  the 
health  effects  of  the  chemicals. 

• Better  able  to  determine 
whether  patients  were  exposed. 

• Able  to  learn  strategies  to 
counsel  patients  about  avoiding 
exposure  to  hazardous  substances. 

• Become  more  familiar  with 
the  governmental  agencies  in- 
volved with  hazardous  wastes. 

DOH  noted  that  there  were 
more  than  100  Superfund  sites 
and  more  than  1,300  other  “en- 
vironmentally complex  waste 
sites  in  New  Jersey,  containing 
a multiplicity  of  contaminants — 
metals,  volatile  organic  com- 
pounds, insecticides,  and  others. 
Monographs  developed  by  the 
Agency  were  exhibited.  There 
were  case  studies  to  aid  primary 
care  providers  in  recognizing 
potential  exposure  to  hazardous 
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materials  and  information  on  how 
to  take  an  exposure  history. 

Four  scenarios  were  included 
as  part  of  the  seminar: 

• A 52-year-old  male  accoun- 
tant with  angina,  probably  secon- 
dary to  pollution  in  the  home 
from  a faulty  furnace. 

• A 52-year-old  male  owner  of 
a commercial  cleaning  service 
with  headaches  and  nausea, 
probably  secondary  to  a chemical 
at  work. 

• A 52-year-old  male,  a retired 
advertising  copywriter,  with  an- 
gina, headache,  and  nausea 
probably  secondary  to  buried 
toxic  chemicals. 

• A 32-year-old  carpenter  with 
peripheral  neuropathy,  anemia, 
and  a variety  of  skin  lesions, 
secondary  to  water  from  an 
artesian  well  contaminated  with 
naturally  occurring  arsenic.  (It 
also  was  noted  that  there  is  little 
agreement  between  governmental 
regulations  and  recommendations 
of  advisory  groups  on  acceptable 
levels  of  arsenic.) 

Preventive  measures  and/or 


therapy  were  established  in  all 
cases. 

This  issue  of  NEW  JERSEY 
Medicine  deals  with  the  effects 
of  occupational  or  man-made 
pollution.  (As  one  of  our  authors 
notes,  despite  all  the  publicity 
about  hazardous  waste  sites,  there 
have  been  relatively  few  adverse 
effects  reported  and  proof  of  ex- 
posure often  is  lacking.)  This 
issue  also  discusses  nonoccupa- 
tional  environmental  factors  and  I 
shall  elaborate  on  some  of  these. 

The  human  body  is  remarkable 
in  its  ability  to  maintain  a relative- 
ly constant  internal  temperature, 
despite  external  variations  rang- 
ing from  -88°C  to  +57°C. 
Survival  at  these  extremes  de- 
pends on  adequate  protection;  be- 
cause of  it,  people  can  live  at  the 
poles,  in  the  mountains,  and  on 
the  deserts.  Shelter  from  sun  and 
wind,  use  of  appropriate  layered 
clothing,  availability  of  stoves,  and 
the  like  can  ward  off  the  effects 
of  cold.  (Most  who  die  in  the  de- 
sert do  so  at  night  from  the  cold, 
which  can  cause  death  in  three 
hours.) 

Excessive  heat  presents  dif- 
ferent problems.  Low  humidity  is 
better  than  high.  Light  clothing  is 
better  than  dark.  Loose,  thin 
clothing,  permeable  to  water,  is 
helpful.  Foil  reflectors  have  their 
use.  Decreased  work  require- 
ments may  be  needed.  Proper 
hydration  is  mandatory.  And  air 
cooling  or  air  conditioning  now  is 
a necessity,  not  a luxury,  in  our 
culture. 

The  effects  of  ionizing  radiation 
have  been  well  documented,  but 
adverse  health  effects  also  are 
ascribed  to  nonionizing  sources. 
Microwave  ovens  have  received 
their  share  of  publicity.  They 
have  been  implicated  in  the  de- 
velopment of  cataracts  and  they 
affected  older  style  pacemakers. 
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Elaborate  fail-safe  mechanisms 
have  been  incorporated  into  the 
design  of  microwave  ovens  to 
avoid  inadvertent  cooking  of 
fingers  and  other  human  parts. 
(The  apocryphal  story  regarding 
the  development  of  microwave 
ovens  refers  to  the  use  of  radar 
in  the  distant  early  warning — 
DEW — line  during  the  cold  war. 
An  airman  accidentally  wandered 
into  the  path  of  the  waves  and 
died  and  was  found  to  have 
cooked  his  internal  organs.) 

The  expanding  uses  of  lasers 
have  produced  parallel  protective 
measures  of  demonstrated  effec- 
tiveness. The  deleterious  effects 
of  ultraviolet  on  the  skin,  both 
benign  and  malignant,  have  been 
the  subject  of  previous  issues.  Do 
electromagnetic  waves  from  high 
tension  wires  produce  disease? 
These  waves  are  produced  by 
televisions,  toasters,  hair  dryers, 
other  electrical  appliances,  and  by 
the  earth  itself.  How  much  of  a 
danger  is  posed?  Is  the  local 
public  outcry  against  antennas  for 
cellular  telephones  sensible  or 
hysterical?  The  National  Cancer 
Institute  is  checking  into  it  and 
the  Scientific  Advisory  Group  on 
Cellular  Telephone  Research  in 
Washington,  DC,  is  monitoring 
various  studies. 

We  would  be  remiss  in  failing 
to  include  natural  geologic  or  geo- 
graphic factors  affecting  health,  as 
exemplified  by  the  arsenic  con- 
tamination of  an  artesian  well. 
Hard  water  has  been  thought  to 
protect  against  arteriosclerosis. 
Fluoride  helps  to  prevent  cavities, 
but  it  can  stain  teeth.  Lack  of 
sunlight  can  lead  to  vitamin  D 
deficiencies.  Lack  of  sunlight  also 
can  produce  seasonal  affective 
disorder  (SAD),  as  portrayed  so 
elegantly  by  Drs.  Nahmias  and 


Karetzky.  And  we  must  note  the 
prevalence  ol  endemic  goiter,  due 
mostly  to  deficiency  of  iodine  in 
the  soil.  It  has  been  predominant 
in  high  mountains  or  areas  far 
from  the  sea.  In  1960,  there  were 
an  estimated  200  million  people 
with  endemic  goiter;  fortunately, 
the  use  of  iodinated  salt  has  re- 
duced the  numbers  considerably. 

The  effects  of  sounds  and 
barometric  pressures  also  are 
noteworthy,  but  shall  have  to 
await  other  venues. 

Mueta  canyon  (hanta)  virus, 
carried  by  the  deer  mouse,  is 
discussed  in  this  issue.  Many 
other  vectors  are  of  importance. 
We  have  many  diseases  trans- 
mitted via  arthropods:  encepha- 
litis, hemolytic  fever,  dengue, 
typhus,  malaria,  leishmaniasis, 
filariasis,  trypanosomiasis,  and 
others;  Lyme  disease  continues  to 
hold  our  special  attention. 

Finally,  let  us  consider  a 
special  insect.  At  a recent  visit  to 
Liberty  Science  Center  at  Liberty 
State  Park,  we  were  reminded 
that  the  honey  bee  is  the  official 
insect  of  New  Jersey,  as  well  as 
of  Maine  and  Utah.  But  many 
nonresidents  and  some  residents 
of  this  state  would  vote  for  the 
mosquito. 

Mosquitos  also  are  Central 
American  Indians  who  live  on  the 
Mosquito  (Miskito)  coast  in  north- 
eastern Nicaragua.  The  Mosquito 
was  an  Italian  anti-tank  rocket 
used  in  World  War  II.  And  a Brit- 
ish bomber  in  that  same  conflict. 
Mosquitoes  is  a novel  written  by 
William  Faulkner  in  1927. 

Most  pertinently,  mosquitoes 
are  members  of  the  family  Cul- 
icidae.  They  are  of  significance  to 
us  because  of  the  need  of  the 
females  to  suck  the  blood  essen- 
tial to  mature  their  eggs. 


The  Anopheles,  the  only  knowr 
carrier  of  malaria,  breeds  in  watei| 
with  heavy  vegetation.  It  also  car-j 
lies  filariasis  and  encephalitis  j 
The  Culex  can  breed  in  almost , 
any  freshwater  body,  including 
standing  polluted  water.  It  carries 
encephalitis  and  filariasis.  It  is  the) 
most  abundant  species  found  in 
the  northern  climes.  The  Aedes  is 
found  in  floodwaters,  rain  pools, i 
and  salt  marshes.  It  carries  yellow5 
fever,  dengue,  and  encephalitis. 
Finally,  there  is  the  special  vari- 
ety, a cross  between  an  insect  and 
a bird,  known  as  the  Jersey 
Skeeter.  Heavy  snows,  slow 
melts,  and  rainy  weather,  once 
again,  have  given  us  the 
(dis)pleasure  of  its  company.  We 
may  have  had  few  cases  of  malaria 
or  encephalitis,  but  the  sounds  of 
slapping  resounded  around  the 
state  this  summer. 

My  thanks  to  the  guest  editors 
and  authors  of  this  special  issue. 
If  you  wish  to  delve  deeper,  read ! 
Critical  Condition : Human  Health 
and  the  Environment,  published 
by  MIT  Press  in  1993.  □ Howard 
D.  Slobodien,  MD 

1 am  1 plus  my  surroundings 
and  if  I do  not  preserve  the 
latter,  1 do  not  preserve  myself. 

Jose  Ortega  y Gasset, 
Meditations  on  Quixote,  1914 

Insects  have/their  own  point/ 
of  view  about/ civilization/ a 

man/thinks  he  amounts/to  a 
great  deal/but  to  a/flea  or  a/ 
mosquito  a human  being  is/ 
merely  something/ good  to  eat. 

Don  Marquis, 

Archy  and  Mehitobel,  1927 
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...Your  patient  could  be  exhibiting  symptoms 
indicating  a sleep  disorder.  We  can  help. 

The  Sleep  Disorders  Institute  staff  includes 
physicians  certified  by  the  American  Board  of 
Sleep  Medicine.  With  locations  throughout  the 
state,  the  center  offers  immediate  access  for 
competent,  experienced  sleep  diagnostics 
services. 

The  Sleep  Disorders  Institute  has  successfully 
worked  with  hundreds  of  referring  physicians, 
by  offering. . . 


fatigue/poor  sleep  quality 


Itf 


insomnia/nighttime  myoclonus 


Professionalism:  For  over  a decade, 
our  staff  has  treated  thousands  of  patients  with 
sleep  disorders  — each  with  the  courtesy  and 
competence  you  would  expect  in  your 
own  office. 

Efficiency:  State-of-the-art  evaluation  tech- 
niques, including  our  home-like  overnight 
testing  center  and  in-home  testing  services.  We 
put  patients  back  in  your  care  in  the  shortest 
possible  time. 

Results:  Scheduling  is  usually  possible  within 
24  hours;  a telephone  report  to  the  referring 
physician  follows  a day  after  the  evaluation;  full 
written  reports  via  fax,  by  hand  or  regular  mail 
as  requested. 


narcolepsy  and  more... 


For  further  information  regarding  the 
Disorders  Institute,  call  our  patient  care 
coordinator  today:  1-800-3  /-533  . 

Now  a Medicare  Participating  Facility! 

The  Sleep  Disorders  Institute  is  a Medicare 
participating  facility  and  accepts  assignment 
for  all  medicare  patients.  In  addition , services 
are  reimbursed  by  all  commercial  carriers  and 
a vast  majority  ofHMO  and  managed  health 
care  programs. 


Sleep 
Disorders 
Institute 


Employee  Leasing  means  a way  to  get  rid  of 
employee  related  headaches  and  paperwork 
without  getting  rid  of  your  employees! 
Leasing  Your  Employees  through  People  Lease 
International  means:  Your  own  Human  Resource 
Department;  Professional  Payroll  Services; 
Employee  Recruiting;  and  Administration  of 
Workers’  Comp.,  Disability  and  Unemployment 
Claims.  Plus,  Your  Employees  get  Top  Benefits! 


For  Innovative  Applications  of  People  and  Technology  ... 
39  Plymouth  Street  Fairfield,  NJ  07004- 1615 
Tel.  201 .808.9033  Ext.  214  • Fax  201  .808.9557 


Are  You  Ready 
for  CLIA  & OSHA? 

Don't  make  costly  mistakes— have 

a qualified  laboratory  professional 

provide  the  help  you  need. 

• Complete  Office  Laboratory  Evaluations  for 
CLIA 

• Laboratory  Procedure  Manual  with  Quality 
Assurance  and  Quality  Control  Plans 

• Technical  Consultant  Maintenance  Plan 

• Complete  Office  Evaluation  for  OSHA  and 
DEP 

• Comprehensive  Safety  Manual 

• Customized  OSHA  Safety  Training  Programs 

• NEW!  Infection  Control  Plan  for  TB 
p*  Authorized  distributor  of  NIOSH 

approved  HEPA  respirators 
is*  Training  and  fit  testing  available 


P.O.L.  CONSULTANTS 

1 1 50  Concord  Drive,  Haddonfield,  NJ  08033 
For  Information  call:  609-428-POLC 
Programs  Serving  Over  500  POL's 
Throughout  New  Jersey 
Kathleen  L.  Voldish,  CLA  (ASCP),  President 
Over  20  Years  of  P.O.L.  Experience 
Don't  wait  until  inspection  day  to  find  out  you  are  not  in 
compliance— our  Clients  Pass  Inspections! 


C0LLE  CTI.OE 

S*E*R*V*I*OE*S 

1-800-532-6666 


Reporting  To:  TRW  • Transunion  • CBI/Equifax 

WE  GUARANTEE  RESULTS! 

k. A 
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GUEST  EDITORIAL 


NEW  JERSEY’S  ENVIRONMENTAL  HEALTH 


Efforts  to  promote  the  health 
and  safety  of  workers  historically 
blossomed  during  the  20th  cen- 
tury, though  knowledge  of  the 
potential  dangers  of  certain  oc- 
cupations dates  back  to  biblical 
days.  More  recently,  nonoceupa- 
tional,  disease-related  environ- 
mental exposures  have  become 
medically  and  politically  ap- 
preciated. The  inter-relationship 
between  the  workplace,  public 
space,  and  the  home  was  brought 
to  political  and  public  awareness 
by  the  “chromium  crusaders  of 
Hudson  County  who  clearly 
showed  the  effects  of  industrial 
contamination  of  the  environment 
on  the  civilian  population.  Studies 
have  consistently  shown,  in  the 
absence  of  obvious  air  pollution 
disasters,  an  increased  risk  of 
dying  on  high  pollution  days, 
which  has  led  to  the  conclusion 
of  a causal  relationship.  From 
analyses  of  mortality  patterns,  the 
deaths  appear  to  be  due  to  ex- 
acerbations of  pre-existing 
cardiopulmonary  conditions.  En- 
vironmental agents  also  cause 
significant  morbidity  through 
damage  of  other  organ  systems. 
For  example,  it  now  is  evident 
that  the  dermatologic  effects  seen 
in  occupational  settings  also  result 
from  environmental,  nonoccupa- 
tional  exposures.  It  is  discomfort- 
ing to  have  to  accommodate  to  the 
growing  realization  that  our 
“space’  is  under  attack  by  in- 
dustrial and  biologic  toxins  and 
that  these  dangers  are  present  in- 
doors as  well  as  outdoors. 

This  issue  is  devoted  to  em- 
phasizing the  various  nonwork- 
related  environmental  toxins 
present  in  our  communities, 
public  buildings,  and  homes. 
These  dangers  arise  from  a variety 
of  sources  including  the  pollution 
caused  by  industrialization,  the 


consequences  of  natural  as  well  as 
man-made  disasters,  and  the  ap- 
parent emergence  of  newly 
pathogenic  organisms  and  the 
phenomena  of  more  familiar  ones 
causing  extended  spectrums  of 
disease.  Attention  also  is  directed 
to  the  increasing  role  of  govern- 
ment regulation  and  investigation 
of  diseases,  both  infectious  and 
noninfectious,  that  more  fre- 
quently are  involving  only  a small 
cohort  of  victims  that  ordinarily 
would  not  be  considered  a threat 
to  the  general  public. 

The  article  on  causative  factors 
of  cancer  in  the  environment 
emphasizes  a growing  body  of 
evidence  indicating  the  im- 
portance of  lifestyle,  personal 
habits,  and  diet  as  contributors  to 
the  increasing  rate  of  cancer  in 
industrialized  countries.  As  the 
dangers  of  primary  and  secondary 
cigarette  smoking  have  become 
firmly  ingrained  in  the  public 
mind,  the  pathogenic  role  ol 
hereditary  factors  in  the  predis- 
position of  individuals  to  cancer 
and  of  genetic  engineering  in  its 
management  are  being  intro- 
duced. In  recent  years,  these 
“sexier”  hypotheses  are  assuming 
equal  stature  if  not  completely 
overshadowing  the  importance  of 
environmental  dangers  particular- 
ly those  due  to  industrial  agents. 
The  potential  health  conse- 
quences of  passive  smoking  also 
is  reviewed  with  regard  to  non- 
pulmonary  disease  and  together 
with  the  problems  of  occupational 
and  industrial  carcinogenic  agents 
contribute  to  the  demand  for  new 
strategies  of  prevention  and  con- 
trol. Perhaps  most  distressing  is 
that  the  potential  for  contamina- 
tion of  our  drinking  water  result- 
ing in  widespread  environmental 
disease  has  become  a growing 
reality. 


There  is  a call  to  reconsider 
primary  prevention  in  controlling 
environmentally  associated  dis- 
ease. The  article  on  contact 
dermatitis  demonstrates  that 
although  primary  prevention 
would  be  the  most  effective  way 
to  reduce  the  incidence  of  allergic 
contact  dermatitis,  the  standard 
exposure  levels  recommended  by 
the  American  Conference  of  En- 
vironmental Industrial  Hygien- 
ists and  the  Occupational  Safety 
and  Health  Administration  are  for 
airborne  exposure  and  the  de- 
velopment of  skin  exposure  stan- 
dards as  well  as  sampling  tech- 
niques have  not  yet  been  de- 
termined. 

The  concepts  and  potential  ad- 
verse consequences  of  ehronobi- 
ology  similarly  are  introduced, 
emphasizing  work-  and  nonwork- 
related  environmental  influences. 
Our  industrialized  society  puts 
continued  stress  on  normal  phys- 
iological constraints  established 
through  ontogeny  for  control  of 
organ  function  and  interaction. 
Natural  biorhythms  serving  these 
functions  must  be  altered  and 
adapted  to  the  demands  of  “west- 
ern civilization.  This  is  not  done 
without  a price  as  clearly  il- 
lustrated by  the  common  ex- 
perience of  jet  lag  but  more  sub- 
tle manifestations  of  desynchrony 
exist  that  disrupt  the  mental  and 
physical  states  of  well  being. 

Finally,  a structure  for  analysis 
is  discussed  as  well  as  specific 
diseases.  The  conclusions  are 
many;  for  physicians  the  lessons 
are  clear  for  not  only  must  we 
understand  the  concept  of  a 
hostile  environment  but  we  also 
must  instruct  others  of  its 
presence  and  consequences.  D 
Monroe  S.  Karetzky,  MD;  Joan 
Leonard  Hudgins,  MD;  and 
Michael  Gochfeld,  MD 
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Dental  Rates  Now  Reduced  By  10  Percent 

A 10%  rate  reduction  on  MSNJ  dental  coverage  follows  two  consecutive  annual  renewals 
with  no  rate  increases.  The  reason?  Good  claims  utilization  of  this  experience-rated  program 

means  favorable  rates  to  you. 


Health  Care  Rates  Now  Renewed  At  No  Change 


And  remember,  that’s  no  change  from  a 10%  rate  reduction  implemented  in  July,  1993. 
Prior  to  that,  renewal  rates  had  remained  unchanged  since  1991.  Again,  good  claims  utilization 
allows  the  MSNJ  Health  Care  Plan  to  consistently  renew  its  commitment  to  lower  premiums. 


Comprehensive  Coverage.  Competitive  Costs.  Provider  Choice. 

You  can  judge  the  MSNJ  Health  Care  and  Dental  Plans  by  their  comprehensive  coverage 
and  competitive  rates.  And  by  their  following.  Our  health  care  and  dental  programs  are  the 
plans  of  choice  for  thousands  of  MSNJ  members.  You  have  total  freedom  in  choosing  hospital 
and  physician  providers,  without  reducing  benefits  for  choosing  one  provider  over  another. 


For  more  information,  please  call 
William  Bloor,  Assistant  Vice  President, 

Donald  F.  Smith  & Associates 

3120  Princeton  Pike,  P.O.  Box  6509,  Lawrenceville,  NJ  08648-0509 
Telephone  (609)  895-1616  (800)  227-6484 

Plans  are  underwritten  by  Blue  Cross  and  Blue  Shield  of  New  Jersey  and  are  not  available  to  residents  of  New  York  State. 

1 DONALD  F SMITH  QJ  ASSOCIATES! 
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Human  health  effects 
associated  with 
hazardous  waste  sites 


W.G.  Johanson,  Jr,  MD,  MPH 


Many  hazardous  waste  sites  contain  chemicals  that  cause 
serious  disease  in  humans.  However,  adverse  effects  are 
uncommon.  Evidence  for  harm  comes  principally  from 
epidemiologic  studies  in  which  proof  of  exposure 
usually  is  lacking. 


Contaminants  in  the  en- 
vironment are  widely 
perceived  as  threats  to 
human  health.  Despite 
this  perception  of  risk,  the 
documented  instances  of  harm 
are  relatively  few.  However,  pa- 
tients often  inquire  about  the  role 
that  an  environmental  factor  plays 
in  health  problems.  Hazardous 
waste  sites  particularly  are  trou- 
blesome in  this  regard  since  their 
existence  in  the  community  and 
their  contents  usually  are  well 
known.  This  article  will  place 
these  concerns  in  perspective, 
using  a selected  review  of  the 
available  studies. 

The  number  of  potential 
hazardous  waste  sites  continues  to 
grow.  Over  31,000  sites  have 
been  reported  and  the  Office  of 
Technology  Assessment  estimates 
that  there  may  be  as  many  as 
439,000  sites.1  Nearly  2,000  sites 
have  been  added  to  the  National 
Priority  List,  the  “Superfund 
sites.  New  Jersey  has  the  dubious 
distinction  of  leading  the  list  with 
112  sites;  New  York  has  84  sites, 
Pennsylvania  has  101  sites,  Cali- 
fornia has  88  sites,  and  Texas  has 
30  sites.  Nationwide,  40  million 
people  live  within  four  miles  of  a 
site  and  4 million  people  live 
within  one  mile  of  a site.2 


HUMAN  EXPOSURE 

Exposure  of  humans  to  the 
toxic  compounds  found  in 
hazardous  waste  sites  can  occur 
by  several  routes  including  inges- 
tion in  food  or  water,  inhalation, 
and  dermal  absorption.  Exposure 
possibilities  at  Superfund  sites 
have  been  characterized  by  the 
Environmental  Protection  Agency 
(EPA)  (Table  1).  While  these 
figures  give  ample  cause  for  con- 
cern, human  exposure  has  been 
shown  to  have  occurred  at  a few 
sites  and  evidence  of  adverse 
health  effects  has  been  sparse. 
For  example,  the  massive  en- 
vironmental contamination  at 
Love  Canal  received  extensive 
media  coverage  and  scientific 
study.  However,  the  only  well- 
substantiated  health  effect  ob- 
served at  this  infamous  site  was 
an  increased  frequency  of  low 
birth  weight  babies.3  It  is  impor- 
tant to  note  that  human  exposure 
rarely  is  documented  in  en- 
vironmental studies,  a factor  that 
is  considered  to  be  a major  weak- 
ness of  this  body  of  research.  Var- 
ious surrogates  of  exposure  usual- 
ly are  used  in  lieu  of  demonstrat- 
ing actual  exposure.  Residence  in 
proximity  to  the  site  probably  is 
used  most  frequently,  due  to  the 


convenience  and  low  cost  of  such 
data.  For  example,  age-adjusted 
mortality  rates  for  12  major 
cancers  were  50  percent  higher 
than  national  averages  in  23  New 
Jersey  municipalities  and  showed 
a strong  correlation  with  the 
presence  of  chemical  toxic  waste 
sites  within  100  miles.4  While  72 
percent  of  the  cancers  with  in- 
creased incidence  involved  the 
gastrointestinal  tract,  a finding 
that  might  suggest  an  ingestional 
route  of  exposure,  measurements 
of  chemical  exposure  were  not 
possible  and  no  attempt  was  made 
to  determine  whether  exposure 
might  have  occurred  in  individual 
patients.  Retrospective  surveys  of 
possible  exposures  or  symptoms 
are  subject  to  several  potential 
biases,  one  of  which  is  termed 
recall  bias,  e.g.  the  surviving 
spouse  of  a patient  who  died  of 
gastric  cancer  might  be  more  like- 
ly to  recall  episodes  of  tainted 
food  or  water  than  the  spouse  of 
someone  who  died  of  a sudden 
myocardial  infarction.  The  magni- 
tude of  recall  bias  in  distorting 
the  results  of  surveys  of  exposure 
or  symptom  reporting  in  relation 
to  environmental  sites  is  not 
known  with  certainty  and  studies 
have  given  conflicting  results. 
Hopwood  and  Guidotti  found  that 
recall  of  symptoms  six  months 
after  an  acute  exposure  differed 
significantly  from  symptoms  re- 
ported immediately  after  the 
event  with  selective  increases  in 
only  certain  symptoms,  support- 
ing the  effect  of  recall  bias.5 
In  contrast,  Hertzman  reviewed 
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Table  1.  Potential  threats  from 

Superfund  sites. 

Contamination 

Frequency 

(%) 

Groundwater 

85.2 

Drinking  water 

73.1 

Soil 

72.1 

Surface  water 

50.4 

Air 

26.0 

Ufeforms  impacted 

Flora 

10.5 

Animals 

7.8 

Humans 

6.6 

medical  records  to  verify  the  com- 
plaints of  subjects  living  near  a 
landfill  in  Hamilton,  Ontario, 
Canada.6  Subjects  living  near  the 
landfill  had  more  symptoms  and 
more  self-reported  medical  con- 
ditions than  a group  of  control 
subjects,  especially  respiratory, 
skin,  and  mood  disorders.  Since 
the  excess  of  these  conditions  re- 
ported by  the  questionnaire  was 
verified  by  chart  review,  the 
authors  concluded  that  recall  bias 
was  not  a major  problem.  Since 
no  measurements  were  made, 
they  hypothesized  that  exposure 
may  have  occurred  by  vapors, 
fumes,  or  particulate  matter 
emanating  from  the  landfill 
through  inhalation  or  dermal 
absorption.  Presumably,  recall 
bias  is  unlikely  when  reporting 
significant  diseases  such  as  cancer 
or  heart  disease,  especially  when 
diagnosed  by  physicians.  That 
presumption  adds  importance  to 
self-reporting  survey  studies  of 
the  prevalence  of  diseases  in  a 
region.  Najem  and  Voyce  found 
an  increase  in  liver  diseases,  birth 
defects,  and  cancer  among  resi- 
dents who  lived  within  three 
blocks  of  a thorium  disposal  site 
in  Wayne,  New  Jersey,  compared 
to  subjects  living  at  least  nine 
blocks  away.7  Use  of  large 
databases,  such  as  the  Congenital 
Malformations  Registry  of  New 
York  State  matched  up  with  the 
site  and  nature  of  waste  sites  in 


the  state,  offers  a relatively  conve- 
nient way  to  search  for  rela- 
tionships in  larger  populations.8 
Gesehwind  reported  a significant 
increase  in  the  relative  risk  of 
congenital  abnormalities  among 
infants  bom  to  mothers  living 
near  waste  sites  with  greater 
potential  for  human  exposure.8 
However,  in  such  studies,  no 
direct  documentation  of  exposure 
is  possible. 

The  presence  of  contaminants 
in  drinking  water  also  has  been 
used  as  a surrogate  of  exposure. 
Exposure  to  volatile  organic  com- 
pounds (VOC)  in  domestic  water 
may  occur  in  several  ways.  Most 
obvious,  of  course,  is  by  drinking 
water  or  by  the  addition  of  water 
during  food  preparation.  Signifi- 
cant concentrations  of  airborne 
VOC  may  be  generated  during 
bathing,  particularly  by  shower- 
ing, leading  to  exposure  by  in- 
halation, in  addition  to  dermal 
absorption.  The  observed  health 
effects  vary  depending  on  the 
compounds  involved.  Contamina- 
tion of  drinking  water  by  carbon 
tetrachloride,  an  established 
hepatotoxin,  in  Hardeman  Coun- 
ty, Tennessee,  was  associated 
with  elevations  in  serum  hepatic 
transaminases,  along  with  a vari- 
ety of  nonspecific  symptoms,  in 
exposed  subjects.2  Since  actual 
exposure  to  substances  in  water 
delivered  to  the  household  may 
vary  substantially  due  to  water 
usage  habits,  these  authors 
carefully  documented  water 
usage,  indoor  concentrations  of 
certain  contaminants,  and  their 
presence  in  urine  samples.  Liver 
enzymes  returned  to  normal  after 
the  use  of  contaminated  water 
ceased. 

In  most  instances,  the  associa- 
tion between  contaminated  water 
and  adverse  health  effects  is 
much  less  clear.  Often,  the  occur- 
rence of  some  disease  raises 
suspicion.  Suspicions  are  height- 
ened if  two  or  three  individuals 
develop  a similar,  or  what  seems 
to  be  a similar,  illness  with  some 
spatial  and  temporal  relation  to 
each  other.  In  one  well-known  ex- 


ample, a cluster  of  childhood 
leukemia  cases  and  the  ensuing 
community  activism  spawned  a 
flurry  of  studies  of  the  community 
water  supply  in  Woburn,  Massa- 
chusetts.9 Although  contamina-  i 
tion  of  the  drinking  water  by 
chlorinated  organic  solvents  for 
some  parts  of  the  city  was  shown, 
the  relationship  of  contaminated 
water  to  the  leukemia  patients 
was  weak  and  the  cluster  re-  I 
mained  unexplained.10  This  pos- 
sible relationship  between  water- 
borne VOC  and  leukemia  was  in- 
vestigated in  New  Jersey  using 
water  sampling  data  from  1984  to 
1985  and  leukemia  incidence 
rates  for  1979  to  1984. 11  It  was 
possible  to  stratify  communities 
based  on  the  magnitude  of  VOC 
contamination.  No  effect  was 
found  in  males  but  the  incidence 
of  leukemia  was  increased  in 
females  living  in  the  highest  ex- 
posure areas,  with  a relative  risk 
of  1.68.  These  data  show  an  as- 
sociation on  a community  level 
but  the  data  cannot  be  used  to 
infer  a cause-and-effect  rela- 
tionship since  it  was  not  dem- 
onstrated that  affected  individuals 
actually  had  been  exposed.  In  ad- 
dition, the  fact  that  the  VOC  data 
were  collected  after  the  period  of 
leukemia  occurrence  is  a potential 
problem.  Trichlorethylene  (TCE), 
one  of  the  most  abundant  VOC 
contaminants,  has  been  im- 
plicated as  a cause  of  congenital 
heart  disease  and  low  birth- 
weight  infants,  in  addition  to 
leukemia.  In  1981,  residents  of 
Los  Paseos,  California,  reported 
to  California  authorities  an  ap- 
parent increase  in  low  birth- 
weight  infants  and  congenital  ab- 
normalities. When  contamination 
of  drinking  water  with  TCE  from 
a nearby  semiconductor  plant  was 
shown,  a health  effects  study 
ensued  that  used  the  suspected 
community  as  the  exposed 
group.12  The  results  showed  that 
there  was  a strong  link  between 
low  birthweights  and  congenital 
abnormalities  and  domestic  water 
contamination.  However,  follow- 
up studies  found  that  a wider 
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population  actually  had  been  ex- 
posed to  contaminated  water; 
hence,  a second  study  was 
performed.  In  the  second  study, 
residents  of  the  newly  identified 
area  with  contaminated  water  ac- 
tually experienced  a lower  than 
expected  rate  of  abnormalities.13 
The  overall  result  was  that  no 
adverse  effect  was  demonstrated 
as  a result  of  exposure  to  con- 
taminated water  in  Los  Paseos. 

A possible  relationship  be- 
tween TCE  and  congenital  heart 
disease  has  been  reported  by 
others  in  different  locales.14  In  ad- 
dition, both  chick15  and  mouse16 
embryos  develop  cardiac  abnor- 
malities if  exposed  to  TCE  early 
in  gestation,  a finding  that  adds 
biologic  plausibility  to  this  rela- 
tionship. Another  factor  that  must 
be  considered  in  epidemiologic 
studies  of  pregnancy  outcomes  is 
that  nearly  25  percent  of  pregnant 
mothers  move  during  pregnancy 
so  that  exposures  may  not  be  what 
they  seem  to  be  from  an  analysis 
of  residence  at  the  time  of  birth.17 

CLUSTERS  OF  CASES 

The  Los  Paseos  experience  il- 
lustrates another  important  point 
for  physicians.  This  and  many 
other  environmental  problems 
have  come  to  light  because  of 
community  concern.  While  clus- 
ter investigation  has  unearthed  a 
number  of  important  environ- 
mental hazards,  the  great  majority 
of  clusters  of  cases  are  due  to 
chance  alone.  The  occurrence  of 
two  or  more  similar  cases  in  close 
spatial  and  temporal  relationship 
to  each  other,  which  must  happen 
occasionally,  is  what  attracts  at- 
tention and  study.  The  hazard  in 
the  ensuing  study  is  that  a sig- 
nificantly increased  incidence  of 
the  condition  will  very  likely  be 
found  simply  because  the  con- 
fluence of  cases  was  unlikely  in 
the  first  place  and  is  very  unlikely 
to  be  present  in  a control  popula- 
tion. The  study,  therefore,  may 
lead  to  an  erroneous  conclusion. 
Epidemiologic  research  that  be- 
gins with  a cluster  of  cases,  not 
a hypothesis,  can  be  misleading 


but  the  department  of  public 
health  is  under  pressure  to  do  just 
that,  as  witnessed  recently  by  the 
push  to  study  the  apparent  in- 
crease in  breast  cancer  on  Long 
Island. 

NONSPECIFIC  SYMPTOMS 

While  serious  diseases  like 
cancer  and  major  birth  defects  ap- 
propriately receive  the  majority  of 
attention  in  relation  to  point 
sources  of  environmental  con- 
tamination, lesser  complaints 
probably  are  much  more  common 
but  their  pathophysiologic  basis  is 
poorly  understood.  Respiratory 
symptoms,  such  as  cough,  short- 
ness of  breath,  recurrent  infec- 
tions, and  epistaxis,  have  been 
consistently  reported  to  occur 
more  frequently  among  people 
who  live  in  proximity  to  haz- 
ardous waste  sites  than  in  con- 
trols.6'1”'20 Somewhat  more  prob- 
lematic are  symptoms  such  as 
“tired  all  the  time,”  dizziness, 
feelings  of  anxiety  or  depression, 
trouble  concentrating,  and  insom- 
nia, that  also  increased  among 
these  groups.  These  symptoms 
are  present  in  a significant 
number  of  individuals  with  no 
known  exposure  to  environmental 
sources  who  have  served  as  con- 
trol subjects  for  these  studies 
(Table  2).  When  asked  to  rate 
their  general  state  of  health,  only 
21.9  percent  of  these  control  sub- 
jects chose  excellent  (Table  3). 
Over  25  percent  thought  their 
general  health  was  fair  or  poor. 
Using  questionnaire  techniques, 
investigators  have  sought  to  de- 
termine whether  psychological 
factors  underlie  these  nonspecific 
complaints.  Not  surprisingly, 
hypochondriacal  individuals  re- 
port more  symptoms;  however, 
this  is  true  for  both  exposed  and 
nonexposed  populations.2"  Resi- 
dents who  live  near  a hazardous 
waste  site  are  no  more  likely  to 
display  hypochondriacal  tenden- 
cies than  are  people  who  live 
elsewhere  so  hypochondriasis 
does  not  appear  to  account  for  the 
excess  symptomatology.  These 
nonspecific  complaints  often 


Table  2.  Prevalance  of  selected 
symptoms  reported  in 
control  populations. 


Symptom 

Prevalence 

(%) 

Nervousness 

33.0 

Always  fatigued  or 

tired 

32.7 

Shortness  of  breath 

21.5 

Chest  pain 

17.6 

Dizziness 

16.5 

Table  3.  Control  subjects  view 
of  their  general  state  of 
health. 


Excellent 

21 .9% 

Good 

52.5% 

Fair 

21.1% 

Poor 

4.5% 

show  a gradient  effect,  meaning 
that  there  is  a progressive  in- 
crease in  symptom  prevalence 
with  proximity  of  residence  to  the 
waste  site.16  Finally,  recall  bias 
has  been  eliminated  in  some 
studies  by  verifying  the  reported 
conditions  through  medical  chart 
auditing."  The  nature  of  the 
symptoms  and  the  gradient  effect 
based  on  residential  proximity  to 
the  site  would  suggest  that  air- 
borne contaminants  are  respon- 
sible but  in  the  great  majority  of 
studies,  air  concentrations  of 
known  toxins  are  no  higher  than 
background  when  measured.  This 
observation  raises  several  possi- 
bilities. It  may  be  that  symp- 
tomatic individuals  are  more 
susceptible  to  very  low  concentra- 
tions of  airborne  contaminants. 
Alternatively,  since  many  sites  are 
associated  with  odors  despite  the 
absence  of  measurable  contami- 
nants, it  may  be  that  the  agent  or 
agents  responsible  for  these 
symptoms  have  not  been  iden- 
tified. 

CONCLUSION 

Environmental  hazards  have 
become  commonplace  in  our 
heavily  industrialized  and  mobile 
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society.  Hazardous  waste  sites 
usually  represent  the  legacy  of  an 
earlier  time  and  have  the  capacity 
to  cause  adverse  health  effects  in 
humans  if  poorly  characterized 
and  managed.  The  EPA’s  Total 
Exposure  Assessment  Technology 
Study  is  useful  when  considering 
environmental  hazards.21 

The  role  of  hazardous  waste 
sites  in  human  disease  needs 
further  investigation.  Individual 
physicians  need  to  be  alert  to  the 
possible  effects  of  the  environ- 
ment on  their  patients.  I 
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Environmental  lung  disease 
in  New  Jersey 

Monroe  S.  Karetzky,  ME 


The  lungs  are  peculiarly  susceptible  to  insults  that  are 
experienced  indoors  and  outdoors,  infectious  and 
noninfectious.  Diagnosis  is  made  through  history  and 
awareness  of  the  increasing  prevalence  and  number  of 
causes  of  environmental  lung  disease. 


The  lungs  are  exposed  to 
high  volumes  of  en- 
vironmental air  (10,000 
L/day),  which  with  its  in- 
nate gases  and  particulate  matter, 
predisposes  them  to  toxic  injury. 
As  particles  fall  below  7 p,  in  size, 
they  penetrate  by  mass  movement 
beyond  the  nasal  passages, 
progressively  deeper  into  the 
lung  and  when  less  than  1 |x,  they 
travel  into  the  alveoli  where 
movement  is  by  diffusion.  Re- 
peated heavy  challenges  over- 
come the  “mucociliary  escalator 
resulting  in  deposition  and  lung 
damage  of  varying  types  and 
severity.  The  biologic  activity 
(plausibility)  of  toxins  are  felt,  in 
part,  to  be  related  to  (causality) 
the  induction  of  free  radicals  (ox- 
idative stress)  in  the  lung. 

Within  the  past  50  years  we 
have  come  to  appreciate  the  role 
ol  outdoor  air  pollutants;  in  the 
past  10  to  20  years,  we  have  noted 
the  role  of  indoor  environments. 
This  paper  will  serve  as  a brief 
introduction  to  the  innumerable 
substances  of  natural  and  domes- 
tic, nonwork-related  origins 
(Table  1). 

OUTDOOR  AIR  POLLUTION 

Chlorine.  Mount  Pinatubo 
erupted  on  June  15,  1991,  releas- 


ing a massive  volume  of  ash  and 
aerosols  into  the  stratosphere,  ac- 
companied by  increases  in  oxides 
of  sulfur  and  nitrogen  and  in 
chlorine  that  occurred  in  ozone- 
destroying  forms,  such  as  chlorine 
monoxide.  Chlorine,  used  as  a 
bleaching  agent  almost  since  its 
discovery  in  1774,  is  an  extremely 
important  but  toxic  halogen  and 
was  made  infamous  from  its  use 
as  a chemical  agent  in  World  War 
I gassing.  Inhalation  continues  as 
a result  of  inadvertent  en- 
vironmental release  especially  in 
the  home  due  to  household  clean- 
ing mishaps.  Chlorine  species  are 
highly  reactive  and  lung  injury 
effects  vary  from  irritation  of  the 
mucus  membrane  to  pulmonary 
edema.  Biological  injury  may  be 
caused  in  its  noncombustible  gas 
form  at  room  temperature  as  well 
as  by  its  derivatives:  hydrochloric 
and  hypochlorus  acids.  Symptoms 
include  cough,  wheezing,  and 
shortness  of  breath  with  rales  and 
rhonchi  found  on  auscultation.  In- 
filtrates may  be  seen  on  x-ray, 
hypoxemia  on  blood  gas  analysis, 
and  restrictive  and/or  obstructive 
patterns  on  spirometry.  Residual 
effects  remain  controversial  as 
well  as  whether  or  not  the  elder- 
ly, smokers,  and  asthmatics  are 
more  prone  to  injury  as  well  as 


if  exposure  leads  to  chronic 
hyper-reactive  airway  disease./ 
With  industry  turning  out  10,00C| 
chlorine  compounds  from  50 
million  tons  of  the  pale  green  gas 
each  year,  its  ubiquitous  presence 
in  industry  is  beyond  the  scope  of 
any  regulatory  body.  Recently,! 
the  environmental  effects  of. 
chlorine,  especially  on  the  ozone 
layer,  have  initiated  a massive 
movement  of  international  scale 
to  study  the  economic  implica- 
tions of  a total  chlorine  ban  on  our 
industrial  society. 

Particulate  matter.  There  have 
been  reports  of  the  association  of 
exacerbations  of  obstructive  air-  i 
ways  disease,  particularly  asthma, 
with  air  pollution  as  defined  by  an 
increase  in  respirable  particulate 
matter  less  than  10  p in  aero- 
dynamic diameter  (PM10)  (Table 
2).  These  reports  have  used  a va- 
riety of  measures  such  as 
absenteeism,  symptom  diaries, 
flow  rate  monitoring,  bronehodi- 
lators,  emergency  room  visits, 
hospitalizations,  and  mortality. 
The  most  disturbing  notation  is 
that  a dose-dependent  relation- 
ship was  evident  at  concentra- 
tions below  current  air  quality 
standards.2  Long-term  all-cause, 
especially  respiratory,  mortality 
rates  also  have  been  shown  by 
epidemiological  studies  to  be  re- 
lated to  particulate  air  pollu- 
tion.,4  A primary  outdoor  source 
for  this  during  the  winter  months 
is  indoor  wood  burning;  this 
reflects  the  toxicity  of  wood 
smoke  as  well  as  local  industrial 
aeroallergen  release,5  which  can 
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Table  1.  Nonoccupational  environmental  lung  disease. 

Outdoor  air  pollution 

• Natural  disasters:  Mount  Pinatubo,  Philippines 

• Industrial  disasters:  Bhopal,  India 

• Industrial  plants:  particulates  (organic  and  inorganic)  and  aeroallergens 

• Weather:  cold,  temperature  inversions  (killer  fogs),  and  photochemical 
smog 

Indoor  air  pollution 

• Home:  household  cleaners,  hairspray,  kerosene  heaters,  gas,  stoves, 
synthetic  fabrics,  insulation,  plywood,  humidifiers,  construction 
materials,  and  subsoil 

• Building:  sick  building  syndrome 

• School:  asbestos 

• Hotel:  Legionella 

• Arena:  ice-hockey  lung  (N02) 

Inhalation 

• Fire  (wood  and  other  fossil  fuels) 

• Vehicle  emission:  hydrocarbons,  NOx 

• Animal  (murine)  vectors:  hantavirus 

Air  travel 

• Inspired  oxygen  concentration 

• Infection:  AFB  and  influenza 

• Air  quality:  temperature,  humidity,  sick  plane  syndrome 


■e  prevented.6  It  is  important  to 
ppreciate  that  both  international 
latural  calamities  and  local  urban 
ources  of  pollution  affect  the 
leighborhood  air  outdoors  and  in- 
loor  air  as  well  since  fine- 
oarticulate  air  pollution  readily 
penetrates  into  buildings.  The 
problems  of  proving  biologic 
pausation  for  particulate  matter, 
as  with  most  pollutants,  is  con- 
troversial and  most  readily  dem- 
onstrable for  asthma.7  There  is  a 
complex  interplay  between  in- 
dependent factors  not  only  the 
commonly  recognized  chemical 
air  pollutants  and  aerobiologic  al- 
lergens but  meteorological  con- 
ditions such  as  wind,  tempera- 
ture, humidity,  and  barometric 
pressure  in  addition  to  the  severi- 
I ty  of  disease,  all  of  which  account 
for  the  well-recognized  seasonal 
1 variations  in  acute  asthmatic 
episodes.89 

INDOOR  AIR  POLLUTION 

Radon.  Radon  has  come  to  be 
viewed  as  a typical  indoor  air 
[ pollutant  since  its  concentration 
within  dwellings  typically  is  two 
to  ten  times  those  in  outdoor  air 
and  varies  inversely  with  the  rate 
of  air  exchange.  It  has  been  esti- 
mated that  10  to  20  percent  of 
observed  lung  cancers  could  be 
radon  induced  and,  for  extreme 
concentrations,  risks  appear  to  ap- 
proach those  percentages,  and  its 
effect  is  multiplicative  with 
cigarette  smoking.  An  open  win- 
dow, however,  has  been  esti- 
mated to  increase  air  exchange  by 
two  to  three  times  the  normal  rate 
and  may  reduce  radon  concentra- 
tion by  50  to  70  percent. 

Legionnaires'  disease.  An  epi- 
demic of  febrile  respiratory  dis- 
ease occurred  in  Philadelphia  in 
July  1976.  Twenty-nine  of  182 
cases  were  fatal  resulting  in 
Legionnaires’  disease,10  perhaps 
the  most  publicized  infection 
spread  by  the  indoor  airborne 
route.11  The  airborne  bioflora  is 
inherently  complex  and  variable 
to  a point  that  defies  quantifica- 
tion. The  majority  of  bioflora  is 
nonpathogenic  and  causes  disease 


only  in  sensitized  people.  Such 
hypersensitivity  pneumonias  in 
residential  abodes  are  well 
documented.  The  most  common 
causes  are  contaminated  forced 
air  heating  systems,  contaminated 
humidifiers,  or  flooding  disasters. 
Common  agents  include  the  ther- 
mophilic actinomycetes  and 
fungal  antigens  and  avian  proteins 
from  pet  birds.  The  ubiquity  of 
potential  offending  agents  and  the 
wide  variety  of  clinical  presenta- 
tions pose  major  obstacles  to 
timely  recognition  and  therapy. 
Patients  with  recurrent  febrile 
pulmonary  problems  not  respond- 
ing to  antibiotics  must  undergo  a 
careful  environmental  history 
with  attention  to  temporal  rela- 
tionships to  exposure  to  etiologic 
agents.  Diagnosis  is  achieved  by 


clinical  presentation,  positive 
serum  precepitins,  and  relief  of 
symptoms  after  avoidance  of 
potential  offending  agents. 

Smoke  and  vapor  inhalation. 
Indoor  air  quality  may  be  com- 
promised by  the  combination  of 
different  pollutants,  contami- 
nants, and  irritants,  including 
second-hand  tobacco  smoke;  or- 
ganic vapors  given  off  by  carpet- 
ing, upholstery,  cleaning  solvents, 
adhesives,  and  paints;  formal- 
dehyde emissions  from  pressed 
wood  cabinetry,  furniture,  shelv- 
ing, and  wall  coverings;  and  out- 
door pollutants  like  motor  vehicle 
exhaust  drawn  inside.  Volatile  va- 
pors include  a complex  collection 
of  organic  compounds,  i.e.  over 
800  reported  in  a study  of  four 
buildings  by  the  Environmental 
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Table  2. 

Particulate  air  pollution  (PM10  ). 

Solid  particles 

Varying  size,  composition,  origin 

Liquid  droplets 

Coarse: 

Particulate  air  pollution  (>2.5  g)  derived  from  soil  and  other 
crustal  materials 

Fine: 

Particulate  air  pollution 

Aerodynamic  diameter  <2.5  g 

Derived  primarily  from  combustion  of  fossil  fuels 

Soot 

Acid  condensates— H2S04 
Sulfates  (SOJ— S02 
Nitrates  (NOx)— N02 

Table  3.  Toxic  agents  in  fire  causing  lung  injury. 

Substance 

Source 

Aldehydes:  Acetalhyde,  acrylic 
aldehyde  (Acrolein),  formaldehyde 

Wood,  cotton,  paper 

Ammonia 

Nylon,  silk,  wool 

Sulfur  oxides 

Oils,  wine,  paper,  bleach 

Chlorine,  phosgene,  hydrogen 
chloride,  methylene  chloride 

Wood,  paper,  cotton,  acrylics, 
polyvinyl,  chloride,  plastics 

Nitrogen  oxides 

Fuel,  chemicals,  celluloid, 
nitrocellulose  fabrics 

Metals 

Batteries,  paint 

Cyanide,  Isocyanates 

Polyurethane,  nylon,  silk,  wool 

Protection  Agency.  Studies  have 
shown  the  concentration  of  all  or- 
ganic volatile  compounds  targeted 
indoors  were  twice  that  of  the 
outdoors  including  private  homes 
and  commercial  and  public  access 
buildings.  Their  importance  is 
suggested  by  mixtures  of  organic 
vapors  that  are  major  components 
of  the  sick-building  syndrome. 

Commercially  available  pro- 
ducts, available  to  unsuspecting 
users,  damage  lungs  in  the 
privacy  of  a person  s home  after 
a person  spends  a day  avoiding 
secondary  smoke  in  public  places, 
e.g.  use  of  hairspray;  while  the 
existence  of  thesaurosis  has  long 
been  debated,  the  acute  effects  of 
inhalation  on  bronchial  patency  as 


reflected  by  reduced  expiratory 
flow  rates,  has  been  well 
demonstrated.12 

Emissions  from  indoor  combus- 
tion sources  include  biomass  and 
fossil  fuels  burned  for  heating, 
cooking,  and  aesthetic  purposes. 
Incomplete  pyrolysis  produces 
gaseous  and  particulate  combus- 
tion byproducts  as  well  as  nitro- 
gen oxides.  Various  reports  have 
focused  on  those  arising  from  gas 
appliances,  kerosene  burners, 
sterno  burners,  and  woodburning 
appliances.  Recently,  even  ex- 
posure to  domestic  wood  fires  has 
been  proposed  to  result  in  in- 
terstitial pulmonary  fibrosis,  e.g. 
cryptogenic  fibrosing  alveolitis.13 

The  major  cause  of  fire-as- 


soeiated  morbidity  and  mortalit 
is  smoke  composed  of  the  prc 
ducts  of  incomplete  combustior  j 
not  thermal  burns  (Table  3).  Th 
gaseous  composition  is  a functioi  L 
of  the  material  burning,  the  avail 
ability  of  oxygen  and  the  tempera 
ture  of  the  fire.  Airway  involve,  ]Ui 
ment  may  extend  proximally  t<  [)e 
the  most  peripheral  lung  unit:  $ 
made  apparent  by  the  develop  $ 
ment  of  the  acute  lung  injury  syn 
drome.14'16  Also  of  importance  i: 
the  appreciation  that  inhalationa 
injury  can  occur  in  the  apparen  ^ 
absence  of  surface  burns  and  thy  j0 
chest  x-ray  may  be  clear  while  tf 
spirometry  may  serve  as  a usefu 
and  sensitive  screening  test  foi  [( 
significant  inhalation  injury  anc 
recovery.17  Symptoms  of  smokt  , 
inhalation,  especially  cough,  con-  ( 
tinue  in  80  percent  of  survivors 
for  two  years  following  the  epi- 
sode and  evidence  of  sustained 
small  airways  dysfunction  persists 
as  well.14  Other  morbidity  fre- 
quently is  apparent,  such  as  reac- 
tive airways  disease,  tracheal 
stenosis,  and  obstructive  lung  dis- 
ease.14'15'17'18 

Muetro  canyon  virus.  A mys- 
terious respiratory  illness  struck  a 
cluster  of  18  persons  and  killed  11 
residents  of  a Navajo  Indian  res- 
ervation in  May  1993. 19  This  was 
caused  by  a new  virus  strain  of 
the  hantavirus  family,  identified 
by  the  use  of  the  polymerase 
chain  reaction,  causing  severe 
pneumonia  (Hantavirus  pulmo- 
nary syndrome)  that  rapidly 
progressed  to  respiratory  failure. 
The  suspected  source  is  the  deer 
mouse  though  other  vector  res- 
ervoirs may  become  apparent  that 
excrete  the  virus  in  its  droppings 
and  urine.  Dry  residue  of  excre- 
tion then  is  transmitted  by  an  in- 
haled aerosol  of  airborne  parti- 
cles. There  is  no  person-to-person 
transmission  but  deer  mice, 
whose  habitat  includes  most  of 
North  America,  are  commonly 
found  in  country  houses  they 
habitate  to  survive  the  winter. 
The  appearance  of  yet  another 
“emerging  virus”  proves  infec- 
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tious  disease  is  not  a thing  of  the 
past. 

Air  travel.  Much  attention  has 
been  given  to  air  travel. 

Pulmonary  physicians  are  con- 
cerned with  smoking  and  regula- 
tions affecting  patients  who  re- 
quire supplementary  oxygen. 

Despite  pressurization  of  aircraft, 
sea  level  pressure  is  not  main- 
tained during  flights  and  this  can 
pose  serious  problems  for  patients 
with  lung  disease.  These  patients 
can  be  readily  identified  and 
treated  with  supplemental  oxygen 
to  correct  hypoxemia.20  More  re- 
cently, other  aspects  of  air  quality 
during  air  travel  have  come  into 
focus  as  airlines  have  reduced  the 
influx  of  fresh  air  on  planes  to 
save  money.  Aircraft  built  before 
the  mid-1980s  provide  cabins 
with  100  percent  fresh  air 
circulated  every  three  minutes. 
The  reduction  of  fresh  air  is  done 
on  newer  planes  that  provide  50 
percent  fresh  air  and  50  percent 
recirculated  cabin  air  renewed 
every  six  or  seven  minutes.  The 
recirculation  system  enables  the 
plane  to  use  less  fuel  to  cool  the 
outside  air  that  is  heated  by  the 
engines.  Passengers  are  exposed 
to  higher  levels  of  carbon  dioxide, 
decreased  humidity,  and  fumes 
from  materials  used  to  construct 
or  clean  the  cabins  as  well  as  to 
the  respiratory  problems  of  other 
passengers.  This  has  been 
blamed,  aside  from  “sick-build- 
ing”  symptoms,  for  episodes  of 
bronchitis  and  flight-related  in- 
fections including  tuberculosis. 
Evidence  for  transmission  to 
passengers  remains  inconclusive 
but  such  a case  has  been  reported 
and  with  the  growing  concern  for 
multidrug  resistant  organisms,  air 
transmission  of  communicable 
diseases  is  a problem  that  de- 
mands attention.21  As  for  the 
symptoms  of  the  sick  plane  syn- 
drome, it  is  worth  noting  that  in- 
creasing ventilation  with  outdoor 
air  did  not  eliminate  symptoms  of 
the  sick  building  syndrome.22  H 


VOL.  91 -NUMBER  10  OCTOBER  1994 


REFERENCES 

1 . Das  R,  Blanc  PD:  Chlorine  gas 
exposure  and  the  lung:  A review. 
Toxicol  Indust  Health  9:439-455, 
1993. 

2.  Schwartz  J,  Slater  D,  Larson 
TV,  et  al.:  Particulate  air  pollution 
and  hospital  emergency  room  visits 
for  asthma  in  Seattle.  Am  Rev  Respir 
Dis  147:826-831,  1993. 

3.  Ostro  B:  The  association  of  air- 
pollution  and  mortality:  Examining 
the  case  for  inference.  Arch  Environ 
Health  48:336-342,  1993. 

4.  Dockery  DW,  Pope  SA  III,  Xu 
X,  Spengler  JD,  et  ah:  An  association 
between  air  pollution  and  mortality 
in  six  U.S.  cities.  N Engl  J Med 
329:1753-1759,  1993. 

5.  Anto  JM,  Sunyer  J,  Rodriguez- 
Roisin  R,  et  ah:  Community  out- 
breaks of  asthma  associated  with  in- 
halation of  soybean  dust.  N Engl  J 
Med  320:1097-1102,  1989. 

6.  Anto  JM,  Sunyer  J,  Reed  CE, 
et  ah:  Preventing  asthma  epidemics 
due  to  soybeans  by  dust-control 
measures.  N Engl  J Med 
329:1760-1763,  1993. 

7.  Forsberg  B,  Stjemberg  N,  Falk 

M,  et  ah:  Air  pollution  levels, 

meterological  conditions  and  asthma 
symptoms.  Eur  Respir  J 6:1109-1 1 15, 
1993. 

8.  Karetzkv  M:  Asthma  in  the 

South  Bronx:  Clinical  and 

epidemiologic  characteristics.  J Al- 
lergy Clin  Immunol  60:383-390,  1977. 

9.  Rossi  OVJ,  Kinnula  VL,  Tienari 
J,  Huhti  E:  Association  of  severe 
asthma  attacks  with  weather  pollen 
and  air  pollutants.  Thorax 
48:244-248,  1993. 

10.  Fraser  DW,  Tsai  TR,  Orens- 
tein  W,  et  ah:  Legionnaires  disease: 
Description  of  an  epidemic  of 
pneumonia.  N Engl  J Med 
297:1189-1197,  1977. 

11.  McDade  J,  Shepard  CC, 
Fraser  DW,  et  ah:  Legionnaires’  dis- 
ease: Isolation  of  a bacterium  and 
demonstration  of  its  role  in  other 
respiratory  diseases.  N Engl  J Med 
297:1197-1203,  1977. 

12.  Zuskin  E,  Bouhuys  A:  Acute 
airway  responses  to  hairspray.  N Engl 
J Med  290:660-663,  1974. 

13.  Ramage  JE  Jr,  Roggli  VL,  Bell 
DY,  Piantadosi  CA:  Interstitial  lung 
disease  and  domestic  wood  burning. 


Am  Rev  Respir  Dis  137:1229-1232, 
1988. 

14.  Fogarty  PW,  George  PJM, 
Solomon  M,  et  ah:  Long-term  effects 
of  smoke  inhalation  in  survivors  of 
the  King’s  Cross  underground  station 
fire.  Thorax  46:914-918,  1991. 

15.  Abdi  S,  Evans  MJ,  Cox  RA,  et 

ah:  Inhalation  injury  to  tracheal 

epithelium  in  an  ovine  model  of  cot- 
ton smoke  exposure:  Early  phase  (30 
minutes).  Am  Rev  Respir  Dis 
142:1436-1439,  1990. 

16.  Thom  SR,  Mendiguren  I,  Van 
Winkle  T,  et  ah:  Smoke  inhalation 
with  a concurrent  systemic  stress  re- 
sults in  lung  alveolar  injury.  Am  J 
Respir  Crit  Care  Med  149:220-226, 
1994. 

17.  Whitener  DR,  Whitener  LM, 
Robertson  KJ,  et  ah:  Pulmonary  func- 
tion measurements  in  patients  with 
thermal  injury  and  smoke  inhalation. 
Am  Rev  Respir  Dis  122:731-739, 
1980. 

18.  Perez-Guerra  F,  Walsh  RG, 
Sagel  SS:  Bronchiolitis  obliterans  and 
tracheal  stenosis:  Late  complications 
of  inhalation  burn.  JAMA 
218:1568-1570,  1971. 

19.  Hughes  JM,  Peters  CJ,  Cohen 

ML,  Mahv  BWJ:  Hantavirus 

pulmonary  syndrome:  An  emerging 
infectious  disease.  Science 
262:850-851,  1993. 

20.  Vohra  KP,  Klocke  RA:  Detec- 
tion and  correction  of  hypoxemia  as- 
sociated with  air  travel.  Am  Rev 
Respir  Dis  148:1215-1219,  1993. 

21.  McFarland  JW,  Hickman  C, 
Osterholm  MT,  MacDonald  KL:  Ex- 
posure to  Mycobacterium  tuberculosis 
during  air  travel.  Lancet  342:112-113, 
1993. 

22.  Menzies  R,  Tamblym  R, 
Farant  JP,  et  ah:  The  effect  of  varying 
levels  of  outdoor  air  supply  on  the 
symptoms  of  sick  building  syndrome. 
N Engl  J Med  328:821-827,  1993. 


Dr.  Karetzky  is  a guest  editor  of  this 
issue;  a member  of  the  Committee  on 
Publication;  and  is  affiliated  with  the 
Department  of  Pulmonary  and  Critical 
Care  Medicine,  Newark  Beth  Israel 
Medical  Center.  Address  reprint  re- 
quests to  Dr.  Karetzky,  Newark  Beth 
Israel  Medical  Center,  201  Lyons  Av- 
enue, Newark,  NJ  07112. 


687 


MEDIBASE  PLUS 
VERSION  5.06 


OUR  PROVEN  MEDICAL  PRACTICE  SOFTWARE 
ATTRACTIVELY  PRICED  AT  $1 ,495.00 

COMPLETE  PRACTICE  MANAGEMENT  SOFTWARE 


WITH  DIRECT  TO  MEDICARE  ELECTRONIC  CLAIMS 

SUBMISSION 


DESIGNED  TO  DRAMATICALLY  IMPROVE  YOUR 

CASH  FLOW 

FREE  ON-SITE  TRAINING 


PRICING 


MEDIBASE  PLUS  SINGLE  USER  SOFTWARE  $1,495.00 


MEDIBASE  PLUS  MULTI-USER  VERSION $2,495.00 


(COMPLETE  SYSTEMS  INCLUDING  DEC  486  COMPUTERS  FOR  UNDER  $4,000) 


MEDIBASE  INC.,  753  BERGEN  BLVD.,  RIDGEFIELD,  NJ  07657 

(201)  313-1700 


688 


NEW  JERSEY  MEDICINE 


Current  concepts  in 
2hronobiology  and 
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Circadian  rhythms  must  be  considered  as  potential  causes  of 
nedical  problems  if  they  are  disrupted.  These  problems  can 
be  treated,  with  drugs,  light,  and  chronotherapeutic 
techniques.  Utilizing  chronobiologic  principles,  some  patients 
may  be  able  to  cope  and  overcome  desynchronization. 


A review  of  the  health  ef- 
fects of  the  environment 
must  include  the  con- 
cepts of  chronobiology. 
This  is  in  recognition  of  the  body 
biorhythms  that  have  been  ob- 
served at  all  levels  of  organiza- 
( tion,  from  the  behavior  of  animals 
aand  insects  to  the  activities  of 
s specific  cellular  enzymes  and 
membrane  receptors.  Medical  sci- 
ence has  just  begun  to  appreciate 
the  influence  of  biorhythms  on 
various  disease  processes  as  well 
as  on  treatment. 

The  focus  of  this  paper  is  the 
biological  effects  of  the  lighting 
environment  under  which  we  live 
and  work.  This  involves  consider- 
ation of  the  seasonal  variations  in 
the  photoperiod  (length  of  day) 
and  daily  schedules  of  indoor 
lighting  since  geography  and 
society  structure  exposure  to  light 
as  to  its  quality,  intensity,  and 
duration. 

Humans  have  an  intrinsic  circa- 
dian rhythm,  a term  coined  in 
1959  to  describe  biological  oscilla- 
tions that  occur  around  the  24- 
hour  clock.1  The  circadian  in- 
terval appears  to  be  determined 
by  the  earth's  rotation  around 
its  axis  while  other  ultradian 
rhythms  (greater  than  a day)  are 
determined  by  the  tracking  of 


photoperiodic  time  (length  of 
daylight)  as  determined  by  the 
earth’s  revolution  around  the  sun. 

SHIFT  WORK 

Approximately  7.3  million 
Americans,  20  percent  of  the 
workforce,  are  involved  in  shift 
work,  chronically  work  at  night, 
or  work  on  rotating  schedules. 
Although  some  people  cope  well, 
the  majority  of  these  workers 
have  problems  adapting,  especial- 
ly to  rotation  night  shift.2  Major 
problems  include  sleep  disorders 
(both  sleep  onset  and  sleep 
maintenance  insomnia  and/or 
hypersomnolence  with  “micro- 
sleeps’ on  the  job),  as  well  as 
somatic  problems  such  as  gastro- 
intestinal complaints  and  cogni- 
tive dysfunction.34  These  prob- 
lems lead  to  deterioration  of 
domestic  life  and  impaired  job 
performance.  Increased  accident 
rates  resulting  in  front-page 
catastrophes  such  as  the  disasters 
of  the  Three  Mile  Island  nuclear 
power  plant,5  the  Chernobyl 
nuclear  power  plant,  and  the 
Bhopal  chemical  plant  have  been 
attributed  to  the  adverse  effects  of 
night  shifts.6 

Circadian  rhythm  desynchro- 
nization plays  a major  role  in  the 
coping  problems  of  shift  work. 


The  associated  social  cues  and 
light  exposure  intended  for  “cor- 
rective’’ shifting  and  entrainment 
of  the  circadian  rhythm  are  insuf- 
ficient. Also,  desynchronization  is 
exaggerated  by  normaliztion  of 
weekend  diurnal  schedules  when 
more  conventional  hours  are  kept 
that  inhibit  rhythm  adjustment. 
Finally,  social  pressures,  such  as 
shopping,  cleaning,  banking,  and 
child  care  often  disrupt  the 
daytime  sleep  of  night  shift  work- 
ers and  interfere  with  sleep 
maintenance. 

Treatment.  The  medical,  psy- 
chological, and  social  problems 
inherent  in  the  existing  shift  rota- 
tion of  the  Great  Salt  Lake 
Mineral  and  Chemicals  Corpora- 
tion were  ameliorated  by  applying 
circadian  principles.7  Shift  rota- 
tions were  performed  weekly  in  a 
“phase  advancing”  (night  to  swing 
to  day)  direction  and  complaints 
of  insomnia  and/or  falling  asleep 
at  work  were  more  common  in 
rotating  workers  than  in  contrast 
to  nonrotators.  Their  jet  lag-like 
symptoms  made  it  appear  as  if 
they  were  repetitively  flying 
across  time  zones.  The  shift  rota- 
tions were  altered  into  a direction 
of  a “phase  delay  (day-evening- 
night)  and  the  time  interval  be- 
tween “change  shifts’  went  to  21 
days.  This  was  done  to  mimic  the 
natural  “phase  delayed  rhythm 
(25  hours)  of  the  circadian 
pacemaker  and  to  allow  enough 
time  for  the  resynchronization  of 
other  circadian  processes,  such  as 
temperature  and  sleep  rhythms, 
which  can  take  up  to  two  weeks.8 


VOL.  91 -NUMBER  10  OCTOBER  1994 


689 


Figure  1.  Subject  being  treated  with  bright  light  utilizing  10,000  lux  lamp. 


Chronobiologists  demonstrated 
improvement  in  worker  satisfac- 
tion, productivity,  and  a subjec- 
tive health  index  as  well  as  a re- 
duction in  personnel  turnover. 

Our  center  assisted  a local 
county  police  department  in 
changing  their  rotating  shift  work 
schedule  to  one  that  took  advan- 
tage of  the  circadian  rhythms.  In- 
stead of  rotating  in  a phase  ad- 
vance direction  every  six  days,  the 
rotation  was  changed  to  every 
three  weeks  in  a phase-delayed 
direction.  Worker  satisfaction  and 
alertness  on  assigned  shifts  im- 
proved and  the  modified  shift 
schedule  was  adapted  on  a 
permanent  basis. 

Rather  than  applying  chrono- 
biologic  principles,  a second  ther- 
apeutic intervention  found  to  be 
successful  in  improving  the 
maladaption  of  night  workers  is 
bright  light  therapy.9 10  Utilizing 
the  sensitivity  of  the  supra- 
chiasmatic  nucleus  to  the  light- 
dark  cycle,  it  has  been  dem- 
onstrated that  bright  light,  when 
presented  at  the  proper  time  in 
the  circadian  cycle,  rapidly  resets 
the  human  biological  clock." 12 
This  was  demonstrated  utilizing  a 
group  of  five  workers  simulating 


night  work.  They  were  exposed  to 
bright  light  (7,000  to  12,000  lux) 
between  0015  and  0745  hours, 
while  a control  group  was  ex- 
posed to  ordinary  room  light  (150 
lux).  Each  group  slept  during  the 
daylight  hours.  The  endogenous 
circadian  temperature  rhythm 
was  utilized  as  a readily  mea- 
surable response  and  dem- 
onstrated a significantly  great- 
er shift  in  the  temperature  nadir 
between  the  first  and  sixth  nights 
in  the  treatment  group  (-9.6 
hours)  as  compared  to  the  control 
group  (1.1  hour).  By  the  sixth 
night,  the  mean  endogenous 
circadian  temperature  nadir  in 
the  treatment  group  occurred  at 
1453  hours  (as  it  would  normally 
occur,  i.e.  during  an  individual’s 
sleep  hours),  reflecting  complete 
circadian  adaptation.  In  contrast, 
the  control  group’s  nadir  occurred 
completely  out  of  phase  at  0331, 
during  their  awake  work  hours. 
Measures  of  performance,  alert- 
ness, and  cognition  also  improved 
after  treatment  whereas  there  was 
no  difference  in  performance  in 
the  control  group  between  the  in- 
itial and  final  night  routines.  A 
single  4-hour  pulse  of  bright  light 
(6000  lux)  between  2400  and  0400 


hours  on  the  first  night  shift  als 
phase  delays  core  body  tempen 
ture  rhythm,  and  is  associate 
with  improvement  in  night  wor 
alertness  and  improved  slee 
quality  during  the  day.10 

DELAYED  SLEEP  PHASE 
SYNDROME 

The  delayed  sleep  phase  syn 
drome  (DSPS)  is  a persistent  in 
ability  to  fall  asleep  until  the  earf 
morning  hours  with  an  inability  t( 
awake  at  conventional  mominj 
times.13  When  allowed  to  sleep 
patients  demonstrate  norma 
sleep  quality,  architecture,  anc 
total  sleep  time  and  will  awaker 
later  in  the  day  spontaneously  anc 
refreshed.  If  awakened  earliei 
than  their  intrinsic  circadian 
pacemaker  desires,  patients  will 
exhibit  sleep  drunkenness  (an  in- 
ability to  attain  full  wakefulness 
for  prolonged  periods  of  time)  and 
excessive  daytime  somnolence 
(EDS). 

The  social  consequences  of  this 
“phase  lag  syndrome”  are  enor- 
mous. School-age  children  and 
adolescents  are  unable  to  awaken 
early  enough  to  attend  the  first 
periods  of  school,  or  will  fall 
asleep  during  early  classes  or  later! 
in  the  day  because  of  sleep  I 
deprivation.  Prior  to  diagnosis, 
patients  often  are  chastised  fori 
being  lazy,  may  be  suspected  of i 
using  illicit  drugs,  or  partying  late 
at  night.  Working  adults  are  at 
risk  for  job  loss  as  tardiness 1 
threatens  employment  status. 
Some  of  these  “night  owls”  have 
adapted  by  working  evening  or 
night  shifts. 

Treatment  for  DSPS  relies  on 
circadian  principles  and  focuses 
on  phase-delay.  This  chrono- 
therapeutic  technique  consists  of 
phase  delaying  the  patient’s 
biological  clock,  such  that  the  pa- 
tient goes  to  sleep  three  hours 
later  each  day  and  is  allowed  to 
sleep  a full  eight  hours,  subse- 
quently awakening  three  hours 
later,  daily.13  After  approximately 
six  to  seven  days  they  move 
around  the  clock  to  a more  social- 
ly acceptable  sleep-wake  sched- 
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Figure  2.  Graphic  example  of  DSPS  with  a typical  good  night  time  (GNT)  and  good  morning  time  (GMT)  of  a patient 
with  innate  delayed  sleep  onset  (SO)  and  its  correction  to  “normal”  with  bright  light  therapy. 


ule,  which  must  be  rigorously 
i adhered  to  in  order  to  be  sus- 
t tained. 

Alternatively,  as  chronotherapy 
often  is  difficult  to  perform,  ap- 
propriately timed  bright  light 
therapy  (Figure  1)  to  reprogram 
(rephase)  such  patients  with 
phase-delayed  circadian  rhythms 
has  become  the  treatment  of 
choice.14  Ten  thousand  to  12,000 
lux  of  light  is  presented  to  the 
patient  for  30  to  60  minutes  after 
their  existing  internal  circadian 
awakening,  which  usually  is  in  the 
late  morning.  The  next  night  the 
patient  is  instructed  to  go  to  bed 
one  hour  earlier,  fall  asleep,  and 
awaken  one  hour  earlier,  again 
using  the  bright  light  upon  awak- 
ening. Bright  light  exposure  in 
the  evening  delays  (shifts  to  a 
later  time)  while  bright  light  ex- 
posure in  the  morning  advances 
(shifts  to  an  earlier  time)  the  un- 
derlying circadian  pacemaker. 
This  daily  phase  advancement 
achieved  with  morning  light  ex- 
posure and  low  levels  of  evening 
light  will  continue  until  the  sleep- 
wake  schedule  becomes  normal- 
ized (Figure  2).  Some  patients  are 


able  to  discontinue  use  of  the 
light,  while  others  require  it  daily 
to  maintain  the  resetting  of  the 
internal  circadian  pacemaker.  A 
similar  approach  has  been  sug- 
gested as  a strategy  for  treating  jet 
lag  following  transmeridian  flight. 

SEASONAL  AFFECTIVE 
DISORDER 

Seasonal  affective  disorder 
(SAD),  also  known  as  winter 
depression,  has  become  a widely 
recognized  psychiatric  disorder 
over  the  past  decade.15  It  affects 
patients  during  the  winter  months 
when  the  duration  of  ambient 
daylight  (photoperiod)  is  short, 
with  an  increasing  prevalence  at 
higher  latitudes.  This  depression 
syndrome  has  been  related  to 
prolonged  nocturnal  melatonin 
peaks,  enhanced  sensitivity  of  pa- 
tients with  depression  to  mela- 
tonin, and  to  other  substances 
such  as  the  serotonin  content  of 
the  hypothalamus  that  also  shows 
a seasonal  variation.16'18  Symp- 
toms of  SAD  include  dysthymia 
(winter  blues)  or  overt  depression 
(but  rarely  suicidal  depression) 


lasting  at  least  60  days  during  the 
winter  months,  a shifting  of  the 
biologic  clock  that  can  mimic 
DSPS,  daytime  fatigue,  and  a 
craving  for  carbohydrates,  often 
with  weight  gain.  The  incidence 
of  SAD  is  three  times  greater  in 
women  than  in  men.19 

Light  therapy  has  been  used 
successfully  in  treatment.20'22 
High  intensity  light  (2,500  to 
10,000  lux)  usually  is  provided  in 
the  morning  since  such  lumina- 
tion  suppresses  melatonin  output, 
thus,  extending  the  photoperiod 
and  resetting  the  biologic  pace- 
maker. A dramatic  antidepressant 
response  usually  is  appreciated  in 
a few  days.  The  euthymic  or 
hypomanic  behavior  typical  of 
summer  induced  in  some  patients 
is  sometimes  of  such  a manic  ex- 
treme that  patients  are  required 
to  diminish  their  exposure  time  or 
light  intensity.19  Some  patients 
may  respond  to  mid-afternoon  or 
evening  light  but  it  appears  less 
effective  or  evening  light  may  be 
too  stimulating  for  some  patients 
who  develop  a sleep-onset  insom- 
nia. Thus,  both  phase  advance  or 
phase  delay  may  cause  affective 
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Figure  3.  Caricature  of  initial  treatment  of  seasonal  affective  disorder  and 
maintenance  therapy  with  bright  light. 


symptoms  and  some  patients  may 
have  to  be  “phase  typed.” 

We  prefer  to  empirically  in- 
itiate early  morning  light  ex- 
posure and  utilize  10,000  lux  for 
45  to  75  minutes  (Figure  3).  Ex- 
posure time  often  is  tapered  and 
patients  are  able  to  maintain  re- 
mission of  symptoms  with  as  little 
as  30  minutes  of  daily  early  morn- 
ing light  exposure.23 

Use  of  artificial  “dawn  light” 
exposure  in  patients  who  are 
sleeping  also  has  met  with  success 
in  reversing  the  symptoms  of 
SAD,  including  a lifting  of  the 
depression  and  phase  advance- 
ment of  the  sleep-wake  cycle.18 

Selective  serotonin  reuptake 
inhibitors  that  increase  serotonin 
concentration  such  as  Prozac® 
(fluoxetine),  Zoloft®  (sertraline), 
and  Paxil®  (paroxetine)  also  may 
alleviate  the  symptoms  of  win- 
ter depression  and  are  being 
evaluated.  H 
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Safe  concentrations 
for  dermal  allergens 
in  the  environment 


Recent  work  studies  have  examined  the  relationship  between 
allergen  dose  per  unit  of  skin  surface  exposed  and  the 
elicitation  of  response  for  chromium.  The  use  of  such  data  to 
arrive  at  levels  in  environmental  contactants  is  discussed  with 
reference  to  soil  contaminated  with  chromium. 


Environmental  causes  of 
allergic  contact  derma- 
titis (ACD)  are  legion  as 
reflected  in  a compen- 
dium by  DeGroot  that  provided 
topical  challenge  concentrations 
for  use  in  patch  testing  for  2,800 
known  contact  allergens.1  Certain 
allergens,  such  as  chromium  and 
nickel,  are  known  to  sensitize 
many  people  and  to  pose  a public 
health  risk  in  the  workplace2  and 
the  general  environment.3  Other 
allergens  like  paraphenvlenedia- 
mine  are  known  to  be  associated 
with  specific  occupational  ex- 
posures.4 

Work-related  skin  disease  is 
common  and  constitutes  a signifi- 
cant social  and  financial  burden  to 
society.5  Allergy  to  common  con- 
taetants  in  the  general  population, 
as  opposed  to  patients  presenting 
with  possible  allergic  contact  al- 
lergy, has  been  studied;  the 
evidence  suggests  that  allergy  to 
common  allergents  like  nickel  is 
likely  prevalent  within  the  gen- 
eral community.11'  Hand  derma- 
titis is  a common  dermatological 
complaint  often  environmentally 
associated  though,  often  not,  al- 
lergic in  origin  but  due  to  the  use 
of  irritants,  like  detergents.8,9 

When  an  individual  develops 
ACD,  usually  of  the  hands,  as  a 


result  of  occupational  exposure, 
the  outlook  for  resolution  is 
guarded.10  While  a precise  causal 
agent  associated  with  the  de- 
velopment of  ACD  may  be  estab- 
lished, secondary  intervention  to 
limit  or  eliminate  exposure  often 
is  associated  with  a continuation 
of  the  skin  disease.  For  this  rea- 
son, primary  prevention  of  the  in- 
duction of  contact  dermatitis 
clearly  would  be  the  most  effec- 
tive way  to  deal  with  ACD  due 
to  environmental  agents,  though 
it  poses  logistic  problems. 

CONTROLLING  SKIN 
EXPOSURE  TO  ALLERGENS 

When  formulating  a practical 
way  to  reduce  the  risk  of  inducing 
contact  allergic  response  to  com- 
mon known  allergens  and  in 
preventing  the  elicitation  in 
previously  sensitized  persons,  one 
is  posed  with  a significant 
challenge  to  health  professionals. 
While  one  might  suggest  limits  to 
the  concentration  of  the  allergen 
in  a specific  media  for  exposure 
periods,  e.g.  an  eight-hour  work 
shift,  akin  to  a threshold  limit 
value  recommended  by  the 
American  Conference  of  Gov- 
ernmental Industrial  Hygienists 
(ACGIH)  for  airborne  exposures, 
one  would  need  dose-response  in- 
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formation  to  derive  threshold 
limit  values  (TLV).  Information 
with  respect  to  the  dose  of  the 
allergen  on  the  skin  (mg/cm2) 
over  a time-weighted  average  ex- 
posure period  would  be  needed. 
This  would  be  similar  to  an  air- 
borne exposure  standard  as  it 
would  be  based  on  exposure 
level,  not  absorbed  dose.  Unlike 
the  workroom  air  standard  where 
personal  or  area  sampling  of 
breathing  space  air  could  be  used, 
one  would  need  a method  for 
measuring  the  dose  of  allergen 
delivered  to  the  skin.  The  stum- 
bling block  to  establishing  such 
standards  has  been  the  lack  of  an 
acceptable  method  for  measuring 
such  exposure  in  a quantitative 
manner.  While  techniques  to 
measure  uptake  of  environmental 
contaminants  by  inhalation  are 
established,  the  methodology  to 
quantify  dermal  uptake  from  en- 
vironmental contact  is  not  well 
established.11  13 

ACGIH  annotates  substances 
where  there  is  the  possibility  of 
significant  uptake  of  a chemical 
through  the  skin.  This  then  is 
used  to  indicate  that  the  worker 
should  minimize  the  amount  of  1 
occupational  cutaneous  exposure  i 
to  the  annotated  chemical.  This  ' 
notation  is  not  a quantitative 
method,  but  a guide  to  the  need 
for  cutaneous  industrial  hygiene 
control  measures. 

RISK  ASSESSMENT 
METHODS  AND  ACD 

The  Environmental  Protection 
Agency  (EPA)  defines  exposure  as 
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contact  with  the  chemical  or 
)hysical  agent.”14'10  For  the  pur- 
)Ose  of  regulation,  the  amount  of 
uch  exposure  is  based  on  the 
nass  of  the  substance  present  in 
he  environment,  which  is  avail- 
ible  for  entry  into  the  body  across 
he  surface  of  the  skin.14  The 
stratum  comeum  offers  approx- 
imately 100  times  the  resistance 
co  penetration  of  substances  like 
simple  electrolytes,  e.g.  hex- 
avalent  chromium,  nickel,  cobalt, 
through  the  skin  than  the  re- 
mainder of  the  dermal  tissue.16 

The  amount  of  the  environ- 
mental chemical  absorbed  also  is 
related  to  the  area  of  the  skin 
exposed  to  the  chemical  and  the 
time  that  it  remains  on  the  skin. 
The  EPA  has  recommended  that 
the  following  skin  surface  area 
guidelines  be  applied  when  ad- 
justing for  skin  surface  area  of 
exposure  in  risk  assessment:  2,897 
cm2  for  children  under  two  years 
of  age,  3,400  cm2  for  children  be- 
itween  ages  two  to  six  years,  and 
2,940  cm2  for  adults.14 

The  surface  area  of  exposure  to 
an  allergen  and  the  dose  per  unit 
(area  are  important  determinants 
i of  whether  ACD  will  be  eli- 
cited.18,19 The  nature  of  this  rela- 
tionship, the  optimal  surface  area 
of  exposure  for  common  en- 
vironmental allergens,  has  yet  to 
be  studied. 

SOIL  CONTAMINATION 

There  is  concern  that  soil  con- 
taminated with  chromium  salts  of 
hexavalent  (Crh  + ) and  trivalent 
(Cr3+)  poses  a risk  to  citizens  with 
pre-existing  ACD  due  to  chro- 
mium. To  address  this  question, 
one  must  consider  how  much  soil 
will  remain  in  contact  with  a 
person’s  skin.  Lepow  suggested 
that  0.5  mg/cm  soil  adheres  to  the 
skin  following  contact.20  Others 
have  estimated  that  skin  soil 
loadings  from  0.33  mg/cm2 
to  2.8  mg/cm2  would  be  ap- 
propriate to  use  for  risk 

1 T 20  22 

assessment  purposes.  1 

The  mass  of  the  chromium  re- 
leased from  soil  and  bioavailable 
for  absorption  determines  the 


actual  mass  available  to  move 
across  the  stratum  corneum  bar- 
rier. Finley  proposed  a rela- 
tionship between  minimal  elicita- 
tion threshold  (MET)  concentra- 
tion of  an  allergen  to  induce  ACD 
on  skin  contact  and  the  soil  con- 
centration expected  not  to  induce 
ACD  on  environmental  exposure 
(Table).22 

When  previously  sensitized 
humans  are  exposed  to  Cr’  + 
under  patch  tests  manufactured 
to  ensure  exposure  to  defined  val- 
idated doses  of  Cr6+  measured  in 
(jLg/cm2,  a log-linear  relationship 
can  be  demonstrated  between 
dose  and  the  proportion  of 
sensitized  persons  exhibiting  an 
allergic  response.  This  curve 
can  be  described  using  sim- 
ple linear  regression  (F  = 13.67, 
P = 0.03)  or  using  a truncated  log- 
normal distribution  (P<0.05).23 

Peltonen  and  Fraki  reported  a 
prevalence  of  Cr6+  ACD  of  2 per- 
cent in  410  men  and  1.5  percent 
for  412  women  tested.24  Most  of 
the  positive  responses  were 
elicited  in  heavily  occupationally 
exposed  workers  who  accounted 
for  10  of  the  14  positive  re- 
sponses. If  one  deletes  this 
population  of  individuals  with  ex- 
aggerated Crb  + exposure  com- 
pared to  the  general  population, 
the  prevalence  of  positive  re- 
sponse was  4 out  of  712,  i.e.  0.6 
percent,  for  this  adult  population; 
this  probably  is  a reasonable 
estimate  of  the  prevalence  of 
Crh+  allergy  in  the  population  at 
large.  It  is  believed  that  such  al- 
lergic responses  to  Crb+  are 
primarily  due  to  exposure  to 
jewelry,  leather,  and  chromium- 
plated  metal  products.  Based  on 
this  estimate,  a 10  percent  VIET 
would  be  expected  to  protect 
99.94  percent  of  the  general 
population  from  exhibiting  a 
response.  Heretofore,  no  en- 
vironmental guidelines  have  been 
established  with  the  objective  of 
preventing  ACD.  Until  agencies 
and  government  evaluate  this 
issue,  a 10  percent  MET  seems 
a reasonable  basis  for  such 
standard. 


The  response  of  children  ex- 
posed in  environmental,  as  op- 
posed to  occupational,  settings  is 
important.  The  frequency  of  ACD 
in  clinical  populations  increases 
with  age  and,  thus,  chromium  al- 
lergy is  less  frequent  in  chil- 
dren.25 The  prevalence  of  positive 
patch  tests  to  potassium  dichro- 
mate 0.5  percent  in  petrolatum 
reported  in  children,  e.g.  1.1  per- 
cent, 1.1  percent,  and  2.4  percent, 
are  lower  than  the  prevalence  in 
adult  populations.20"29  It  seems 
reasonable  to  suggest  that  a 10 
percent  MET  would  be  equally 
reasonable  as  a parameter  to  be 
applied  when  developing  a con- 
centration in  an  environmental 
substance  for  children  as  well  as 
adults.  Based  on  the  studies  con- 
ducted to  date  with  Crb+  in 
adults,  a 10  percent  MET  for  chil- 
dren exposed  to  Cr6^  in  soil 
would  be  0.076  pg/em2  or  0.089 
pg/enr  depending  on  which 
regression  equation  one  applies  to 
the  Crh+  elicitation  data.  This 
percentage  can  be  applied  to  such 
exposure  to  contaminated  soil  in 
the  Hudson  River  Valley  area  of 
New  Jersey. 

If  one  assumes  a soil  adher- 
ence, AF,  of  0.5  mg  of  soil  per 
cm2  of  skin,  that  all  of  the 
Cr6+  is  extracted  into  the 
moisture  on  the  skin  surface,  i.e. 
B = 1.0,  and  uses  the  10  percent 
MET  of  0.076  pg/cm2,  i.e.  0.076 
x 10"3  mg/cm2,  then  the  physician 
arrives  at  a soil  threshold  level  for 
Cr6+  of  152  ppm  (mg/kg  soil). 
These  hypothetical  concentra- 
tions in  soil  are  based  on  an  as- 
sumption of  complete  Cr6^ 
bioavailability  from  the  soil  com- 
ing in  contact  with  the  skin, 
which  is  not  likely  to  be  the  case. 
In  fact,  Finley  demonstrated  that 
for  soil  contamination  levels  of  up 
to  1,240  ppm  of  Cr6+  only  0.1 
percent  is  extracted  using  human 
sweat  under  experimental  con- 
ditions.3" Thus,  a soil  contamina- 
tion level  of  152  ppm  is  a fairly 
conservative  estimate  of  the  level 
of  Cr6+  that  may  be  present  in  soil 
without  posing  a risk  of  inducing 
ACD  in  most  of  the  general 
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Table.  Concentration  of  an  allergen. 

mg  allergen/kg  soil 


ft 


(MET)  x 106 
AFxB 


MET 

AF 

B 

106 


= Minimum  elicitation  threshold  in  mg-allergen/cm2  skin 
= Soil  adherence  factor  in  mg  of  soil/cm2  adhering  to  the  si 
= Bioavailability  in  percent 

= Conversion  factor  to  convert  the  product  to  mg  of  allerge 


Kgm  of  soil 


i i 


population  who  might  come  in 
contact  with  the  soil.  The  MET 
for  Cr3+  in  soil  applying  the  same 
patch  testing  methodology  was 
greater  than  33  |Xg/cm2;  very  high 
levels  of  Cr3+  would  have  to  be 
present  in  the  soil  to  pose  a risk 
of  inducing  ACD  in  persons  al- 
lergic to  Cr6  + . 

Hexavalent  chromium  allergy  is 
an  important  occupational  disease 
and  is  associated  with  marked 
morbidity.31 32  Nickel  is  a common 
sensitizer  and  there  is  evidence 
linking  the  acquisition  of  such 
sensitivity  to  increased  risk  of 
hand  dermatitis  that  is  en- 
vironmentally associated.3334  The 
common  causes  of  sensitization  to 
metals  are  known.  Portland  ce- 
ment accounts  for  many  cases  of 
ACD  due  to  Cr6+.  The  meth- 
odology used  to  establish  the  risk 
in  the  case  of  soil  contaminated 
with  chromium  could  be  applied 
to  wet  cement  and  cement  dust. 
If  one  considers  that  workers  in- 
volved in  cement  finishing  and 
the  manufacture  of  prefabricated 
cement  represent  a known 
population  of  workers  at  high  risk 
with  hours  of  cutaneous  exposure 
daily,  and  if  one  assumes  com- 
plete bioavailability  and  takes  the 
loading  to  be  similar  to  that  of  soil 
contamination,  then  a level  ap- 
proximating that  calculated  for 
soil  Cr6+,  about  150  ppm,  should 
be  protective  of  more  than  90  per- 
cent of  chrome  sensitive  construc- 
tion workers.  Such  a concentra- 
tion would  be  expected  to  reduce 
the  risk  of  ACD  due  to  Cr6+  in 
others  not  yet  sensitized.  Clearly, 
the  matter  of  bioavailability  would 
have  to  be  evaluated  by  examin- 
ing the  extraction  of  Cr6+  from 
wet  and  dry  cement  before  an 
appropriate  bioavailability  factor 
could  be  established.  Similarly,  it 
may  be  reasonable  to  take  the 
loading  value  used  for  soil  for  wet 
or  dry  cement  but  this  needs 
further  investigation.  While  these 
specific  modifiers  would  have  to 
be  worked  out,  the  paradigm  sug- 
gested by  Finley  could  serve  as 
a model  to  determine  an  ap- 
propriate level  of  Cr6+  that  should 


be  recommended  for  Portland  ce- 
ment.22 It  is  possible  to  convert 
Cr6+  in  cement  to  Cr3  + by  adding 
ferric  chloride  to  the  cement.  This 
already  is  a practice  in  the  Nordic 
countries.  Using  the  same  meth- 
odology applied  to  establishing 
the  Cr6+  MET23,  the  MET  estab- 
lished for  Cr3^  is  much  higher 
than  for  Cr6+. 

Thus,  human  dose-response 
data  are  available  for  chromium 
and  can  be  used  once  a modifica- 
tion of  the  approach  recom- 
mended for  soil  can  be  worked 
out.  This  approach  holds  out  the 
possibility  of  developing  stan- 
dards for  the  control  of  chromium 
in  cement  to  the  risk  of  eliciting 
ACD  in  sensitized  cement  work- 
ers and  preventing  the  develop- 
ment of  such  allergy  in  those  not 
yet  sensitized.  Similar  approaches 
are  possible  for  exposures  to  other 
metals  in  other  environmental  cir- 
cumstances such  as  chromium  in 
leather  products  and  nickel  in 
jewelry. 

OTHER  CONTACT 
ALLERGENS 

There  are  many  other  occupa- 
tional and  environmental  al- 
lergens. The  methodology  to  de- 
velop exposure  standards  based 
on  establishing  acceptable  levels 
to  be  present  in  materials  or  in 
substances  containing  them  may 
be  possible.  This  offers  the  op- 
portunity to  engage  in  the 
primary  prevention  of  ACD  to  re- 
duce morbidity  due  to  such  dis- 
ease. 

CONCLUSION 

Recent  developments  in  ana- 
lytical chemistry  and  risk  assess- 


ment methodology,  combine 
with  a better  understanding  of  th 
quantitative  characteristics  ( 
dose  in  the  elicitation  of  ACE 
give  scientists  the  opportunity  t, 
establish  safe  concentrations  ( 
exposure  to  known  allergens  (ex 
pressed  as  dose  per  unit  surfae 
area).  This  information  can  b 
used  in  risk  assessment  to  predic 
the  concentrations  in  commercia 
occupational,  and  environments 
materials  that  would  not  be  ex 
pected  to  elicit  a response  in  th. 
population  of  persons  sensitizer 
to  the  given  allergen.  Thesi 
presumably  safe  concentration 
could  be  validated  in  prospective 
trials.  Having  completed  thesd 
tasks,  it  should  be  possible  to  ef 
fectively  prevent  a portion  of  nev 
cases  of  ACD  by  controlling  th( 
concentration  of  various  allergen: 
in  media  to  which  the  population 
are  exposed.  U 
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The  environment 
and  cancer 
in  New  Jersey 


Tumorigenesis  involves  a complex  series  of  steps.  These  steps 
are  influenced  by  genetic  predisposition  and  by  lifestyle, 
tobacco  and  alcohol  use,  diet,  and  occupation.  The  way  a 
person  chooses  to  or  is  forced  to  live  will  influence  the  risk 
of  developing  cancer. 


Almost  all  diseases  in 
humans  result  from  an 
interaction  between  the 
host  and  one  or  more  en- 
vironmental factors.  Using  the 
term,  environment,  to  include 
specific  external  entities  and  such 
nonspecific  things  as  lifestyle, 
emotions,  and  psychosocial  ex- 
periences, one  might  say  that  all 
human  pathology  is  associated 
with  an  environmental  factor. 
This  is  evident  in  the  process  of 
carcinogenesis  wherein  a normal 
cell  takes  on  the  attributes  of 
cancer,  that  is,  uncontrolled 
reproduction  (immortality),  the 
ability  to  invade  normal  tissue, 
the  ability  to  metastasize,  and  the 
production  of  paraneoplastic  syn- 
dromes. 

We  know  that  the  major  target 
upon  which  most  environmental 
factors  act  to  “cause  cancer  is  the 
DNA  found  in  all  cells.  Almost  all 
things  thought  or  known  to 
“cause”  cancer  share  an  important 
biologic  property;  either  directly 
or  indirectly,  they  can  damage  or 
alter  a cell’s  DNA.  Evidence  to 
support  this  concept  is  as  follows: 
the  existence  of  some  (rare)  forms 
of  cancer  whose  incidence  is 
directly  dependent  on  hereditary 
factors;  a high  incidence  of  cancer 
in  individuals  who  have  an  in- 


herited deficiency  in  their  ability 
to  repair  lesions  in  DNA;  the  in- 
heritance of  several  well-defined 
chromosomal  changes  in  cells  of 
specific  types  of  cancer;  the  ex- 
istence of  a number  of  genes  (on- 
cogenes) that  can  transform 
normal  cells  into  cancer  cells;  and 
the  identification  of  genes  (tumor 
suppressor  genes)  whose  loss  or 
inactivation  leads  to  malignant 
transformation.1 

Current  evidence  suggests  that 
the  development  of  cancer  in- 
volves a series  of  steps.  These 
steps  include  deletion  of  tumor 
suppressor  genes,  the  mutation  of 
proto-oncogenes,  and  other 
chromosomal  aberrations.  An  ex- 
ample of  this  is  shown  in  the  steps 
required  to  proceed  from  a 
normal  colon  cell  to  carcinoma 
(Figure).  In  this  model,  tumor- 
igenesis proceeds  through  a series 
of  genetic  alterations  involving 
tumor  suppressor  genes  and  on- 
cogenes. Thus,  there  is  progres- 
sion from  normal  epithelium  to 
hyperplasia,  polyp,  dysplasia,  and 
villous  formation  ending  in 
carcinoma.2 

Most  of  the  evidence  for  the 
association  of  environmental  fac- 
tors and  cancer  has  come  from 
epidemiologic  studies.  Some  of 
these  associations  are  very  strong; 
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e.g.  smoking  and  lung  cancer,  an< 
almost  certainly  represent  cause 
and-effect  relationships.  Evidene 
for  other  factors  is  not  quite  s< 
strong,  however,  as  laboratory 
and  clinical  science  progress,  ou 
ability  to  understand  how  the  en 
vironment  and  host  interact  t( 
cause  cancer  increases.  Thus,  w( 
now  can  list  several  environmen 
tal  causes  of  cancer  (Table  1).  If 
should  be  noted  that  when  wt 
speak  of  the  environment,  we  in- 
clude a broad  range  of  humar 
experience,  including  lifestyle  as 
well  as  exposure  to  specific 
agents. 

Tobacco.  Tobacco  use  is  the 
environmental  exposure  most 
widely  known  to  be  associated 
with  an  increased  risk  of  cancer. 
Epidemiologic  evidence  indicates 
that  up  to  35  percent  of  human 


Table  1.  Environmental 
causes  of  human  cancer. 

• Tobacco 

• Alcohol 

• Diet 

• Occupation 
9 Viruses 

• Bacteria 

• Parasites 

• Ultraviolet  light 

• Ionizing  radiation 

• Hormones 

• Medications 

• Pollution 

• Lifestyle 
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Figure.  Genetic  changes  and  progression  in  colon  carcinoma  (modified  from  Feuron  and  Vogelstein). 


cancers  in  the  Western  world  may 
be  due  to  the  effects  of  smoking. 
It  has  been  firmly  linked  to 
cancer  of  the  lung,  larynx,  mouth, 
pharynx,  esophagus,  bladder,  and 
pancreas.  In  addition,  there  is 
mounting  evidence  that  smokers 
are  predisposed  to  cancer  of  the 
kidney,  renal  pelvis,  cervix, 
stomach,  and  leukemia. 

Convincing  evidence  now  ex- 
ists that  passive  smoking  is  a risk 
factor  for  carcinoma  of  the  lung. 
Approximately  20  case-control 
studies  have  led  to  the  estimation 
that  nonsmoking  women  married 
to  smokers  have  experienced  an 
excess  risk  on  the  order  of  30 
percent.  Smokeless  tobacco  use 
also  is  a risk  for  cancer  of  the  lip 
and  mouth. 

Alcohol.  Alcohol  has  been  as- 
sociated with  cancers  of  the  upper 
respiratory  and  digestive  tract.  Its 
interaction  with  tobacco  in  caus- 
ing cancer  is  impressive.  The  in- 
cidence of  esophageal  cancer,  for 
instance,  increases  dramatically  in 
smokers  as  alcohol  consumption 
increases.  In  general,  alcohol 
probably  is  involved  in  2 to  4 
percent  of  all  cancer  deaths.  Al- 
eohol’s  association  with  oral, 
pharyngeal,  laryngeal,  and 
esophagus  cancers  has  been  well 
established.  An  association  with 
cancers  of  the  liver,  breast,  colon, 
and  rectum,  although  suspicious, 
has  not  been  clearly  de- 
monstrated. The  increased  in- 
cidence of  cancer  of  the  liver  in 


alcoholics  may  be  due  to  the 
prevalence  of  cirrhosis  and/or 
hepatitis  B in  this  group. 

Diet.  In  1982,  the  Committee 
on  Diet,  Nutrition,  and  Cancer  of 
the  National  Research  Council 
published  a landmark  study  con- 
cerning the  relationship  between 
diet  and  cancer.3  Based  upon 
evidence,  they  concluded  that  it 
was  possible  to  formulate  guide- 
lines for  good  nutritional  practices 
that  might  reduce  the  incidence 
of  cancer.  These  were  sum- 
marized as  follows:  reduce  fat  in- 
take to  30  percent  of  caloric  in- 
take derived  from  fats;  include 
fruits,  vegetables,  and  whole  grain 
cereal  products  in  the  daily  diet; 
limit  the  consumption  of  salt- 
cured,  pickled,  and  smoked  foods; 
limit  the  consumption  of  non- 
nutritive food  additives  that  may 
be  carcinogenic;  continue  re- 
search to  further  identify 
mutagens  that  might  be  found  in 
foods;  and  avoid  the  excessive 
consumption  of  alcoholic 
beverages.4 

At  present,  attempts  to  define 
the  specific  part  diet  plays  in 
cancer  causation  or  prevention 
are  only  speculative.  However,  it 
is  estimated  that  diet  may  be  a 
contributing  factor  to  anywhere 
from  20  to  70  percent  of  cancer 
deaths.5 

The  amount  of  fat  in  western 
society  diets  is  associated  with  the 
incidence  of  carcinoma  of  the 
colon,  breast,  ovary,  prostate,  en- 


dometrium, and  pancreas. 
However  these  correlations  also 
may  be  associated  with  other  dif- 
ferences in  lifestyle  between 
countries  of  high  and  low  in- 
cidence of  specific  cancers.6 

Other  dietary  factors  men- 
tioned as  possible  carcinogens  are 
aflotoxin,  nitrites,  heterocyclic 
amines,  and  increased  caloric  in- 
take. Coffee,  saccharin,  and 
cyclamate  have  not  been  shown  to 
play  a role  in  human  cancers. 

Occupation.  Several  occupa- 
tional exposures  are  associated 
with  an  environmental  risk  of 
cancer;  however,  it  is  estimated 
that  5 percent  of  all  human 
cancers  are  related  to  the  pa- 
tient’s work  experience.  Except 
for  lung  cancer  and  mesothelioma 
(asbestos)  and  bladder  cancer 
(aromatic  amines),  many  occupa- 
tional cancers  are  characterized 
by  high  relative  risks  and  are  rare 
in  the  general  public,  e.g.  vinyl 
chloride  and  angiosarcoma  of  the 
liver.  The  major  significance  of 
the  discovery  of  occupational 
hazards  may  lie  in  their  effect,  at 
lower  levels,  on  the  incidence  of 
cancer  in  the  general  public.7 

Microorganisms.  Represen- 
tatives from  the  entire  gamut  of 
infectious  organisms  have  been 
implicated  in  the  causation  of 
human  cancers  (Table  2). 

Radiation.  Ultraviolet  radiation 
from  sunlight  is  the  major  risk 
factor  for  squamous,  basal  cell, 
and  melanoma  skin  cancer.  It  is 
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Table  2.  Examples  of  infectious  agents  associated  with  cancer. 

Viruses 
EB 

Hepatitis  B and  C 
HIV 

Human  papilloma  virus 
HTLY-! 

HTLY-ll 

Bacteria 

Helicobacter 

Parasites 

Schistosoma  hematobium  Bladder  cancer 
Clonorchis  sinensis  Liver  cancer  (cholangiocarcinoma) 

Malaria  parasite  Lymphoma 


Burkitt’s  lymphoma,  nasopharyngeal 
carcinoma,  Hodgkin’s  disease 

Hepatocellular  carcinoma 

Kaposi  sarcoma,  non-Hodgkin’s 
lymphoma 

Cervix  and  other  anogenital  tumors 
Adult!  cell  leukemia/lymphoma 
Hairy  cell  leukemia 

Stomach  cancer 


interesting  that  recreational  ex- 
posure to  the  sun  seems  to  be 
more  important  in  the  incidence 
of  melanoma  whereas  occupa- 
tional exposures  appear  to  be 
more  closely  related  to  non- 
melanomatous  skin  cancers. 

Although  much  is  known  about 
the  carcinogenic  effects  of  ioniz- 
ing radiation,  it  is  difficult  to 
assess  the  true  effects  of  low-dose 
radiation.  Exposure  to  ionizing 
radiation  may  occur  as  an  occupa- 
tional experience,  as  an  en- 
vironmental pollutant  during  a 
nuclear  power  plant  accident  and 
as  a result  of  an  atomic  bomb 
explosion.  The  therapeutic  use  of 
radiation  has  resulted  in  cancer  in 
infants  when  their  mothers  were 
radiated  prenatally.  Also,  patients 
treated  with  radiation  for  Hodg- 
kin’s disease,  acne,  carcinoma  of 
the  cervix,  and  spondylitis  all 
have  an  increased  risk  of  second 
cancers. 

The  potential  of  radiofrequen- 
cy, microwave  radiation,  or  low 
frequency  electromagnetic  radia- 


tion to  alter  DNA  is  limited  and, 
therefore,  unlikely  to  be  car- 
cinogenic by  any  direct 
mechanisms.  Epidemiologic 
studies  have  not  proved  an  as- 
sociation of  these  forms  of  radia- 
tion exposure  with  cancer. 

Medication,  Endogenous  and 
exogenous  hormones  have  been 
related  to  an  increase  in  cancer 
risk  and  a decrease  in  cancer  risk. 
Thus,  women  who  experience  a 
full-term  pregnancy  before  the 
age  of  20  have  a reduced  risk  of 
developing  breast  cancer  whereas 
nulliparous  women  have  an  in- 
creased risk  of  developing  cancer. 
Similar  examples  can  be  found  in 
the  causation  or  prevention  of 
cancer  by  the  use  of  various 
hormones  either  alone  or  in  com- 
bination. 

An  excess  of  acute  leukemias 
has  been  found  in  patients  treated 
with  alkylating  agents  such  as 
melphalan,  cyclophosphamide, 
and  chlorambucil.  The  use  of  im- 
munosuppressive agents  has  been 
associated  with  the  development 


of  certain  cancers.  This  probabl 
is  due  to  the  activation  of  tumor 
causing  viruses  rather  than 
direct  carcinogenic  action. 

Lifestyle.  It  should  b< 
emphasized  that  the  way  a persoi 
chooses  to  or  is  forced  to  live  wil 
influence  the  risk  of  developing 
cancer.  Thus,  to  smoke  or  not  tc 
smoke,  to  reduce  dietary  fat  oi 
not,  to  eat  more  fruits  and  vegeta- 
bles or  not,  to  delay  pregnancy  oi 
not,  or  to  practice  safe  sex  or  nol 
are  examples  of  such  choices 
However,  poverty,  lack  of  educa- 
tion, and  lack  of  knowledge  oi 
exposure  to  carcinogens  in  water, 
soil,  or  the  atmosphere  are  risk 
factors  that  can  only  be  reduced 
by  societal  action. 

The  environment  as  we  have 
defined  it  plays  an  important  role 
in  cancer  causation  and,  there- 
fore, its  control  is  a major 
problem  for  modern  society.  M 
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Passive  smoking  causes  pulmonary  and  cardiovascular 
disease  in  children  and  adults.  Environmental  exposure  to 
tobacco  smoke  in  the  home  and  in  the  workplace  puts 
nonsmokers  at  risk  and  creates  significant  health  and 
economic  consequences. 


Environmental  tobacco 
smoke  (ETS)  has  multi- 
ple adverse  health  ef- 
fects. ETS  is  a major 
component  of  indoor  air  pollution 
in  the  home,  the  worksite,  and 
public  places.  The  United  States 
Surgeon  General’s  office  has  ad- 
dressed cigarette  smoking  for 
many  years,  first  highlighting  the 
adverse  health  effects  of  ETS  in 
1972.1 

PULMONARY  EFFECTS 

In  a 1992  report,  the  En- 
vironmental Protection  Agency 
(EPA)  acknowledged  the  con- 
tributions of  passive  smoking  to 
the  morbidity  and  mortality  as- 
sociated with  tobacco  use  and, 
along  with  the  International 
Agency  for  Research  on  Cancer 
(IARC),  classified  ETS  as  a 
human  carcinogen.2  It  now  is  be- 
lieved that  there  is  a causal  link 
between  ETS  and  lung  cancer  ac- 
counting for  about  3,000  deaths 
from  lung  cancer  each  year  in 
persons  who  never  were  active 
smokers.3  The  EPA  report  is 
based  on  a number  of  studies  that 
focused  primarily  on  the  observed 
increased  dose-dependent  risk  of 
nonsmoking  women  who  lived 
with  smokers  of  developing  lung 
cancer  in  comparison  to  those 


who  live  in  a smoke-free  home.3 
It  also  is  recognized  that  children 
raised  by  smoking  parents  are  at 
increased  risk  of  lung  cancer  as 
well  as  the  development  or  ex- 
acerbations of  chronic  respiratory 
illnesses.  In  a population-based, 
individually  matched  case-con- 
trolled study  of  191  patients  who 
were  nonsmokers  with  histo- 
logically confirmed  primary  lung 
cancer,  it  was  found  that  house- 
hold exposure  to  25  or  more 
“smoker-years”  during  childhood 
and  adolescence  doubled  the  risk 
of  lung  cancer.4  Smoker-years  of 
exposure  were  calculated  by 
multiplying  the  number  of  years 
the  subject  lived  in  each  resi- 
dence by  the  number  of  smokers 
in  that  residence.  The  authors 
estimated  that  17  percent  of  lung 
cancer  among  nonsmokers  can  be 
attributed  to  high  levels  of  ex- 
posure to  environmental  cigarette 
smoke  during  childhood  and  ado- 
lescence.4 Epithelial  changes,  e.g. 
basal  cell  hyperplasia,  stratifica- 
tion, squamous  metaplasia,  and 
carcinoma  in  situ,  in  the  bronchial 
epithelium  that  have  been  sug- 
gested as  correlates  in  lung 
carcinogenesis,5  also  have  been 
shown  to  link  passive  smoking  to 
lung  cancer  in  an  autopsy  study 
of  283  subjects.6 


ETS  includes  mainstream  (15 
percent)  smoke  (MSS)  and' 
sidestream  (85  percent)  tobaccc 
smoke  (SSS).  The  smoke  exhaled1 
by  the  active  smoker  is  MSS.  The1 
most  significant  exposure  for  the 
nonsmoker  comes  from  the  com-' 
bination  of  smoke  that  diffuses 
through  the  cigarette  paper  and 
SSS,  the  smoke  of  the  smoldering 
cigarettes  between  puffs.  ETS  is 
a mixture  of  aerosols  and  vapors 
for  which  there  is  no  evidence  of 
a safe  threshold  level.  It  includes 
at  least  60  known  carcinogens, 
some  in  higher  concentrations 
than  in  MSS  and  over  4,000  other 
chemicals.7  Its  contents  include 
nicotine,  nitrogen  dioxide,  cya- 
nate,  nitrosamines,  acrolein,  ace- 
tone, formaldehyde,  carbon  mon- 
oxide, and  aromatic  polycyclic 
hydrocarbons.  The  constituents  of 
MSS  and  SSS  are  qualitatively 
similar  but  vary  quantitatively  and 
SSS  is  a greater  source  of  respir- 
able particles  (less  than  2.5|x  in 
aerodynamic  diameter).  Particles 
of  this  size  are  poorly  filtered  by 
the  upper  respiratory  tract  and 
easily  reach  the  most  peripheral 
portions  of  the  lung. 

Exposure  to  ETS  in  children  is 
associated  with  a decline  in 
pulmonary  function,  growth  re- 
tardation, and  exacerbations  of 
chronic  respirator)7  illness;  in 
adult  life,  this  results  in  the  ac- 
celeration of  cardiovascular  dis- 
ease. Importantly,  ETS  adds 
synergistically  to  the  adverse 
pulmonary  effects  of  such  rec- 
ognized toxic  agents  as  asbestos, 
cadmium,  and  radon.  It  has  been 
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estimated  that  every  year  ETS 
causes  150,000  to  300,000  eases  of 
bronchitis  and  pneumonia  in  chil- 
dren and  asthma  attacks  in  more 
than  twice  that  number.3  Indeed, 
the  most  clearly  documented  en- 
vironments indicating  graded 
adverse  effects  of  ETS  on 
pulmonary  function  and  the  in- 
cidence of  lower  respiratory  tract 
infections  are  the  uterine  for  the 
fetus  and  the  home  for  the 
child.89  Rubin  found  that  passive 
exposure  to  ETS  adversely  af- 
fected the  growth  and  health  of 
children  with  cystic  fibrosis.10 
Rubin  studied  43  children,  56 
percent  from  homes  with 
smokers,  upon  entry  to  summer 
camp,  and  after  two  weeks  in  the 
smoke-free  environment.  He 
found  a dose-dependent  rela- 
tionship between  the  number  of 
cigarettes  smoked  per  day  in  the 
home  and  the  severity  of  disease 
assessed  by  the  rate  of  hospitaliza- 
tion, peak  expiratory  flow  rate, 
and  measures  of  growth  and 
nutrition.  During  the  two  weeks 
of  camp,  there  was  a significant 
weight  gain  among  the  children 
from  homes  with  ETS  exposure. 

Recently,  the  findings  that 
passive  smoking  causes  more  fre- 
quent and  severe  asthma  attacks 
in  children  based  on  question- 
naires were  substantiated,  show- 
ing a dose-response  pattern  using 
urine  cotinine  as  a biological 
marker  of  exposure  to  cigarette 
smoke.11  However,  it  remains  dif- 
ficult to  demonstrate  adverse 
physiological  effects  from  acute, 
as  compared  to  chronic,  ETS  ex- 
posure.12 The  effects  of  ETS 
on  the  risk  of  non-neoplastic 
respiratory  diseases  in  nonsmok- 
ing adults  have  been  even  more 
difficult  to  clarify.2  Acute  irrita- 
tion especially  of  the  upper  air- 
ways particularly  is  difficult  to 
evaluate  because  symptoms  are 
subjective.  Persons  with  respira- 
tory illnesses  can  experience  ex- 
acerbations when  exposed  to 
ETS.  Bascom  conducted  a study 
of  upper  respiratory  tract  ETS 
sensitivity  in  ETS-sensitive  sub- 
jects. She  demonstrated  a symp- 


tomatic and  physiologic  response 
to  challenge  with  tobacco  in 
sensitive  subjects  that  persisted 
for  20  minutes  after  cessation  to 
exposure.13  Similarly,  few  studies 
are  available  in  adults  in  contrast 
to  children,  indicating  a rela- 
tionship between  airway  hyper- 
reactivity and  bronchospasm  to 
ETS  in  asthmatics.  A rapid 
decline  in  lung  function  has  been 
demonstrated  in  adult  patients 
with  airway  hyper-reactivity 
when  acutely  exposed  to  SSS  for 
a brief  two-minute  period.14 

Though  early  studies  have 
failed  to  show  long-term 
physiological  effects,  more  recent 
studies  using  more  sensitive 
parameters  of  distal  (small)  air- 
ways function  have  showed  a 
dose-response  relationship  in 
nonsmoking  women  homemakers 
according  to  the  magnitude  of 
their  husbands  tobacco  smoking, 
as  well  as  in  nonsmokers  exposed 
to  cigarette  smoke  in  the  work- 
place.15 Other  studies  also  have 
revealed  an  increased  incidence 
of  bronchitis  and  emphysema  and 
a higher  mortality  from  respira- 
tory diseases  among  ETS-exposed 
subjects  than  among  unexposed 
nonsmokers.16 

CARDIOVASCULAR 

EFFECTS 

Secondary  passive  smoking  has 
significant  adverse  extrapul- 
monary  effects  on  the  gastro- 
intestinal tract17  and  on  cerebral 
function1819  but,  most  important, 
are  those  effects  affecting  the 
cardiovascular  system.  It  current- 
ly is  felt  that  adequate  documen- 
tation exists,  clearly  establishing  a 
relationship  between  ETS  and 
the  occurrence  of  ischemic  heart 
disease.2021  The  much  greater 
prevalence  of  arteriosclerotic 
cardiosvascular  disease  than 
carcinoma  of  the  lung  greatly 
magnifies  the  impact  of  involun- 
tary smoking  on  the  public.  Thus, 
a never-smoker  has  a significantly 
increased  risk  of  developing  and 
dying  from  coronary  artery  dis- 
ease living  with  a smoking  spouse; 
the  risk  could  be  as  great  as  30 


percent.22  The  biological  basis  for 
ETS  causing  heart  disease  in- 
cludes the  ability  to  increase 
serum  fibrinogen  levels  and 
platelet  aggregation,  damage  to 
the  arterial  endothelium,  and 
enhancement  of  the  formation  of 
atherosclerotic  plaques  perhaps 
related  to  its  effect  of  lowering 
high-density  lipoprotein  choles- 
terol levels. 

Involuntary  smoking  has  been 
associated  with  acute  cardio- 
vascular effects  and  worsening  of 
angina  pectoris.  This  is  at- 
tributable to  the  increased  cardiac 
work  necessitated  by  or  directly 
due  to  the  reduced  oxygen  de- 
livery because  of  the  effects  of 
carbon  monoxide  on  the  oxygen 
dissociation  curve  through  its 
high  affinity  for  hemoglobin  as 
well  as  the  accompanying  de- 
crease in  oxygen-binding  ca- 
pacity. Unlike  the  peripheral 
circulation,  there  is  no  extractable 
reserve  of  oxygen  in  the  coronary 
circulation  and  the  rate  of  blood 
flow  must  be  increased.  This  is  a 
limited  capability  in  patients  with 
coronary  disease.  Passive  smoking 
in  patients  with  clinically  stable 
angina  increases  heart  rate  and 
systolic  and  diastolic  blood 
pressure  at  rest,  and  decreases  ex- 
ercise duration  before  onset  of 
anginal  pain.23  Exposure  to  an  at- 
mosphere with  50  ppm  carbon 
monoxide  for  two  hours  may  re- 
sult in  a carboxyhemoglobin  level 
in  the  range  of  3 percent,  a level 
commonly  reported  among  those 
exposed  to  ETS  and  a level  that 
has  been  shown  to  induce  chest 
pain  in  patients  with  angina  or  leg 
pain  in  patients  with  intermittent 
claudication.24  25  Other  studies 
suggested  a 2 to  4 percent  car- 
boxyhemoglobin threshold  value 
for  decreased  exercise  time,  onset 
of  exertional  angina,  and  ventricu- 
lar dysfunction  at  submaximal 
levels  of  exercise  in  patients  with 
ischemic  heart  disease.262'  These 
levels  can  result  from  exposure  to 
carbon  monoxide  levels  within 
standards  established  by  the  Oc- 
cupational Safety  and  Health  Ad- 
ministration.27 
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On  the  basis  of  currently  avail- 
able data,  when  applied  with  as- 
sumptions to  calculate  risk 
assessment,  it  has  been  estimated 
that  35,000  to  40,000  excess  heart 
disease  deaths  occur  annually 
among  never-smokers  and  long- 
term former  smokers  due  to 
passive  smoking.  As  many  as 
15,000  to  19,000  of  these  deaths 
are  due  solely  to  the  exposure 
from  smoking  spouses.20  The 
economic  consequences  of  this 
mortality  and  morbidity  add 
significantly  to  the  real  cost  of 
smoking.  H 
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Sharing  the 
:oxic  burden 
in  New  Jersey 


Richard  P.  Wedeen,  MD 
Helen  E.  Sheehan,  PhD 


As  toxic  pollution  spreads  throughout  New  Jersey,  the 
environment  induces  illness  and  the  fear  of  illness  in  an  ever- 
increasing  population.  The  questions  to  ask  physicians  and 
residents  of  New  Jersey  are:  Who  will  share  the  burden?  What 
is  the  cost  of  this  burden? 


In  1832,  the  Board  of  Health 
of  Lansingburgh,  New  York, 
posted  a broadside  display- 
ing regulations  designed  to 
reduce  environmental  pollution. 
The  order  prohibited  dumping 
“any  offal,  carcass,  or  putrefying 
substance,  or  other  nuisance,  into 
ithe  Hudson  River  unless  such 
offal,  carcass,  or  other  nuisance, 
shall  be  sunk  by  weights,  and  con- 
fined below  the  surface  of  the 
water.”  By  submerging  the  of- 
fending matter,  the  Board  of 
Health  hoped  to  protect  the 
health  and  nostrils  of  its  citizens 
and  also  may  have  protected  peo- 
ple living  downstream  in  New 
York  and  the  eastern  townships  of 
northern  New  Jersey.  Local  pollu- 
tion had  a regional  impact.  Toxic 
wastes  deposited  at  one  location 
spread  in  many  directions. 

After  flowing  through  northern 
New  Jersey,  the  Passaic  and 
Hackensack  Rivers  meet  in  the 
Meadowlands  (Figure  1)  as  they 
enter  Newark  Bay,  merging  with 
the  Raritan  and  Rahway  Rivers 
along  the  southern  reaches  of 
Staten  Island.  Designated  the 
ninth  most  endangered  river  in 
the  country,  the  Passaic  River  has 
received  wastes  from  industrial 
plants  in  New  Jersey  for  a cen- 
tury. Since  World  War  I,  Mon- 


santo, Hoechst-Celanese,  Dia- 
mond Shamrock,  and  Sherwin- 
Williams  have  led  the  field  in 
fouling  the  Passaic  River.1  The 
Pludson  River  empties  into 
Newark  Bay  at  Kill  van  Kull, 
where  Staten  Island  and  several 
New  Jersey  towns  face  New  York 
Harbor  (Figure  2).  From  here,  the 
accumulated  wastes  from  the 
Hudson  Valley  and  the  western 
hills  of  New  Jersey  flow  into  the 
Atlantic  Ocean. 

To  politicians  at  the  end  of  the 
19th  century,  the  new  science  of 
bacteriology  fostered  inventive  in- 
terpretations of  chemical  pollu- 
tion. According  to  the  traditional 
theory  of  miasma  as  the  cause  of 
contagious  disease,  strong  in- 
organic acids  prevent  the  spread 
of  infection.  Some  imaginative 
political  leaders,  therefore,  de- 
cided that  toxic  industrial  ef- 
fluents would  kill  harmful 
bacteria.  In  1894,  confronting  the 
pollution  of  streams  by  the  hat- 
ting industry,  the  Board  of  Health 
of  West  Orange  Township,  en- 
visaged a sanitizing  effect  from 
industrial  pollutants  in  a township 
that  lacked  a sewer  system:  “The 
factories  discharge  a large  amount 
of  sulfuric  acid,  sulphate  of  cop- 
per, sulphate  of  iron,  and  other 
disinfectants  into  the  brooks, 


which  greatly  improves  the 
streams.”2 

The  interconnections  between 
New  Jersey  and  New  York  were 
not,  of  course,  limited  to  the  con- 
fluence of  rivers.  Geography 
made  New  Jersey  the  transporta- 
tion corridor  and  locus  for  sup- 
porting industries  for  the  great 
East  Coast  cities.  This  supporting 
role  also  made  New  Jersey  a 
prime  site  for  major  industrial 
pollution  as  well  as  the  perennial 
butt  of  harsh  humor.  As  the  main 
thoroughfare  between  New  York 
City  and  Philadelphia,  New 
Jersey  has  been  traversed  hastily 
for  three  centuries.  The  odors 
emanating  from  Exxon  s Baywater 
Refinery,  which  straddles  the 
New  Jersey  Turnpike  in  Linden, 
reminded  the  early  20th  century 
traveler  that  the  stench  of  rotten 
eggs  hovered  over  someone  else’s 
backyard.  Even  after  Exxon  con- 
trolled the  sulfurous  emanations, 
ominous  vapors  rising  from  the 
refinery  continue  to  greet  the 
traveler  in  the  shadow  of  the 
Statute  of  Liberty  (Figure  3).  Just 
north  of  Exxon’s  forest  of 
smokestacks  and  storage  tanks  lies 
Jersey  City,  whose  urban  ills 
serve  as  a reminder  of  the  toxic 
time  bombs,  the  industrial  fallout, 
that  border  New  York  City.  Past 
its  prime  as  an  industrial  center, 
Jersey  City  suffers  from  problems 
characteristic  of  America  s older 
cities  in  the  1990s,  compounded 
by  the  added  burden  of  vast 
chromium  landfills. 

On  April  10,  1991,  the  strug- 
gling metropolis  literally  ex- 
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ploded.  A toxic  fire  in  an  aban- 
doned lot  on  Aetna  Street,  just  a 
few  hundred  yards  from  the  New 
Jersey  Turnpike,  was  reminiscent 
of  the  massive  1916  explosion,  al- 
legedly set  by  German  saboteurs, 
of  a Jersey  City  munitions  depot 
known  as  “Black  Tom.”3  Great 
plumes  of  black  smoke  once  again 
billowed  across  the  Hudson 
River,  threatening  residents  of 
Manhattan,  Brooklyn,  and  Staten 
Island  (Figures  4 and  5). 

The  explosive  event  sym- 
bolized the  complex  web  of  in- 
terests that  communities  share 
whether  they  wish  to  or  not.  The 
economic  interdependence  of 
New  York  and  New  Jersey  was 
evident  early  in  the  19th  century 
as  roads,  canals,  and  rivers  made 
New  York  City  a convenient 
market  for  goods  produced  in  the 
sparsely  populated  lands  to  the 
west.  Newark  and  the  towns  sur- 
rounding it  became  home  to  light 
industries  producing  beer,  leather 
goods,  carriages,  silk,  jewelry,  and 
hats  for  sale  to  prosperous  New 
Yorkers  as  well  as  for  more  distant 
markets.  In  southern  New  Jersey, 
glass  manufacturing  became  the 
first  successful  growth  industry. 
In  Paterson,  locomotives  were 
produced  for  the  rapidly  expand- 
ing railroads.  Beginning  in  1875, 
huge  oil  refineries  were  con- 
structed in  Bayonne  and  Port 
Elizabeth.  By  the  20th  century, 
the  giants  of  the  petrochemical 
industry — Standard  Oil,  I.E. 
duPont  de  Nemours,  Allied 
Chemical,  American  Cyanamid, 
and  Colgate-Palmolive — were 
headquartered  in  New  Jersey. 

New  Jersey  industries  were 
central  to  the  growth  of  the 
eastern  corridor,  extending  from 
Boston  to  Washington,  DC.  In- 
dustrial toxins  were  produced  in 
prodigious  quantities  in  eastern 
New  Jersey.  The  brooks,  streams, 
and  rivers  of  New  Jersey  were  a 
convenient  source  of  power  as 
well  as  a handy  waste  disposal 
system.  Factories  discharged 
sewage  and  industrial  effluents 
directly  into  the  streams;  toxins 
that  even  today  spread  over  land 


and  time  to  remind  a wary  public 
and  nervous  politicians  of  the 
price  of  prosperity. 

As  the  petrochemical  and 
pharmaceutical  industries  found 
New  Jersey  increasingly  hos- 
pitable, local  communities  no 
longer  could  cope  with  the 
pressures  of  industrialization  by 
themselves.  Protection  of  women 
and  children  from  fire  and  trau- 
matic injury  in  the  workplace 
could  not  be  left  to  local  devices 
but  required  state  government  in- 
tervention. In  1866,  the  New 
Jersey  Sanitary  Commission  was 
established  and  advised  Governor 
Marcus  L.  Ward  that  the  state 
had  a responsibility  to  protect  the 
public  health.4  According  to  the 
commission,  “The  prevention  of 
disease  is  a grander  and  nobler 
thing  than  its  alleviation  or  cure; 
and  one  of  the  highest  functions 
of  government  is  to  secure  the 
health  of  its  constituency.”5 

In  1897,  stimulated  by  the 
passage  of  a workers’  compensa- 
tion act  in  England,  the  New 
Jersey  Bureau  of  Statistics  of 
Labor  and  Industries  focused  at- 
tention on  employer  liability.6 
The  goal  was  to  require  that  plant 
owners  share  some  of  the  burden 
of  injury  traditionally  borne  en- 
tirely by  the  worker.  Effective 
legislation  to  end  “the  cruel  in- 
justice of  saddling  both  the 
physical  suffering  and  financial 
loss  on  the  victims”  was  passed  by 
the  New  Jersey  Legislature  in 
1911,  under  the  urging  of  Gov- 
ernor Woodrow  Wilson. 

New  Jersey’s  Workmens’  Com- 
pensation Law  was  not  intended 
to  compensate  the  victims  of 
chronic  occupational  disease. 
Rather,  its  intent  was  limited  to 
having  the  employer  pay  the  costs 
of  immediate  medical  care  and 
lost  wages  resulting  from  traumat- 
ic injury.  The  New  Jersey  legisla- 
tion, nevertheless,  proved  to  be 
important  because,  as  interpreted 
by  the  courts,  it  removed  “several 
defenses  often  used  by  defendant 
employers.  These  were:  that  the 
employee  had  voluntarily  as- 
sumed the  risk  or  that  his  own 


negligence  or  that  of  a fello\ 
employee  had  contributed  to  th 
accident.”7  New  Jersey,  thu; 
challenged  the  tradition  of  Britisl 
common  law  that  unabashed! 
favored  property  rights  over  thi  < 
rights  of  the  worker.  But  whili  ' 
shifting  some  of  the  costs  o 1 
medical  care  to  the  employer,  th* 
law  protected  the  employer  am 
insurance  carriers  from  far  large 
liability  arising  from  civil  suit: 
through  tort  litigation.  Employ 
ers’  responsibility  for  physical  in 
jury  and  accidents  came  undei 
legal  scrutiny.  The  law  providec 
little  incentive,  however,  to  pre 
vent  exposure  to  toxic  materials  ir 
the  workplace  and  beyond 
Chronic  diseases  arising  from  in- 
dustrial exposure  remained  the 
responsibility  of  the  worker.  The 
employee  was  expected  to  assume 
this  risk  in  return  for  employ- 
ment. 

Gradually,  chronic  diseases 
came  under  consideration  by  the 
workers’  compensation  courts.  In 
1924,  amendments  to  the  1911 
law  brought  ten  chronic  industrial 
diseases  under  workers’  com- 
pensation: those  due  to  anthrax, 
lead,  mercury,  arsenic,  wood 
alcohol,  chrome,  phosphorous, 
high-pressure  submersion  (Cais- 
son disease),  benzene,  and  meso-, 
thorium  (radium).  In  1944, 
asbestos  and  silica  were  added  to 
the  list,  apparently  in  an  effort  to 
reduce  corporate  vulnerability  to 
tort  litigation.8  Asbestos  had  been 
listed  as  a hazardous  industrial 
material  in  the  New  Jersey  De- 
partment of  Labor  report  of  1914 
but  was  not  covered  by  workers’ 
compensation  for  many  decades.9 
In  1951,  the  New  Jersey 
Legislature  eliminated  restric- 
tions regarding  which  diseases 
were  to  be  compensated,  so  that, 
at  least  in  theory,  any  disease  re- 
sulting from  work  could  be 
brought  before  the  workers’  com- 
pensation court. 

Occupational  diseases  lie  out- 
side the  mainstream  of  medical 
practice.  Yet  it  is  in  the  workplace 
that  the  heavy  toxic  exposure  oc- 
curs that  provides  the  scientific 
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Figure  2.  A garbage  barge  passes  the  Statue  of  Liberty  in  New  York  Harbor. 


Figure  1.  The  Hackensack  Meadowlands  with  the  World  Trade  Center  in  New  York  City  in  the  background.  From 
1929  to  1974,  a mercury  processing  facility  discharged  mercury  byproducts  into  Berry  Creek. 
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Figure  3.  The  Statue  of  Liberty  near  the  entrance  of  Liberty  State  Park,  Jersey  City. 


Figure  4.  Smoke  from  the  Aetna  Street  fire,  on  April  10,  1991,  a few  hundred  yards  from  the  New  Jersey  Turnpike 
drifts  over  the  Hudson  River  toward  Ellis  Island  and  New  York.  Jersey  City  Medical  Center  is  in  the  background. 
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Figure  5.  An  Ellis  Island  smoke  inhalation  victim  from  the  Aetna  Street  fire  is  rushed  to  a hospital. 


Figure  6.  The  abandoned  United  States  Radium  Corporation,  Orange,  1991.  In  1924,  radium  was  included  among 
compensable  diseases,  at  the  height  of  the  radium  dial  makers  scandal  at  the  United  States  Radium  Corporation. 
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Figure  7.  The  Passiae  River  at  the  Ironbound  District  of  Newark  is  the  site  of  the  Diamond  Shamrock  Corporation 
factory  for  making  Agent  Orange  and  the  Sherman  Williams  leaded  paint  factory.  Dioxin  become  a political  issue 
after  the  exposure  of  soldiers  and  Vietnamese  civilians  during  the  Vietnam  War. 


base  for  environmental  medicine. 
The  clinical  manifestations  of  in- 
dustrial disease  afford  a first  ap- 
proximation of  the  more  subtle 
adverse  effects  resulting  from 
lower  exposure  to  environmental 
pollutants.  Occupational  disease 
in  the  few,  exposed  heavily  at 
work,  is  a model  for  understand- 
ing environmental  disease  in  the 
many,  exposed  to  low  concentra- 
tions but  continuously  and  in  vast 
numbers. 

The  debate  over  who  is 
responsible  for  the  toxic  residues 
of  industry  began  over  100  years 
ago.  Historical  episodes  that 
began  as  isolated  industrial 
hazards  in  New  Jersey  have 
evolved  into  broad  community  is- 
sues of  environmental  contamina- 
tion, with  international  implica- 
tions. The  dangers  of  lead  and 
mercury  in  the  workplace  were 
described  by  Ezra  Hunt  in  1886 
in  his  report  to  the  New  Jersey 
Legislature.4  Lawrence  T.  Fell 
added  chromium  and  aniline  dyes 


to  the  list  of  dangerous  substances 
in  his  first  report  as  inspector  of 
factories  in  1887. 5 In  1924, 
radium  was  included  among  com- 
pensable diseases,  at  the  height  of 
the  radium  dial  workers  scandal 
at  the  United  States  Radium  Cor- 
poration in  Orange  (Figure  6). 
The  cause  of  scrotal  cancers  in 
wax  pressmen  was  identified  in 
the  1930s  through  a unique,  cir- 
cumscribed episode  in  Bayonne. 
Dioxin,  a toxic  byproduct  of 
Agent  Orange  manufactured  in 
the  Ironbound  District  of 
Newark,  became  a political  issue 
after  the  exposure  of  soldiers  and 
Vietnamese  civilians  during  the 
Vietnam  War:  it  remains  a subject 
of  controversy  (Figure  7). 

New  Jersey  serves  as  a 
paradigm  for  the  environmental 
problems  that  afflict  modern 
societies.  The  hidden  costs  of  past 
prosperity  have  surfaced  with  a 
vengeance.  With  the  heyday  of 
New  Jersey’s  industrial  expansion 
fading  into  history,  the  residual 


wastes  present  an  unanticipated 
burden  on  communities  the1 
perceive  themselves  as  victims 
Just  as  the  individual  worker  n 
longer  accepts  work  injuries  ani 
toxic  exposures  as  the  price  c 
employment,  so  communitie 
seek  to  share  the  burden  of  re 
moval  of  contaminants  with  th 
industries  who  introduced  then: 
and  with  governments  that  failet 
to  provide  protection.  Toxl 
hazards  that  seemed  to  be  con 
fined  to  the  occupational  settinj 
in  the  last  century  now  art 
perceived  as  limitless  en 
vironmental  threats  extending 
over  great  distances  and  time. 

Tension  between  productioi 
and  protection,  between  materia 
and  environmental  well  being,  i: 
unavoidable  in  modern  civ 
ilization.  The  debate  over  who  i: 
responsible  for  the  toxic  residue: 
of  industry  began  over  100  hun- 
dred years  ago.  Industrial  hazard: 
in  New  Jersey  evolved  into  com- 
munity issues  of  environmental 
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I •ontamination,  with  both  national 
md  international  implications  for 
government  policies.  As  en- 
vironmental pollution  induces  ill- 
less  and  the  fear  of  illness  in  an 
?ver-increasing  population,  the 
questions  of  who  will  carry  the 
ourden  and  at  what  cost  cannot 
oe  avoided.  I 
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When  they  say  you  should  practice  by  the  book, 

they  mean  this  book. 


The  answers  to  hundreds  of  the  most  asked  I 
legal  medical  questions  are  in  The  Physi- 
cians' Desk  Guide  To  Law  & Medicine  by 
Kern  Augustine  Conroy  & Schoppmann, 
P.C.  and  the  Medical  Society  of  New  Jersey. 


The  book  is  organized  in  a quick-reference, 
easy-to-understand  manner  that  goes  right 
to  the  heart  of  today's  complex  medical 
laws. 


The  cost  for  The  Physicians'  Desk  Guide  To 
Law  & Medicine  is  $30  for  MSNJ  members 
and  $75  for  nonmembers. 


Complete  the  coupon  below  and  mail  it  with 
your  check  or  money  order,  payable  to  the 
Medical  Society  of  New  Jersey. 


Name_ 

Address 


i 


Each  copy  of  The  Physicians'  Desk  Guide  To  Law  & Medicine  is  $30  for  members;  $75  for  nonmembers.* 
Make  check  payable  to  the  Medical  Society  of  New  Jersey.  Mai!  coupon  and  check  to: 

Medical  Society  of  New  Jersey 
Two  Princess  Road 
Lawrenceville,  NJ  08648 
Attn:  Mrs.  Joyce  Guest 

609/896-1 766 

*The  prices  include  sales  tax  and  shipping  and  handling  charges. 


714 


NEW  JERSEY  MEDICINE 


Eric  A.  Sehaub,  MD,  MPH 
Michael  S.  Bisesi,  PhD,  RS,  CIH 


Medical  and 

environmental 

surveillance 


Comparisons  and  contrasts  are  made  between  medical  and 
environmental  surveillance  in  New  Jersey.  These  two 
approaches  can  be  used  together  to  address  questions  of 
association  and  prevention  in  occupational  and  environmental 
medicine,  a field  that  needs  to  be  expanded. 


Occupational  and  en- 
vironmental medicine 
is  a field  of  medicine  in 
which  there  has  been 
i an  explosion  ol  knowledge  and 
public  interest.  Unfortunately, 
this  growth  has  not  been  reflected 
in  the  attention  that  the  field  re- 
ceives within  the  broad  scope  of 
medicine.  Occupational  and  en- 
vironmental medicine  has  re- 
ceived little  attention  in  the  cur- 
riculum of  medical  schools  and 
postgraduate  medical  training 
programs.1 2 

The  shortage  of  occupational 
and  environmental  medicine 
specialists  has  been  described.34 
In  addition,  it  has  been  projected 
that  the  present  supply  of 
specialists  will  be  insufficient  to 
meet  future  demand.  The  relative 
shortage  of  trained  specialists  re- 
inforces the  need  of  primary  care 
physicians  to  be  able  to  address 
concerns  that  patients  may  have 
regarding  occupational  or  en- 
vironmental exposures  and  to 
make  appropriate  use  of  the 
limited  resources  available  in  this 
area. 

Perceived  barriers  to  the 
broader  practice  of  occupational 
medicine  include  inadequate 
numbers  of  specialty  trained 
physicians,  lack  of  accessible  in- 


formation on  the  health  effects  of 
toxic  substances,  and  barriers  to 
physician  involvement  including 
the  belief  that  occupational  and 
environmental  diseases  are  infre- 
quent, difficult,  and  time-consum- 
ing to  treat.5  All  these  factors  have 
contributed  to  the  relative 
uneasiness  with  which  many 
physicians  approach  the  area  of 
occupational  and  environmental 
medicine. 

The  purpose  of  this  article  is  to 
assist  in  developing  an  under- 
standing of  medical  and  en- 
vironmental surveillance,  a fun- 
damental concept  in  the  practice 
of  occupational  and  environmen- 
tal medicine.  Surveillance  can  be 
defined  as  ongoing  monitoring  of 
persons  (medical  surveillance)  or 
the  environment  (environmental 
surveillance)  for  the  purpose  of 
detecting  significant  exposures  in 
order  to  modify  those  exposures 
to  prevent  disease  in  both  the 
person  and  the  population. 

Medical  surveillance  parallels 
environmental  surveillance  from 
at  least  one  theoretical  perspec- 
tive. Whereas  medical  practi- 
tioners, e.g.  physicians,  evaluate 
the  health  status  of  humans,  en- 
vironmental practitioners,  e.g.  en- 
vironmental health  specialists 
and  industrial  hygienists,  are  in- 


volved in  evaluating  the  condition 
of  indoor  and  outdoor  environ- 
ments. An  inherent  parallel  aspect 
of  medical  and  environmental 
surveillance,  however,  is  the 
assessment  of  human  internal  and 
external  exposures,  respectively. 

External  exposure  refers  to  the 
contact  between  a human  and  an 
agent  or  agents  present  in  the  en- 
vironment. These  agents  include 
toxic  inorganic  and  organic 
chemicals,  infectious  organisms, 
ionizing  and  nonionizing  radia- 
tion, and  other  physical  agents 
such  as  noise,  heat,  cold,  and 
hyperbaric  pressure.  With  respect 
to  toxic  agents,  external  contact 
suggests  the  possibility  that 
absorption  and  concomitant  in- 
ternal exposure  to  a chemical  will 
occur,  but  the  degree  of  internal 
exposure  is  uncertain  without  de- 
termination via  medical,  i.e. 
biological,  monitoring6  or  at  least 
estimation  via  use  of  mathe- 
matical models7  based,  in  part,  on 
measurements  of  external  ex- 
posure. 

Medical  surveillance  involves 
assessments  to  identify  signs  (bio- 
chemical markers  or  morphologi- 
cal changes)  and/or  symptoms 
(physiological  responses)  of  dis- 
ease and  dysfunction  resulting 
from  contact  and  internal  ex- 
posure to  environmental  contami- 
nants. In  addition,  medical  ex- 
posure assessments  can  identify 
absorbed  agents  such  as  parent 
compounds  and/or  metabolites  in- 
dicative of  internal  exposure  to 
environmental  chemical  contami- 
nants. 
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Table  1.  Characteristics  of  medical  (biological)  monitoring. 

• Determine  integrated  internal  dose  contributed  from  multiple 
external  sources— internal  exposure. 

• Determine  cumulative  internal  dose,  e.g.  metals. 

• Measure  accumulation  of  toxicant  at  target  site,  e.g.  COHb. 

• Determine  if  absorption  occurred. 

• Does  not  necessarily  isolate  source  of  exposure. 

• Do  not  always  know  what,  when,  where,  how,  and  why  to  monitor. 

• Insufficient  guidelines  for  interpretation. 

Table  2.  Characteristics  of  environmental  monitoring. 

• Determine  external  concentration  of  toxicant— external  exposure. 

• Provides  data  for  preventive  and  remediative  measures. 

• May  only  evaluate  exposure  via  a single  mode. 

• Does  not  represent  internal  exposure. 

• Does  not  represent  exposure  from  all  sources. 

• Poor  models  to  evaluate  percutaneous  absorption. 

• Do  not  always  know  what,  when,  where,  how,  and  why  to  monitor. 

• Insufficient  guidelines  for  interpretation. 


Environmental  surveillance, 
however,  includes  assessments  to 
identify  external  environmental 
contaminants  and  sources  and  to 
determine  the  magnitude  of 
actual  and  potential  external  ex- 
posures. Accordingly,  the  com- 
bined aspects  of  medical  and  en- 
vironmental exposure  assessment 
is  a mechanism  for  identifying 
and/or  establishing  causation  of 
diseases  related  to  occupational 
and/or  environmental  exposures. 
Effective  integrated  approaches 
that  allow  for  relating  en- 
vironmental contaminants  as  a 
possible  “cause”  associated  with 
an  observed  “effect  must  be  de- 
veloped. Indeed,  at  least  one 
multidisciplinary  approach  for 
assessing  human  total  exposure  to 
environmental  contaminants  has 
been  suggested.8 

The  major  environmental 
matrices  of  external  exposure  are 
air,  water,  soil,  and  food  and 
beverages.  These  represent  the 
media  by  which  humans  are  ex- 
posed externally  and,  assuming 
absorption  occurs,  ultimately  ex- 


posed internally.  Environmental 
exposure  assessment  is  broad  in 
perspective  and  includes  an  ongo- 
ing collection  of  qualitative  and 
quantitative  data  coupled  with 
subjective  and  objective  judg- 
ment to  determine  the  status  of 
the  environment  relative  to  the 
degree  of  contamination.  Within 
this,  is  the  identification  of  real 
and  potential  sources  of  contami- 
nants and  detection  and  measure- 
ment of  contaminants  that  are 
present  in  external  surroundings 
of  human  inhabitants. 

Medical  monitoring  typically 
includes  collection  of  the  bio- 
logical specimens  of  blood  and 
urine  for  analysis  (Table  1). 
Although  less  common,  exhaled 
breath,  hair,  and  adipose  tissue 
also  are  collected  for  evaluation. 
Air,  water,  soil,  and  food  samples 
can  be  collected  and  analyzed  to 
identify  and  measure  the  compo- 
nents (contaminants)  in  these  en- 
vironmental matrices  (Table  2).  In 
turn,  monitoring  data  can  reveal 
environmental  contamination  that 
subsequently  can  be  controlled 


via  remediation  or  possibl 
avoided  via  exposure  control  t 
minimize  the  risk  of  ultimate  in 
ternal  exposure.  There  would  b 
reduced  human  contact  with  ant 
internal  exposure  to  toxic  and  in 
fectious  agents  if  external  ex 
posure  to  them  was  controlled 
Medical  monitoring  would  pro 
vide  information  to  determine  the. 
presence  or  extent  of  internal  ex 
posure  to  document  the  effective 
ness  of  external  exposure  re 
mediation  and  control.  Indeed 
based  on  an  integration  o 
medical  and  environmental  ex 
posure  assessment,  relationship: 
can  be  shown  between  human  ex 
ternal  exposure  to  and  interna 
exposure  from  many  contami 
nants  in  air,  water,  and  soil.9"11 

From  a prospective  view,  ar 
integrated  approach  to  interna 
and  external  exposure  assessment 
therefore,  would  assist  in  identify- 
ing preventable  causes  of  mor- 
bidity and  mortality  by  providing 
a more  holistic  profile  of  exposure 
prior  to  onset  of  disease.  Retro- 
spectively, after  signs  and/oi 
symptoms  of  disease  or  dysfunc- 
tion have  been  identified,  en- 

, 

vironmental  exposure  assessment 
would  assist  in  establishing  and 
eliminating  the  cause. 

Unfortunately,  several  ques^ 
tions  and  related  limitations  are 
associated  with  medical  and  en-1 

i 1 

vironmental  exposure  assessment 
(Tables  3 and  4).612  We  do  not' 
always  know  how  to  accurately 
and  precisely  measure  concentra- 
tions of  contaminants  in  some 
human  and  environmental  ma- 
trices due  to  sampling  and 
analytical  limitations.  In  addition, 
even  when  methods  are  available, 
other  issues  must  be  considered: 
What  should  be  looked  for  to 
detect  contamination?  Where 
should  you  look  for  contamina- 
tion? When  should  you  look  for 
contamination?  Thus,  medical 
and  environmental  exposure  as- 
sessment is  both  science  and  art. 

When  data  are  collected  it  must 
be  interpreted.  Regulatory  and 
recommended  limits  for  exposure 
have  been  established  by  various 
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gencies  and  organizations  such 
s the  American  Conference  of 
Governmental  Industrial  Hygien- 
sts  (ACGIH),  the  Occupational 
>afety  and  Health  Administration 
OSHA),  and  the  Environmental 
Totection  Agency  (EPA).  There 
ire  several  limitations  to  this  ap- 
proach. There  are  relatively  few 
exposure  limits  for  human  in- 
ernal  and  external  exposures  rel- 
ieve to  the  number  of  existing 
igents.  There  also  have  been  con- 
cerns raised  relative  to  the  scien- 
tific validity  of  the  data  used  to 
set  the  exposure  limits.13  Another 
limitation  in  their  use  is  the  fact 
that  exposure  limits  often  are  set 
for  the  occupational  setting,  i.e. 
the  8-hour  day  and  the  40-hour 
week,  and  do  not  take  into  ac- 
count the  longer  periods  of  ex- 
posure in  the  nonoccupational 
setting. 

There  are  inherent  difficulties 
in  using  data  on  risk  obtained 
from  populations  to  assign  a 
particular  individual’s  risk  or  ex- 
plain causation  of  an  individual’s 
'disease.  This  relates  to  the  varied 
susceptibilities  between  individ- 
uals based  on  a variety  of  factors 
and  the  multifactorial  nature  of 
most  diseases.  The  populations 
exposed  in  the  environmental  set- 
ting include  the  healthy  working 
population  but  also  include 
populations  at  higher  risk  for  toxic 
effects  from  exposure.  This  dif- 
ferential sensitivity  can  result 
from  differences  in  absorption, 
metabolism,  or  end-organ  sensi- 
tivity. Classic  examples  of  this  dif- 
ferential susceptibility  include 
newborn  infants  developing  met- 
hemoglobinemia from  exposure  to 
organic  nitrates  in  fertilizer-con- 
taminated well  water14'16  and  in- 
fants and  children  manifesting 
central  nervous  system  effects 
including  neurobehavioral  effects 
and  coma  from  lead  intoxica- 
tion,1'18  both  at  levels  that  do  not 
result  in  severe  symptoms  in 
adults. 

CONCLUSION 

There  is  a need  for  increased 
implementation  of  integrated 
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Table  3.  Major  questions  pertaining  to  medical/biological 
monitoring  related  to  toxic  chemical  agents. 

What  to  look  for 

■ Toxicant 

• Parent  toxicant  • Biotransformed  toxicant,  i.e.  metabolites 
H Biochemical  marker 

• Enzymes  or  other  proteins  • DNA  adducts 

• Lipids  • Protein  adducts 

• Blood  cells  • Other 

When  to  monitor  for  toxicant  or  biochemical  marker 

• Time  of  day,  e.g.  pre-  or  post-workshift 

• Time  of  month 

Where  to  find  toxicant  or  biochemical  marker 

• Blood  • Adipose  tissue 

® Urine  • Other 

• Exhaled  breath 

How  to  find/detect  (qualitative  and  quantitative)  toxicant  or 
biochemical  marker 

• Technology/instrumentation  • Valid  method 
Why  look  for  toxicant  or  biochemical  marker 

• Interpretation  of  data  • Standards  of  acceptability 

• Comparison  of  data 

Table  4.  Major  questions  pertaining  to  environmental  monitoring 
related  to  toxic  chemical  agents. 

What  to  look  for 

■ Toxicant 

• Parent  toxicant  (1°  contaminant) 

• Transformed  toxicant  (2°  contaminant) 

■ Biological  markers 

• Vegetation 

• Aquatic  and  wildlife  • Other 

When  to  monitor  for  toxicant 

• Time  of  day,  e.g.  morning  versus  evening 

• Schedule  of  operations/activities 

Where  to  find  toxicant 

• Air  • Food 

• Water  • Specific  location 

• Soil  • Other 

How  to  find/detect  (qualitative  and  quantitative)  toxicant 

• Technology/instrumentation  • Valid  method 

Why  look  for  toxicant 

• Interpretation  of  data  ® Standards  of  acceptability 

• Comparison  of  data 
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medical  and  environmental  sur- 
veillance activities.  The  scientific 
basis  for  both  activities,  however, 
must  be  strengthened  and  ex- 
panded. Accordingly,  the  ac- 
tivities must  be  acknowledged  for 
benefits  and  shortcomings  in 
establishing  association  and  ad- 
dressing prevention.  M 
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Epidemiologic  studies  in  New  Jersey  have  examined  the 
elationship  between  exposure  to  water  contaminants  and  the 
occurrence  of  leukemias,  non-Hodgkin 's  lymphomas,  and 
adverse  reproductive  outcomes.  Public  drinking  water  supplies 
need  to  be  monitored  on  a continual  basis. 


In  recent  years,  the  En- 
vironmental Health  Ser- 
vices (EHS)  of  the  New 
Jersey  State  Department  of 
Health  (DOH)  has  detected  rela- 
tionships of  leukemias,  lympho- 
mas, and  adverse  reproductive 
outcomes  with  certain  classes  of 
drinking  water  contaminants. 

This  article  discusses  two  im- 
portant classes  of  contaminants. 
The  first  class  comprises  by- 
products of  the  disinfection  of 
drinking  water  with  chlorine.  The 
byproducts  form  in  the  highest 
concentration  in  waters  derived 
from  surface  sources  such  as 
rivers  or  lakes,  which  contain 
precursor  organic  material  re- 
leased in  the  decay  of  leaves  and 
other  plant  matter.  These  by- 
products are  a mixture  of  halo- 
genated  compounds  such  as  chlo- 
roform and  other  trihalomethanes 
(THMs),  haloaeetie  acids,  haloke- 
tones,  and  more.1  While  many  of 
these  compounds  are  animal  car- 
cinogens, mutagens,  and  possible 
teratogens,2  disinfection  provides 
an  indisputably  important  public 
health  benefit  by  destroying 
potential  pathogens  in  water. 

The  second  class  of  compounds 
comprises  the  chlorinated  sol- 
vents commonly  used  in  industry 
and  in  consumer  products,  includ- 


ing trichloroethylene  (TCE)  and 
tetraehloroethylene  [also  called 
perchloroethylene  (PCE)].  TCE 
and  PCE  have  produced  liver 
cancer  in  animals,  and  PCE  has 
produced  leukemia  in  rats.3,4 
These  solvents  have  contaminated 
water  supplies  as  a result  of  im- 
proper handling  and  disposal,  and 
are  more  likely  to  be  found  in 
underground  waters  than  in  sur- 
face waters. 

Since  1981,  all  New  Jersey 
public  water  supplies  serving 
populations  greater  than  10,000 
have  been  tested  for  THMs.  In 
1984,  New  Jersey  enacted  land- 
mark amendments  to  the  state 
Safe  Drinking  Water  Act,  requir- 
ing all  public  community  water 
systems  to  monitor  semiannually 
for  volatile  organic  compounds 
(VOCs),  including  TCE,  PCE, 
benzene,  and  others.  In  1985,  the 
first  year  of  mandatory  testing, 
roughly  110  water  supplies  out  of 
620  water  supplies  in  the  state 
had  detectable  levels  of  at  least 
one  VOC,  most  commonly  TCE, 
PCE,  or  1,1,1-trichloroethane, 
prompting  widespread  communi- 
ty concern  about  the  risks  to 
human  health.5  Some  previous 
studies  indicated  risks  of  bladder 
and  colorectal  cancers  related  to 
THM  contamination  of  drinking 


water,  but  no  studies  had  been 
conducted  examining  the  possible 
risks  of  solvent  contamination.6  In 
response,  DOH  established  the 
capacity  to  conduct  epidemiologic 
investigations  related  to  water 
contamination,  with  funding  pro- 
vided by  the  New  Jersey  Depart- 
ment of  Environmental  Protec- 
tion (DEP)  and  the  federal  Agen- 
cy for  Toxic  Substances  and  Dis- 
ease Registry  (ATSDR). 

Two  sources  of  data  have  made 
such  investigations  possible  in 
New  Jersey.  First,  the  data  from 
the  mandatory  water  supply  mon- 
itoring since  1984,  pius  data  from 
various  surveys  conducted  by 
DEP  in  the  late  1970s  and  early 
1980s,  have  provided  a wealth  of 
exposure  information  on  the 
public  water  systems  in  the  state. 
Second,  DOH  maintains  regis- 
tries of  health  and  disease  data, 
based  on  mandatory  hospital  re- 
porting, including  the  State 
Cancer  Registry  (since  1979),  the 
State  Birth  Defects  Registry 
(since  1985),  and  certificates  of 
fetal  death,  birth,  and  death. 

Using  these  data  sources,  EHS 
has  completed  studies  of  leuke- 
mia and  non-Hodgkin’s  lympho- 
ma'10 and  a study  of  reproductive 
outcomes,1112  focusing  on  75 
towns  in  lour  counties  in  northern 
New  Jersey.  These  towns  were 
not  selected  based  on  their  rates 
of  adverse  reproductive  outcomes 
or  cancer  incidence,  but  were 
chosen  because  a high  percentage 
of  the  population  in  each  town 
was  served  by  a public  water 
system,  so  that  water  quality 
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Table  1.  Age-adjusted  rate  ratios  ( RRs ) comparing  populations  exposed 
to  greater  than  5 (jl g/1  TCE  in  drinking  water  versus  popula- 
tions exposed  to  less  than  0.1  \ xg/1,  1979  to  1987,  in  a 75- 
town  study  area  in  New  Jersey. 

Rate  Ratios 


Leukemia  or  (95%  Confidence  Interval) 


Lymphoma  Type 

Males 

Females 

Total  leukemias 

1.1  (0.8-1 .4) 

1.4  (1.1-1 .9) 

ALL 

0.5  (0.2-1 .7) 

2.4  (1 .0-5.4) 

Childhood  ALL 

0.8  (0.2-3. 2) 

3.3  (1 .3-8.3) 

CLL 

1.5  (1 .0-2.3) 

1.6  (1 .0-2.6) 

CML 

0.8  (0.4-1 .9) 

1.8  (0.9-3. 6) 

Total  NHL 

1.2  (0.9-1 .5) 

1.4  (1.1-1 .7) 

Diffuse  large  cell  NHL 

1.6  (1 .0-2.4) 

1.7  (1.1 -2.6) 

Non-Burkitt’s  high-grade  NHL 

1.9  (0.5-6. 8) 

3.2  (1 .2-8.2) 

ixg/l:  micrograms  per  liter 


could  be  characterized  by  means 
of  the  mandatory  monitoring  re- 
sults. Together,  the  75  towns  con- 
tained a 1980  population  of  al- 
most 1.5  million  persons.  In  these 
towns  were  water  systems  utiliz- 
ing groundwater  alone,  surface 
water  alone,  and  a mixture  of 
both.  There  also  was  a variety  of 
contamination  situations,  i.e.  no 
detected  contaminants,  THMs, 
and  other  disinfection  byproducts 
only,  one  or  more  VOCs  only,  or 
both  classes  of  contamination. 

LEUKEMIA  AND  NON- 
HODGKIN’S  LYMPHOMA 

Specific  chemicals,  infectious 
agents,  and  ionizing  radiation,  are 
among  the  suspected  risk  factors 
for  leukemias  and  lymphomas.13 14 
In  Woburn,  Massachusetts,  ex- 
posure to  TCE  and  PCE  in  drink- 
ing water  was  linked  to  a leu- 
kemia cluster  among  children, 
primarily  acute  lymphocytic  leu- 
kemia (ALL).15  This  controversial 
finding  prompted  EHS  to  con- 
duct an  exploratory  investigation 
of  leukemia  incidence  in  a 27- 
town  study  area  in  three  northern 
New  Jersey  counties,  followed  by 
an  expanded  investigation  of  a 75- 
town  study  area,  in  relation  to  the 


occurrence  of  TCE  and  PCE  in 
drinking  water. 

The  latter  study  examined 
leukemia  and  non-Hodgkin’s 
lymphoma  (NHL)  incidence  from 
1979  to  1987.  The  inclusion  of 
NHL  was  based  on  the  similar 
cellular  origin  of  lymphoid  cells  in 
certain  histologic  groupings  of 
NHL  and  leukemias.1314  Towns 
were  grouped  into  categories 
based  on  concentration  of  drink- 
ing water  contaminants.  Age- 
adjusted  incidence  rates  in  ex- 
posed and  unexposed  town  group- 
ings then  were  compared.  Table 
1 summarizes  the  associations 
found,  expressed  as  incidence 
rate  ratios  (RRs)  in  towns  in  the 
highest  stratum  of  TCE  exposure 
(more  than  5 micrograms/liter,  or 
|xg/l)  relative  to  towns  with  no 
detectable  TCE  or  PCE  in  the 
drinking  water  (less  than  0.1 
M-g/1)- 

For  females,  the  RRs  were  sta- 
tistically elevated  for  total  leu- 
kemias and  ALL.  RRs  for  chronic 
lymphocytic  and  chronic  myelo- 
cytic leukemias  (CLL  and  CML) 
also  were  elevated,  but  were  not 
statistically  different  from  Table 
1.  Among  males,  no  statistically 
significant  associations  were 


found,  but  the  RR  for  CLL  v s 
elevated.  Childhood  leuker  a 
(0  to  19  years),  particular 
ALL,  was  associated  with  T(  £ 
exposure  among  females.  The  H 
for  females  under  5 years  of  a'? 
was  4.5,  with  a 95  percent  cc  - 
fidence  interval  (Cl)  of  1.5  to 

The  incidence  of  NHL  also  w ; 
associated  with  TCE  exposui, 
particularly  for  diffuse  large  cl 
NHL  and  high-grade  NF, 
(excluding  Burkitt’s  lymphom 
Exposure  to  PCE  also  was  d 
sociated  with  an  incidence  of  no 
Burkitt’s  high-grade  lymphon 
among  females  (RR  = 2.7,  95 
Cl  = 1.2-6. 3).  Because  TCE  ari 
PCE  tend  to  occur  together,  tl 
relative  influence  of  TCE  ar 
PCE  contamination  is  difficult 
assess. 

Since  the  latency  period  f< 
the  development  of  leukemias  o 
lymphomas  is  believed  to  be  5 l| 
20  years,1314  incidence  data  ah' 
were  explored  relative  to  nonroi 
tine  drinking  water  monitorin 
surveys  conducted  from  late  197 
to  1983,  before  mandatory  monl 
toring  began.  Incidence  rate  corr 
parisons  among  towns  groupe! 
according  to  this  earlier  data  als 
yielded  associations  among  fei 
males  between  both  TCE  am 
PCE  and  the  incidence  of  child 
hood  ALL  and  non-Burkitt’s  high 
grade  NHL. 

The  study  utilized  an  “ecol 
logic’  method  of  analysis,  i.el 
employing  geographically  ag . 
gregated  data.  Such  methods  art 
suitable  for  relatively  rapid,  ex 
ploratory  work,  but  are  subject  tc 
potential  misclassification  of  ex- 
posures due  to  the  lack  of  in- 
dividual information  on  degree  ol 
exposure  to  drinking  water  con- 
taminants, long-term  residence, 
and  other  risk  factors,  e.g.  smok- 
ing and  occupation.  Our  study 
was  corroborated  by  a case-con- 
trol study  conducted  in  Massa- 
chusetts, which  observed  an  as- 
sociation between  adult  leukemia 
and  PCE  in  drinking  water,  with 
an  odds  ratio  of  8.3  for  popula- 
tions exposed  to  the  highest  con- 
centrations.16 Taken  together,  the 
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Table  2.  Odds  ratios  for  adverse  reproductive  outcomes  comparing 
births  in  populations  exposed  to  drinking  water  contaminants 
above  specified  levels  with  those  in  populations  not  exposed, 
in  a 75-town  study  area  in  New  Jersey. 


Exposure 

Adverse 

Reproductive 

Outcome 

Odds  Ratio** 
(95%  Confidence 
Interval) 

THMs  > 80  |xg/l 

Low  birthweight* 

1.3  (1.1-1 .6) 

Small  for  gestational  age 

1.2  (1. 1-1.3) 

All  birth  defects 

1.6  (1 .2-2.1) 

Neural  tube  defects 

3.0  (1 .2-7.1) 

Major  cardiac  defects 

1.8  (0.9-3. 6) 

TCE 

> 10  ixg/1 

Neural  tube  defects 

2.5  (0.8-7. 3) 

PCE 

> 10  (xg/l 

Oral  clefts 

3.5  (1 .3-9.7) 

*Low  birthweight  (less  than  2,500  g)  among  term  births.  When  analyzed 
as  a continuous  variable,  birthweight  was  reduced  by  70  g for  THM  levels 
of  100  (xg/l,  the  current  maximum  contaminant  level  allowed  by  regulation. 
**Odds  ratios  are  reported  as  unadjusted  since  adjustment  for  potential 
confounding  variables  (maternal  race,  maternal  age,  maternal  education, 
parity,  previous  adverse  reproductive  outcome,  sex  of  child,  and  adequacy 
of  prenatal  care)  did  not  change  the  estimates  appreciably. 
ixg/1:  micrograms  per  liter 


^ew  Jersey  and  Massachusetts 
;tudies  suggest  that  exposure  to 
he  levels  of  TCE  and  PCE  found 
n drinking  water  may  increase 
he  risk  of  leukemias  and 
ymphomas. 

REPRODUCTIVE 

3UTCOMES 

The  causes  of  most  birth  de- 
ects  and  other  adverse  reprodue- 
ive  outcomes  are  as  yet  un- 
mown, and  environmental  eon- 
aminants  have  attracted  attention 
is  potential  risk  factors.17  As  part 
if  a cooperative  agreement  with 
ATSDR,  EHS  conducted  a 
itudy  comparing  birthweight  and 
oirth  defect  data  from  the  vital 
records  and  the  state  Birth  De- 
fects Registry,  with  respect  to  ex- 
posure information  from  DEP’s 
databases  on  public  water  system 
monitoring.11  The  four-year  study 
period  (1985  to  1988)  commenced 
when  the  Birth  Defects  Registry 
md  the  New  Jersey  drinking 
water  monitoring  began.  The 
study  population  was  composed 
of  80,000  births  and  fetal  deaths 
during  the  study  period  in  the  75- 
town  study  area. 

Exposure  to  drinking  water 
contamination  was  estimated  by 
using  the  monitoring  data  for  the 
drinking  water  system  serving  the 
municipality  of  maternal  resi- 
dence at  the  time  of  birth  or  fetal 
death.  The  entire  pregnancy  was 
the  time  period  of  interest  for 
low  birthweight  and  fetal  death 
cases,  and  the  first  trimester  was 
the  focus  for  cases  of  birth  de- 
fects. Outcome  data  and  resi- 
dence locale  were  obtained  from 
the  birth  certificates,  fetal  death 
certificates,  and  Birth  Defects 
Registry  forms,  as  were  data  on 
potential  risk  factors  such  as  the 
number  of  prenatal  visits,  mater- 
nal age,  race  and  education,  pari- 
ty, and  previous  pregnancy  loss. 
However,  information  on  other 
potential  risk  factors  such  as  oc- 
cupational exposures,  smoking, 
md  medications  taken  during 
pregnancy  was  not  available. 

The  specific  outcomes  evalu- 
ited  were  birthweight  among 


term  births  (37  to  42  weeks  gesta- 
tional age),  low  birthweight  (less 
than  2,500  grams)  among  term 
births,  very  low  birthweight  (less 
than  1,500  grams),  small  for  gesta- 
tional age  (up  to  the  tenth  percen- 
tile of  weight,  by  race,  sex,  and 
gestational  week),  prematurity 
(less  than  37  weeks  gestational 
age),  fetal  deaths,  and  all  birth 
defects  usually  included  in  sur- 
veillance, and  selected  birth  de- 
fects categories:  neural  tube  de- 
fects, cardiac  defects,  and  oral 
clefts.  Positive  associations  be- 
tween drinking  water  exposures 
and  adverse  reproductive  out- 
comes found  are  listed  in 
Table  2. 

The  results  of  this  study  re- 
quire cautious  interpretation  be- 
cause: miselassification  of  ex- 

posure could  lead  to  underesti- 
mation of  effects;  unmeasured 
confounding  could  introduce  bias 
leading  to  underestimation  or 
overestimation  of  effects  of  ex- 
posure; and  the  observed  associa- 
tions could  be  chance  occur- 


rences. Because  of  the  scarcity  of 
other  toxicological  and  epidemio- 
logic research  on  the  reproduc- 
tive effect  of  these  drinking  water 
contaminants,  the  positive  as- 
sociations found  do  not  provide 
sufficient  evidence  to  make  the 
claim  that  these  contaminants 
cause  adverse  reproductive  out- 
comes at  the  levels  commonly 
found  in  public  drinking  water 
systems.  Corroboration  is  needed 
by  studies  in  other  geographic 
areas. 

CONCLUSIONS 

The  summarized  studies  sup- 
port the  need  for  continued,  vigi- 
lant protection  of  public  drinking 
water  supplies.  However,  the  re- 
sults do  not  imply  that  New 
Jersey  residents  should  avoid 
these  sources  of  water.  To  the 
contrary,  as  a result  of  the 
monitoring  and  subsequent  regu- 
latory actions  by  DEP  to  reduce 
TCE  and  PCE  contamination. 
New  Jersey  drinking  water  has 
been  greatly  improved  since 
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1985.  Much  of  the  improvement 
occurred  in  water  systems  serving 
large  numbers  of  people,  so  that 
the  reduction  in  the  number  of 
persons  exposed  is  even  more 
dramatic.  At  this  time,  New 
Jersey  water  systems  are  relative- 
ly free  of  industrial  organic  con- 
taminants, ahead  of  many  other 
regions  of  the  country.  Moreover, 
the  federal  Environmental  Pro- 
tection Agency  is  identifying 
specific  disinfection  practices  that 
will  decrease  the  formation  of  dis- 
infection byproducts. 

Exposure  is  not  necessarily  re- 
duced by  consumption  of  bottled 
water.  THMs,  TCE,  and  PCE  are 
volatile  substances  and  are  re- 
leased from  water  and  inhaled 
during  common  household  ac- 
tivities such  as  showering, 
dishwashing,  and  laundering,  so 
that  exposure  via  inhalation  may 
exceed  that  from  ingestion.19  20  In- 
stead, the  prudent  public  health 
policy  is  to  encourage  the  protec- 
tion of  drinking  water  supplies 
from  careless  handling  of  hazar- 
dous substances,  and  the  con- 
tinued refinement  of  disinfection 
methods.  H 

The  authors  are  affiliated  with  En- 
vironmental Health  Services,  DOH.  Re- 
quests for  reprints  may  be  addressed 
to  Dr.  Cohn,  DOH,  CN  360,  Trenton, 
NJ  08625. 
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DOCTORS’  NOTEBOOK 


TRUSTEES  MINUTES 


A regular  meeting  of  the 
Medical  Society  of  New  Jersey 
(MSNJ)  Board  of  Trustees  was 
held  on  July  17,  1994,  at  MSNJ 
executive  headquarters  in  Law- 
renceville.  Detailed  minutes  are 
on  file  with  the  secretary  of  your 
county  society.  A summary  of 
significant  actions  follows. 

President’s  report. 

1.  Meetings  and  conferences. 
Noted  that  Dr.  Palace  attended 
the  following:  Annual  Meeting  of 
the  Massachusetts  Medical  Socie- 
ty; annual  meetings  and  installa- 
tions for  Burlington,  Essex, 
Morris,  and  Passaic  County 
Medical  Societies;  New  Jersey 
Hospital  Association  meeting; 
breakfast  with  the  New  Jersey 
congressional  delegation;  and 
lunch  with  the  New  Jersey  de- 
mocratic leadership  council. 

2.  Sales  and  Use  Tax  statute. 
Received  a copy  of  a letter  from 
Dr.  Palace  to  Judy  Shaw,  chief  of 
staff  in  the  governor’s  office,  ask- 
ing for  consideration  of  im- 
plementing compliance  with  the 
Sales  and  Use  Tax  on  a prospec- 
tive, rather  than  retrospective, 
basis. 

3.  MSNJ  appointments.  Re- 
ported that  Bernard  A.  Rineberg, 
MD,  will  represent  MSNJ  on  the 
governor’s  advisory  panel  on 
federal  health  care  reform;  and 
Fred  M.  Palace,  MD,  and  Angelo 
S.  Agro,  MD,  will  serve  on  a gov- 
ernor’s committee  charged  with 
reforming  regulations  affecting 
managed  care  companies. 

Reports.  Received  reports  from 
the  president-elect;  first  vice- 
president;  second  vice-president; 
state  Board  of  Medical  Ex- 
aminers; MSNJ  Auxiliary;  MWW/ 
Strategic  Communications,  Inc.; 
University  of  Medicine  and  Den- 
tistry; New  Jersey  Hospital  As- 


sociation; MSNJ  Student  Associa- 
tion; and  the  Academy  of 
Medicine  of  New  Jersey. 

Executive  director’s  report. 

1.  Separation  of  MSNJ/ 
NJSMU  pension  plan.  Approved 
the  following: 

That  the  Board  of  Trustees  approve 
adoption  of  a resolution  that  divides 
the  MSNJ/NJSMU  pension  plan  into 
two  separate  plans,  effective  June  1, 
1994. 

2.  Membership  recruitment. 

Noted  that  a member  of  the 
MSNJ  executive  staff  spoke  at  a 
new  medical  practice  program 
and  25  persons  applied  for 
membership;  and  at  a women 
physicians  networking  luncheon, 
two  physicians  applied  for 
membership;  also,  approved  the 
engagement  of  Bonner  and  As- 
sociates to  launch  a membership 
marketing  campaign  in  Bergen 
and  Morris  Counties,  as  a pilot 
test. 

3.  Pennsylvania  Blue  Shield 
(PBS)/Medicare  laboratory  re- 
coupment. Noted  that  the  Ameri- 
can Medical  Association  (AMA) 
and  state  medical  societies  from 
New  Jersey,  Pennsylvania,  Del- 
aware, Virginia,  Maryland,  and 
the  District  of  Columbia  won  the 
appeal  and  PBS  has  been  directed 


to  make  refunds  to  the  physiciar 
involved. 

4.  Status  of  subsidized  ir 
surance  PPO.  Noted  ths 
progress  is  continuing  throug 
the  Essential  Health  Service 
Commission  with  the  develop 
ment  of  a PPO  to  provide  service 
on  an  indemnity  basis  to  th< 
subsidized  enrollees,  and  MSN 
has  responded  to  the  draft  of  th< 
regulations  written  by  the  Com 
mission;  to  date,  2,800  physician: 
have  indicated  their  desire  tc 
participate  in  the  proposed  plan 

5.  Stigliano  versus  Nagawatte 
et  al.  Approved  the  following: 

That  the  Board  of  Trustees  approve 
amicus  intervention  by  MSNJ  in  the, 
case  of  Stigliano  vs.  Nagawatte,  et  al. 
The  firm  of  Stern  & Greenberg  will 
represent  MSNJ. 

6.  State  Board  of  Medical  Ex- 
aminers (BME).  Noted  that  a ten- 
tative resolution  has  been 
reached,  whereby  BME  will 
retract  all  of  the  conditions,  in- 
formation, and  reports  filed  on  ■ 
the  affected  physicians  concern- 
ing the  questions  on  the  biennial  i 
licensing  applications;  and  cur- 
rently is  arguing  with  BME  con- : 
cerning  publicity  of  disciplinary 
actions  taken  by  BME,  noting 
that  Vincent  Maressa  explained 
that  the  statute  clearly  says  if 
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JME  finds  no  cause  for  disciplin- 
ng  the  physician,  the  matter  is  to 
)e  dismissed  and  the  record 
;ealed. 

Council  on  Legislation.  Ap- 

)roved  the  following: 

That  the  Board  of  Trustees  approve 
he  positions  recommended  by  the 
1 Council  on  Legislation  on  the  health 
-are  reform,  insurance,  tort  reform 
tnd  public  health,  and  related  issues 
ists. 

Also,  approved  the  following 
positions:  S-270/A-818  (estab- 

lishes the  alcohol  and  drug  coun- 
selor licensing  act)  — support  with 
amendment  that  a requirement 
be  added  of  at  least  a bachelor’s 
degree  for  licensure.  A-417 
^establishes  a lupus  erythem- 
atosus registry  in  the  Department 
of  Health)— active  opposition, 
lupus  is  not  being  widely  mis- 
diagnosed; there  are  adequate 
facilities  and  adequate  treatment; 
the  bill  does  not  provide  funding; 
registries  are  extremely  expensive 
to  set  up  and  operate;  and  re- 
gistries cannot  be  put  into  place 
for  every  disease.  A-603  (reg- 
ulates utilization  review  organiza- 
tions and  independent  medical 
examiners)  — active  opposition, 
MSNJ  is  in  the  process  of 
formulating  a bill  for  introduction 
in  this  regard;  in  addition,  a re- 
cent appellate  division  case  has 
opened  the  way  for  regulatory  ap- 
proach. 

Also,  approved  the  position  of 
active  opposition  for  S-268  (reim- 
bursement under  certain  health 
insurance  policies  for  licensed 
clinical  social  workers). 

Council  on  Medical  Services. 

Approved  the  following: 

That  MSNJ  adopt  the  current  version 
of  the  HCFA  1500  uniform  claim 
form  for  use  by  all  insurance  com- 
panies. 


UMDNJ  NOTES 


White  coat  ceremonies.  A new 
tradition  was  begun  at  UMDNJ- 
New  Jersey  Medical  School  and 
UMDNJ-Robert  Wood  Johnson 


That  MSNJ  urge  the  New  Jersey 
State  Department  of  Human  Services 
to  use  the  current  version  of  the 
HCFA  1500  uniform  claim  form  for 
billing  all  medical  services  under 
New  Jersey  Medicaid. 

Council  on  Public  Health.  Ap- 
proved the  following: 

That  MSNJ  support  legislation  that 
would  eliminate  the  requirement  of 
premarital  testing  for  syphilis. 

Also,  approved  the  following: 

That  MSNJ  support  the  effort  of  the 
Department  of  Environmental  Pro- 
tection and  Energy  to  lower  medical 
waste  penalties. 

Committee  on  Medical  Educa- 
tion. Approved  the  following: 

That  MSNJ  explore  development, 
with  other  organizations,  of  standards 
and  mechanisms  for  programs  to 
retrain  selected  physicians  in  primary 
care  that  could  be  implemented 
when  the  health  care  environment 
creates  a demand  for  such  retraining. 

Committee  on  Physicians’ 
Health.  Approved  the  report  of 
the  Subcommittee  on  Alcoholism 
and  Drug  Abuse  and  also  ap- 
proved that  the  suggested  re- 
visions to  the  New  Jersey  Admin- 
istration Code  6,  Chapter  29, 
Subchapter  6,  be  forwarded  to  the 
New  Jersey  State  Department  of 
Education. 

AMA  Delegation.  Noted  a 
favorable  outcome  on  all  five 
resolutions  submitted  by  New 
Jersey  to  the  AMA  Annual  Meet- 
ing: Reimburse  Urgent/Emergen- 
cy Care  for  Non-U. S.  Citizens 
(adopted);  Priorities  in  Health 
System  Reform  (adopted);  Collec- 
tive Bargaining  (referred  to  Board 
of  Trustees);  Specialty  Board  Re- 
certification (referred  to  Board  of 
Trustees);  and  Milliman  and 
Robertson,  Inappropriate  Use 


Medical  School  when  first-year 
students  participated  in  the  first 
White  Coat  ceremonies.  During 
the  events,  the  entering  medical 


(adopted).  Also,  noted  that  Joseph 
A.  Riggs,  MD,  was  elected  to  the 
AMA  Council  on  Scientific  Affairs 
and  Edward  A.  Schauer,  MD,  was 
appointed  to  a second  one-year 
term  on  the  AMA  Council  on 
Legislation. 

Internal  handbook  of  New 
Jersey’s  AMA  delegation.  Ap- 
proved, with  commendation,  the 
final  draft  of  the  internal 
handbook  used  by  the  delegation 
to  the  AMA. 

JEMPAC.  Heard  from  Harry 
M.  Carnes,  MD,  concerning  the 
need  to  increase  membership  in 
JEMPAC. 

1994  House  of  Delegates. 

Filed  responses  to  two  letters: 
from  Commissioner  Fishman  in- 
dicating that  the  Department  of 
Health  developed  standards  for 
the  use  of  restraints  in  hospitals 
believing  that  patient  rights,  safe- 
ty, and  quality  of  care  are  im- 
pacted significantly  by  this  issue; 
and  from  Maurice  J.  Martin,  MD, 
president  of  the  American  Board 
of  Medical  Specialties,  noting  that 
each  of  the  24  specialty  boards 
have  their  own  eligibility  rules 
and  eredentialing  committees, 
and  stating  it  would  be  inap- 
propriate for  Board  eligibility  to 
remain  constant  throughout  a 
lifetime  without  a continued 
educational  plan. 

Also,  noted  that  in  response  to 
MSNJ  s request,  the  New  Jersey 
Academy  of  Family  Physicians 
adopted  the  following: 

Resolved,  that  the  New'  Jersey 
Academy  of  Family  Physicians  con- 
demns the  discharge  of  a healthy 
newborn  if  the  mother  has  to  remain 
in  the  hospital  for  medical  reasons, 
since  this  practice  hinders  mother- 
child  bonding  and  care  of  the 
newborn. 


students  were  presented  with 
white  coats  to  signify  the  begin- 
ning of  their  medical  careers.  The 
Hippocratic  Oath  was  adminis- 
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tered.  Each  first-year  medical  stu- 
dent also  was  presented  with  a 
copy  of  On  Doctoring. 

The  ceremony  was  the  first 
event  in  the  yearlong  celebration 
of  UMDNJ’s  40th  anniversary. 

Poll  surveys  eating  patterns. 
New  Jerseyans  give  themselves 
high  marks  when  grading  them- 
selves on  healthful  eating  habits 
and  say  they  eat  many  more  vege- 
tables, daily  products,  and  fruits 
than  red  meat  and  french  fries. 
More  people  also  rely  on  the 
media  than  on  physicians  for  in- 
formation about  what  to  eat.  Their 
self-assessments  were  revealed  in 
the  latest  UMDNJ-Eagleton  In- 
stitute poll  that  tested  what  New 
Jerseyans  eat  and  how  they  make 
their  food  choices. 

They  coincided  with  national 
data  documenting  an  increase  in 
the  number  of  overweight  Ameri- 
cans reported  recently  by  the 
Centers  for  Disease  Control  and 
Prevention  (CDC). 


PLACEMENT  FILE 


The  following  physicians  have 
written  to  the  executive  offices  of 
MSNJ  seeking  information  on  op- 
portunities for  practice  in  New 
Jersey.  If  you  are  interested  in 
further  information  concerning 
these  physicians,  please  direct  in- 
quiries to  them. 

Anesthesiology 

Geoffrey  W.T.  Ndeto,  MD,  36 
Franklin  Ave.,  Rosemont,  PA  19010. 
Nairobi  (Kenya)  1976.  Group  or 
partnership.  Available. 

Gastroenterology 

Rawel  Singh,  MD,  8569  Everett 
Ave.,  St.  Louis,  MO  63117.  GND 
University  (India)  1980.  Board 
certified.  Single  or  multispecialty 
group.  Available. 


Multivitamins  can  boost  im- 
munity in  older  people.  Taking  a 
daily  multivitamin  may  help 
protect  older  people  from  disease 
by  boosting  their  immune  sys- 
tems, according  to  researchers  at 
UMDNJ-New  Jersey  Medical 
School.  The  researchers  found 
that  after  taking  a daily  multi- 
vitamin for  one  year,  a group  of 
men  and  women  aged  59  to  85 
years  showed  signs  of  having 
stronger  immune  systems.  This 
effect  was  associated  with  higher 
concentrations  of  some  essential 
vitamins  in  their  blood.  The  study 
found  that  multivitamins  helped 
strengthen  T-lymphocytes,  the 
white  blood  cells  that  fight  infec- 
tious diseases.  Dr.  John  D. 
Bogden,  a professor  of  preventive 
medicine  and  community  health, 
was  the  principal  investigator  of 
the  study. 

AIDS  finding  revealed.  People 
infected  by  a distant  viral  cousin 
of  HIV,  the  virus  that  causes 


Internal  Medicine 

Nick  Mehta,  MD,  1946  Guernsey 
Ave.,  Abington,  PA  19001.  B.J. 
Medical  College  (India)  1978.  Board 
eligible.  Available. 

Nephrology 

Suk  Hyeon  Yun,  MD,  504  Summit 
Ave.,  Fort  Lee,  NJ  07024.  New  York 
Medical  College  1989.  Board 
certified  (IM).  Board  eligible 
(NEPHR).  Group  or  partnership. 
Available. 

Pathology 

Maria  S.  Braganca,  MD,  43  S. 
Cadillac  Dr.,  Somerville  NJ  08876. 
GOA  (India)  1968.  Board  certified. 
Group.  Available. 


AIDS,  may  sometimes  be  pr 
tected  from  getting  the  fatal  virx 
according  to  a study  by  r 
searchers  at  UMDNJ-New  Jerst 
Medical  School.  The  viral  relati\ 
of  HIV  is  human  T-cell  lymphi 
trophic  virus  Type  II  (HTLV-II 
It  is  not  a new  virus,  but  scientis 
are  concerned  because  it 
spreading  rapidly  among  injectio 
drug  users  worldwide.  Epidem 
ologists  estimate  that  betweei 
250,000  to  500,000  American 
may  be  infected  with  HTLV-I ! 
Dr.  Stanley  H.  Weiss  led  the  re 
search  team. 

Chairman  of  the  Board.  Dii 

Arnold  H.  Rosenheck  has  bee; 
named  chairman  of  the  Board  c 
Trustees  of  UMDNJ.  Dr.  Rosen 
heck  conducts  a private  practict 
in  oral  and  maxillofacial  surgeri 
in  New  Brunswick;  he  also  is  ai 
assistant  professor  of  surgery  a 
UMDNJ-New  Jersey  Medica 
School.  □ Stanley  S.  Bergen,  Jr' 
MD,  president 


Psychiatry 

Dorothy  Brozek,  MSN,  MD,  200  E. 

Wynnewood  Rd.,  D-l,  Wynnewood, 
PA  19096.  Albany  Medical  College] 
1990.  Board  eligible.  Available. 

Surgery 

W.  Dean  Adams,  MD,  3617  38  St., 
NW,  Apt.  310,  Washington,  DC 
20016.  College  of  Physicians  & 
Surgeons  1989.  Board  eligible 
(SURG).  Group,  associate,  partner. 
Available. 

Marc  S.  Saunders,  DO,  6815 
Lockwood  Blvd.,  Apt.  155, 
Boardman,  OH  44512.  NY  College  of 
Osteopathic  Medicine  1987.  Board 
eligible.  Available. 


NOMINATING  COMMITTEE  MEETING 

The  Nominating  Committee  of  the  Medical  Society 
of  New  Jersey  (MSNJ)  will  meet  on  Wednesday, 
January  11,  1995,  at  9 a.m.,  at  MSNJ  headquarters, 
Lawrenceville,  to  consider  candidates  for  MSNJ 
offices. 
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Representation 

Education 

and 

Networking 


Federation 

Consortium 

Study 


Hospital  Medical  Staff  Section 
24th  Assembly  Meeting 
December  1-5, 1994 
Sheraton  Waikiki  Hotel 
Honolulu,  Hawaii 

Send  a representative  from  your  hospital  medical  staff  and  physician  organization  to  the 
1994  Interim  American  Medical  Association  Hospital  Medical  Staff  (AMA-HMSS)  Assembly  Meeting 
held  on  December  1-5  in  Honolulu.  Aside  from  participating  in  the  development  of  AMA  policy, 
representatives  will  have  an  opportunity  to  network  with  colleagues,  dialogue  with  the  AMA  Board 
of  Trustees,  and  hear  the  latest  news  and  information  on  health  system  reform. 

With  a changing  health  care  environment,  broader  diversity  within  the  physician  population,  limited 
resources,  and  an  overriding  need  for  unity  of  purpose  and  action  by  organized  medicine,  the  AMA 
has  undertaken  a study  of  the  Federation. 

The  study,  involving  county,  state  and  specialty  societies,  the  AMA,  and  other  related  organizations, 
intends  to  uncover  useful  information  for  developing  ways  to  increase  membership,  member 
participation,  and  advocacy  as  well  as  improve  communications,  medical  society  performance,  and 
resource  utilization. 

Project  leaders  have  asked  the  AMA-HMSS  to  participate  in  the  process  because  it  effectively 
represents  grassroot  physician  concerns.  Input  from  each  HMSS  representative  also  will  be  extremely 
valuable  in  defining  organized  medicine  in  the  future. 

The  1994  Interim  AMA-HMSS  Assembly  Meeting  Education  Program  will  host  the  Consortium  study. 
Data  collected  and  analyzed  will  facilitate  the  following  objectives: 

• Identify  current  and  future  needs,  expectations,  and  preference  of  physicians  and  others  for 
organized  medicine; 

• Explore  membership  ideas  and  options; 

• Assess  how  medical  societies  relate  to  each  other — including  ways  to  be  more  supportive,  avoid 
duplication  of  effort,  leverage  strengths,  and  better  address  weaknesses; 

• Discover  whether  there  are  better  tools/technologies  that  medical  societies  can  use  to  communicate 
with  one  another  and  their  members;  and 

• Enable  medical  societies  to  work  smart  in  a more  focused  and  purposeful  way. 

Plan  to  participate  in  the  Federation  Consortium  on  Friday,  December  3 from  2:30  to  5:30  pm  in 
Honolulu,  Hawaii.  Mahalo! 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


VOL.  91 -NUMBER  10  OCTOBER  1994 


727 


CONTINUING  EDUCATION 


MEDICINE 


Somerset  (NJ  Orthopaedic 
Society  and  AMNJ) 


October 

11  Transition  into  Medical 
Practice 

UMDNJ-Robert  Wood  Johnson 
University  Hospital, 

New  Brunswick  (AMNJ) 

11  Cyclosporin  in  Dermatology 
Sehering  Corporation, 
Kenilworth  ( Dermatological 
Society  of  New  Jersey) 

12  Physician  Office  Laboratory 
Seminar 

Sheraton  Inn,  East  Brunswick 

(POL  Consultants,  Haddonfield) 

13  Head  and  Neck  Oncology 
Meeting 

The  Manor,  West  Orange 

(AMNJ) 

14  Management  of  the  SCI 
Person 

Kessler  Conference  Center, 
West  Orange  (Kessler  Institute 
for  Rehabilitation) 

15  Coriell  Sports  Day 

Garden  State  Park,  Cherry  Hill 
(Coriell  Institute  for  Medical 
Research) 

18  Interstitial  Nephritis 

Overlook  Hospital,  Summit 

(AMNJ) 

18  Blood  Glucose  Control  and 
Diabetes 

St.  Mary  Hospital,  Hoboken 

(AMNJ) 

19  Lower  Extremity  Amputation 
Prevention  in  Persons  with 
Diabetes  Mellitus 

NJ  Veterans  Memorial  Home, 
Menlo  Park  (AMNJ) 

19  Medical  History  Society  of 
New  Jersey  Meeting 
The  Nassau  Club,  Princeton 
(AMNJ) 

19  Central  Nervous  System 
Disorders  and  Brain 
Dysfunction 

The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

19  Identification  and 

Management  of  Asymptomatic 
HIV  Infection 

Kessler  Institute  for 
Rehabilitation,  West  Orange 
(AMNJ) 


20  Making  Decisions  in 
Transfusion  Medicine 

Dover  General  Hospital  and 
Medical  Center,  Dover  (AMNJ) 
20  New  Jersey  Psychoanalytic 
Society  Meeting 
Hackensack  Medical  Center, 
Hackensack  (AMNJ) 

20  Contemporary  Diagnosis  and 
Treatment  for  Cyanotic 
Congenital  Heart  Diseases 
Saint  Barnabas  Medical  Center, 
Livingston  (Saint  Ramabas 
Medical  Center) 

20  Diagnosis  and  Treatment  of 
AIDS 

Dover  General  Hospital  and 
Medical  Center,  Dover  (AMNJ) 

20  Varicose  Veins 

UMDNJ-Robert  Wood  Johnson 
Medical  School, 

New  Brunswick  (UMDNJ) 

25  Hypothyroidism  and 
Hyperthyroidism  in  the 
Elderly 

The  Hospital  Center  at  Orange, 
Orange  (AMNJ) 

26  Blood  Glucose  Control  and 
Diabetes 

UMDNJ-Robert  Wood  Johnson 
University  Hospital  at 
Hamilton,  Hamilton  (AMNJ) 

27  Extracorporeal  Shockwave 
Lithotripsy 

Woodbridge  Developmental 
Center,  Woodbridge  (AMNJ) 

27  Visiting  Professor  Lecture 

Saint  Barnabas  Medical  Center, 
Livingston  (Saint  Barnabas 
Medical  Center ) 

27  The  Diabetic  Foot 
Hyatt  Regency, 

New  Brunswick  ( American 
Diabetes  Association,  NJ 
Affiliation) 

28  Neuropsychiatric  and 
Psychosocial  Aspects  of  HIV/ 
AIDS 

New  Jersey  Veterans  Home, 
Paramus  (AMNJ) 

28-  The  Annual  Symposium  for 

29  the  New  Jersey  Orthopaedic 
Society 

Somerset  Marriott  Hotel, 


November 

2 Office  Antibiotics 

The  General  Hospital  Center  ; 
Passaic,  Passaic  (AMNJ) 

2 Lower  Extremity  Amputation 

Prevention  in  Persons  with 
Diabetes  Mellitus 
Masonic  Home  of  New  Jersey,  I 
Burlington  (AMNJ) 

2 Vascular  Soc.  of  NJ  Meeting 

Short  Hills  Hilton,  Short  Hills 
(Vascular  Society  ofNJ  and 
AMNJ) 

2 Review  of  New  Antibiotics 

St.  Marv’s  Hospital,  Passaic 

(AMNJ) 

2 How  To  Help  Your  Patients 

Stop  Smoking 

West  Jersey  Health  System, 
Voorhees  (AMNJ) 

2 Medical  Grand  Rounds 

9 VA  Medical  Center, 

16  East  Orange  (AMNJ) 

23 

30 

2 Interhospital  Endocrine 

9 Rounds 

16  University  Hospital,  Newark 

23  (AMNJ) 

30 

2 Visiting  Professor  Lecture 

VA  Medical  Center, 

East  Orange  (AMNJ) 

2 Endocrinology  Section/AMNJ 
Dinner  Meeting 

Holiday  Inn,  Newark  Airport, 
Newark  (AMNJ) 

3 Annuities:  Are  They  for  You? 
UMDNJ-Robert  Wood  Johnson 
Medical  School, 

New  Brunswick  (UMDNJ) 

5 Symposium  in  Child 

Neurology 

New  Lisbon  Developmental 
Center,  New  Lisbon  (AMNJ) 

7 Diabetes-Related 
Cardiovascular  Disease 
Forensic  Psychiatric  Hospital, 
Trenton  (AMNJ) 

8 Dermatologic  Surgery 
Sehering  Corporation, 
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DEBORAH  HEART  AND  LUNG  CENTER  - DEPARTMENT  OF  PULMONARY  MEDICINE 


PRESENTS 


4 4 TH  ANNUAL  CLINICAL  UPDATE 
I I IN  PULMONARY  MEDICINE 

December  10,  1994  • Bally’s  Park  Place  • Atlantic  City,  New  Jersey 


Designed  for  Pulmonologists,  Internists,  Family  Practitioners,  and  Allied  Health  Care  Professionals 

7.5  Hours  Category  1 CME  Credit 


P R O G R A M 


Clinical  Assessment  and  Therapy  of  the  Difficult  Asthmatic  Patient  Edward  C.  Rosenow,  III,  MD 

The  Clara  Falk  Franks  Lecture:  Chronic  Obstructive 

Pulmonary  Disease:  An  Update  Gordon  L.  Snider,  MD 

A Practical  Approach  to  the  Patient  with  Diffuse  Lung  Disease  Edward  C.  Rosenow,  III,  MD 

The  Intensive  Care  Unit— A Paradigm  for  the  Dilemma  of 

High  Technology  Medicine  Gordon  L.  Snider,  MD 

Pulmonary  Complications  in  Patients  with  HIV  Infection  John  Bartlett,  MD 

An  Update  on  Tuberculosis  and  Nontuberculous  Mycobacterial  Infection  Dixie  E.  Snider,  Jr.,  MD 

Pulmonary  Fungal  Infections:  Recent  Advances  in  Diagnosis  and  Treatment  ....  George  A.  Sarosi,  MD 
Primary  Lung  Cancer  in  1994:  Diagnosis,  Operability  and  Resectability  David  M.F.  Murphy,  MD 

For  further  information,  please  contact:  Center  for  Bio-Medical  Communication,  Inc. 

80  W.  Madison  Avenue,  Dumont,  New  Jersey  07628  (201)  385-8080 


ARE  YOU  PROPERLY  CLASSIFIED? 
PROFESSIONAL  MALPRACTICE  LIABILITY 


OCCURRENCE  PLUS 

-1/3,000,000  LIMITS 

Higher  Limits  Availabile 

New  Doctors  50%  of  Premium 

Ob-Gyn 

$33,394 

Emerg.  Med. 

$7,733 

Radiology 

$ 9,204 

GP— No  Surgery 

$6,024 

Proctology 

$ 7,733 

Neurology 

$6,024 

GP— Minor  Surgery  $ 7,733 

Internal  Medicine 

$7,733 

Cardiology 

$ 6,024 

Psychiatry 

$2,559 

Gastroenterology 

$ 7,733 

OVER  100  OTHER 
CLASSIFICATIONS 


ROYNTON 
& BOYNTON 

42  MONMOUTH  ST. 

P.O.  BOX  887 
RED  BANK,  N.J.  07701 


MEDICAL  HOTLINE  1-800-822=0262 


Acupuncture  & Electro-Therapeutics 
in  Clinical  Practice 

New  York  State  Boards  of  Medicine  & Dentistry  25-hour 
accredited  seminar  & workshop  on  latest  theories  & 
techniques  of  manual  & electro-acupuncture,  TENS  & simple 
non-invasive  diagnostic  methods  (including  cardio-vascular, 
neuromuscular,  central  nervous  systems  & “Bi-Digital  O-Ring 
Test”),  applicable  towards  300-hour  requirement  for 
certification  to  practice  acupuncture,  will  be  given  periodically 
for  licensed  clinicians  (with  or  without  prior  training)  on  3- 
day  weekends  (Fri-Sun)  of  Nov.  17-19,  and  Dec.  9-11,  1994, 
at  Milford  Plaza  Hotel,  45th  St.  & 8th  Ave.,  New  York  City. 

The  10th  Annual  International  Symposium  on 
Acupunture  & Electro-Therapeutics  will  be  held  at 
Columbia  University,  School  of  International  Affairs,  420  W. 
118th  St.,  N Y.  City,  during  October  20-23,  1994. 

These  meetings  are  co-sponsored  by  the  International 
College  of  Acupuncture  & Electro-Therapeutics  & its  official 
journal,  Acupuncture  & Electro -Therapeutics  Research,  The 
International  Journal  (published  by  Pergamon  Press  & 
indexed  in  15  major  indexing  periodicals,  including  Index 
Medicus),  Heart  Disease  Research  Foundation;  NY  Pain 
Center;  Electrical  Engineering  Dept.,  Manhattan  College; 
Nordic  Medical  Acupuncture  Society  (Scandinavia);  Schmerz 
Therapeutische  Kolloquium  (West  Germany);  Japan  Bi-Digital 
O-Ring  Test  Assn.;  Accredited  toward  Acupuncture 
Certification  to  practice  acupuncture.  Eligible  for  AMA  CME 
Cat.  I credit  (about  40  credit-hours  for  the  Symposium). 
Among  many  distinguished  speakers  is  former  Chairman  of 
Nobel  Committee  Prof.  Norden  Stron. 

For  information  on  meetings  or  submission  or 
presentations  of  papers,  contact  Symposium  Chairman,  Prof. 
Y.  Omura,  M.D.,  Sc.D.,  800  Riverside  Drive  (8-1)  New  York, 
NY  10032  Tel:  (212)  781-6262  (10  am  to  10  pm  7 days  a week) 
or  (212)  928-0658,  Co-chairman,  Prof.  A.W.  Cook,  MD  (516) 
877-1821,  or  Claire  Ulrich  (212)  781-3082. 
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Kenilworth  (Dermatological 
Society  of  New  Jersey) 

9 Malnutrition  in  HIV  Infection 

Radisson  Hotel,  Newark 
Airport,  Newark  ( AMNJ ) 

9 Burns:  Management  of  Pain 
Medication 

St.  Mary’s  Hospital,  Passaic 

(AMNJ) 

10  Making  Decisions  in 
Transfusion  Medicine 

St.  Joseph’s  Hospital  and 
Medical  Center,  Paterson 
(AMNJ) 

15  Vaccination  and 

Immunization  Issues  for 
Health  Care  Practitioners 

The  Hospital  Center  at  Orange, 
Orange  (AMNJ) 

15  General  Membership  Meeting 
for  Anesthesiologists 
Ramada  Inn,  Clark  (NJ  State 
Society  of  Anesthesiologists) 

15  Drug  Use  in  Renal  Failure 
Overlook  Hospital,  Summit 
(AMNJ) 

16  Use  of  Newer  Cardiac  Drugs 
The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

16  Scientific  Meeting,  Radiation 
Oncology 

The  Manor,  West  Orange 

(Radiation  Oncology  Section) 

16  Tuberculosis 

West  Jersey  Hospital  System, 
Voorhees  (AMNJ) 

16  Congestive  Heart  Failure 

St.  Mary’s  Hospital,  Passaic 

(AMNJ) 

16  Diabetes-Related 
Cardiovascular  Disease 
Essex  County  Hospital  Center, 
Cedar  Grove  (AMNJ) 

17  Identification  and 
Management  of  Perinatal  HIV 
Infection 

Dover  General  Hospital  and 
Medical  Center,  Dover  (AMNJ) 
17  New  Jersey  Psychoanalytic 
Society  Meeting 
Hackensack  Medical  Center, 
Hackensack  (AMNJ) 

17  Colitis 

Woodbridge  Developmental 
Center,  Woodbridge  (AMNJ) 


17  Ultrasound  of  the  Fetal  Brain 

Saint  Barnabas  Medical  Center, 
Livingston  (Radiological 
Society  of  NJ  and  AMNJ) 

18  Diabetes  Mellitus  in  the  Era 
of  Health  Care  Reform 

Radisson  Hotel,  Somerset 

(AMNJ) 

19  Slide  Seminar  and  Annual 
Meeting 

UMDNJ-Robert  Wood  Johnson 
Medical  School,  Piscataway 
(Pathology  Society  of  New 
Jersey  and  AMNJ) 

21  Vaccination  and 

Immunization  Issues  for 
Health  Care  Practitioners 

New  Lisbon  Development 
Center,  New  Lisbon  (AMNJ) 

23  Diabetes-Related 

Cardiovascular  Disease 
Rahway  Hospital,  Rahway 
(AMNJ) 

30  Neuropsychiatric  and 

Psychological  Aspects  of  HIV/ 
AIDS 

UMDNJ-Robert  Wood  Johnson 
University  Hospital  at 
Hamilton,  Hamilton  (AMNJ) 

30  How  To  Help  Your  Patients 
Stop  Smoking 
St.  Mary’s  Hospital,  Passaic 
(AMNJ) 


December 

7 Complications  of  Myocardial 

Infarction 

The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

7 Visiting  Professor  Lecture 
VA  Medical  Center, 

East  Orange  (AMNJ) 

7 Endocrinology  Section/AMNJ 

Dinner  Meeting 
Holiday  Inn,  Newark  Airport, 
Newark  (AMNJ) 

7 Annual  Tumor  Board 
Conference 
Hyatt  Regency  Hotel, 

New  Brunswick  (AMNJ) 

7 Medical  Grand  Rounds 

14  VA  Medical  Center, 

21  East  Orange  (AMNJ) 

28 

7 Interhospital  Endocrine 


14 

21 

28 

8 


13 


13 


14 


14 

15 


16 


19 


20 

21 


23 


28 


I I 


Rounds 

UMDNJ-University  Hospital, 
Newark  (AMNJ) 

Pediatric  Society  of  New 
Jersey  Annual  Meeting 
Sheraton  at  Woodbridge  Place 
I selin  (AMNJ) 

Making  Decisions  in 
Transfusion  Medicine 
The  Hospital  Center  at  Orange1 
Orange  (AMNJ) 

Dermatological  Diagnostic 
and  Therapeutic  Pearls 
Schering  Corporation, 
Kenilworth  (Dermatological 
Society  ofNJ) 

Pathogenesis,  Diagnosis,  and 
Management  of  Headaches 
St.  Joseph’s  Hospital  and 
Medical  Center,  Paterson 
(AMNJ) 

Superficial  Fungal  Infections 

The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 


MRI  of  the  Pelvis 

Saint  Barnabas  Medical  Center, 
Livingston  (Radiological 
Society  ofNJ  and  AMNJ) 
Pathogenesis,  Diagnosis,  and 
Management  of  Headaches 
New  Jersey  Veterans  Home, 
Paramus  (AMNJ) 

Gynecologic  Care  for  Women 
with  Physical  and  Cognitive 
Disabilities 

New  Lisbon  Developmental 
Center,  New  Lisbon  (AMNJ) 
HIV  and  the  Kidney 
Overlook  Hospital,  Summit 
(AMNJ) 


Blood  Glucose  Control  and 
Diabetes:  Lessons  from  the 
Diabetes  Control  and 
Complications  Trial 

St.  Mary’s  Hospital,  Passaic 

(AMNJ) 


Diabetes-Related 
Cardiovascular  Disease 

St.  Mary’s  Hospital,  Passaic 

(AMNJ) 

Making  Decisions  in 
Transfusion  Medicine 
UMDNJ-Robert  Wood  Johnson 
University  Hospital  at 
Hamilton,  Hamilton  (AMNJ) 
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Hahnemann 

University 


Department  of  Medicine  Grand  Rounds 

Wednesdays  8:30  to  9:30  a.m. 

Classroom  C (Alumni  Hall),  2nd  Floor,  New  College  Building,  Hahnemann  University,  15th  & Vine  Streets  (15th  Street  Entrance),  Philadelphia 

For  more  information,  contact  the  Office  of  Continuing  Education  at  215-762-8263. 


OCTOBER  1 994  NOVEMBER  1 994  DECEMBER  1 994 


OCTOBER  5th 

Pulmonary  Tuberculosis:  Changing  Pattern 
of  Epidemiology  and  Therapy 

Michael  E.  Iseman , M.D. 

Associate  Professor  of  Medicine 
Mycobacterial  Disease  Service,  Infectious 
Diseases  Division,  National  Jewish  Center, 
Denver,  CO 
OCTOBER  12th 

Coronary  Heart  Disease  in  Women 

Nanette  K.  Wenger,  M.D. 

Professor  of  Medicine 

Emory  University  School  of  Medicine, 

Director,  Grady  Health  Systems, 

Atlanta,  GA 
OCTOBER  19th 

New  Approaches  to  Infections  in  Organ 
Transplant  Recipients 

Robert  H.  Rubin,  M.D. 

Professor  of  Medicine 

Harvard  Medical  School,  Infectious  Disease 
Division,  Massachusetts  General  Hospital, 
Boston,  MA 
OCTOBER  26th 

Treatment  of  the  Geriatric  Patient 

Joel  Posner,  M.D. 

Professor  of  Medicine 
Director,  Division  of  Geriatrics, 

Medical  College  of  Pennsylvania, 
Philadelphia,  PA 


NOVEMBER  1994 

NOVEMBER  2nd 

Clinical  Diagnosis  of  Heart  Disease  for  the 
Generalist 

David  II.  Spodick,  M.D.,  D.Sc. 

Professor  of  Medicine 

Cardiology  Division,  Saint  Vincent  Hospital, 

Worcester,  MA 

NOVEMBER  9th 

Thyroid  Disorders  and  the  Heart 

Paul  Ladenson,  M.D. 

Professor  of  Medicine 
Director,  Division  of  Endocrinology  and 
Metabolism,  Johns  Hopkins  School  of 
Medicine,  Baltimore,  MD 


NOVEMBER  16th 

Asthma:  Management  Strategies 

William  Basse,  M.D. 

Professor  of  Medicine 

University  of  Wisconsin,  School  of  Medicine, 

Madison,  WI 

NOVEMBER  23rd 

No  Grand  Rounds— Holiday 

NOVEMBER  30th 

Kidney  Stone  Disease 

Douglas  M.  Landwehr,  M.D.,  Ph  D. 

Associate  Professor  of  Medicine 
Director,  Division  of  Nephrology 
and  Hypertension, 

Allegheny  General  Hospital, 

Pittsburgh,  PA 


DECEMBER  1994  

DECEMBER  7th 
Steroid-Induced  Osteoporosis 

Paul  Katz,  M.D. 

Professor  of  Medicine,  Microbiology,  and 
Immunology 

Chief,  Division  of  Rheumatology, 
Immunology,  and  Allergy,  Georgetown 
University  School  of  Medicine, 
Washington,  DC 
DECEMBER  14th 
Cardiac  Auscultation 
Leonard  S.  Dreifus,  M.D. 

Professor  of  Medicine 

Division  of  Cardiovascular  Diseases, 

Hahnemann  University 

Daniel  Mason,  M.D. 

Professor  of  Medicine 

Division  of  Cardiovascular  Diseases, 

Hahnemann  University 

Gerald  Scharf,  D.O. 

Professor  of  Clinical  Medicine 
Division  of  Cardiovascular  Diseases, 
Hahnemann  University 
John  J.  Ross,  RCPT 
Research  Assistant  Professor 
Division  of  Cardiovascular  Diseases, 
Hahnemann  University 


DECEMBER  21st 

Metabolic  Bone  Disease— Osteodystrophies 
and  Osteoporosis 

Harmut  Malluche,  M.D. 

Professor  of  Internal  Medicine 

Chief,  Division  of  Nephrology,  Bone  and 

Mineral  Metabolism,  University  of  Kentucky, 

Lexington,  KY 

DECEMBER  28th 

No  Grand  Rounds  — Holiday 


JANUARY  1995 

JANUARY  4th 
Urinary  Tract  Infections 

Donald  Kaye,  M.D. 

Chair,  Department  of  Medicine 
Medical  College  of  Pennsylvania  and 
Hahnemann  University  School  of  Medicine 

JANUARY  11th 
Antiohiotic  Resistance 

Robert  C.  Moellermg,  Jr.,  M.D. 

Shields  Warren-Mallinckrodt 
Professor  of  Medical  Research 
Harvard  Medical  School,  Physician-in-Chief, 
New  England  Deaconess  Hospital,  Boston,  MA 
JANUARY  18th 

Aspirin  and  Warfarin  Combined  Therapy- 
Multicenter,  U.K.  Trials 

Thomas  W.  Meade,  D.M.,  F.R.C.P. 

Director,  Medical  Research  Council  MRC 
Epidemiology  and  Medical  Care  Unit, 

Wolfson  Institute  of  Preventive  Medicine, 

The  Medical  College  of  St.  Bartholomew’s 
Hospital,  London,  England 
Prevention  and  Treatment  of  Abnormalities 
of  Thrombosis  Cardiovascular  Disease 
Yale  Nemerson,  M.D. 

Goodhart  Professor  of  Medicine  and 
Biochemistry 

Chief,  Division  of  Thrombosis  Research, 

Mt.  Sinai  Medical  Center,  New  York,  NY 
JANUARY  25th 

Complications  of  Drug  Therapy  in  the 
Elderly 

Michael  F.  Michelis,  M.D. 

Professor  of  Clinical  Medicine 
New  York  Medical  College 
Director,  Division  of  Nephrology, 

Lenox  Hill  Hospital,  New  York,  NY 


Wednesday  Medical  Seminar  Series 
8:30  a.m.  to  3:30  p.m. 


OCTOBER  5,  1994 
Tuberculosis 

Guest  Lecturer: 

Michael  E.  Iseman,  M.D. 

NOVEMBER  16,  1994 

Asthma 

Guest  Lecturer:  William  Busse,  M.D. 


DECEMBER  14,  1994 

Cardiac  Diagnostic 

Techniques  for  the  Generalist  Physician 

Lecturers:  Leonard  Dreifus,  M.D., 
Daniel  Mason,  M.D.,  Gerald  Scharf,  D.O., 
John  Ross,  RCPT 


JANUARY  18,  1995 

Prevention  and  Treatment  of  Abnormalities  of 
Thrombosis  in  Cardiovascular  Diseases 

Guest  Lecturers:  Thomas  W.  Meade,  D.M., 
F.R.C.P.  and  Yale  Nemerson,  M.D. 


Seminar  Director:  Allan  B.  Schwartz,  M.D.,  Professor  and  Vice  Chair,  Chief  of  Service,  Director  of  Continuing  Medical  Education  for  the  Department  of  Medicine 

Full  Disclosure  Statement:  All  faculty  participating  in  continuing  medical  education  programs  sponsored  by  Hahnemann  University  are  expected  to  disclose  to  the  audience  any  real 

or  apparent  conflict(s)  of  interest  related  to  the  content  of  their  presentation. 

Statement  of  Accreditation:  Hahnemann  University  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  ( ACCME)  to  sponsor  continuing  medical  education 
programs  for  physicians.  Hahnemann  University  designates  each  hour  of  attendance  at  these  activities  as  1 credit  hour  of  Category  I of  the  Physician  s Recognition  Award  of  the  American 
Medical  Association. 
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IN  MEMORIAM 


JOHN  D.  GINDHART 


PAUL  L.  GROSNER 


S.  JOEL  HOLSTEIN 


HERRERT  E.  KELLER 


Bom  in  Philadelphia,  Penn- 
sylvania, on  May  7,  1931,  John 
Donald  Gindhart,  MD,  passed 
away  on  June  11,  1994.  Dr. 
Gindhart,  an  obstetrician- 
gynecologist,  maintained  a prac- 
tice in  the  Trenton  area  for  many 
years.  Dr.  Gindhart  was  affiliated 
with  Helene  Fuld  Medical 
Center,  Trenton,  where  he  served 
as  chairman  of  the  obstetrics/ 
gynecology  department  and  as 
director  of  Healthstart.  Dr. 
Gindhart  was  a member  of  our 


On  June  5,  1994,  Paul  Leopold 
Grosner,  MD,  passed  away.  Dr. 
Grosner  was  a dermatologist  with 
offices  in  Westwood.  Born  on 
April  12,  1909,  in  Vienna,  Austria, 
Dr.  Grosner  was  graduated  from 
the  University  of  Vienna,  Austria, 
in  1936.  He  practiced  in  Vienna 
from  1936  to  1938.  After  coming 
to  the  United  States,  Dr.  Grosner 
completed  an  internship  at  St. 
Peter’s  General  Hospital,  New 
Brunswick,  and  a residency  at 


Obstetrician-gynecologist  S. 
Joel  Holstein,  MD,  of  Palm  City, 
Florida,  died  on  March  21,  1994. 
During  his  career,  Dr.  Holstein 
maintained  a practice  in  Newark, 
Edison,  Perth  Amboy,  and  Palm 
City.  Born  on  October  11,  1942, 
in  Newark,  Dr.  Holstein  was  a 
1975  graduate  of  the  University  of 
Bologna,  Italy.  He  completed  a 
residency  at  Wilmington  Medical 
Center,  Delaware,  and  Saint 
Barnabas  Medical  Center,  Liv- 
ingston. Dr.  Holstein  was  af- 


m 


Born  on  June  13,  1926, 
Newark,  Herbert  Elliot  Keller, 
MD,  of  Paramus,  passed  away  on 
May  22,  1994.  Dr.  Keller  was  an 


Mercer  County  component  and 
the  American  Medical  Associ 
tion.  Dr.  Gindhart  was  awarded 
medical  degree  from  Hahnemar 
University,  Philadelphia,  in  196 
he  completed  an  internship  at  5 
Francis  Medical  Center,  Trento 
and  a residency  at  Marylar 
General  Hospital,  Baltimore;  S 
Francis  Medical  Center;  ar 
Tulare  County  Hospital,  Cal 
fomia.  Dr.  Gindhart  served  in  tl 
United  States  Navy  during  th 
Korean  conflict. 


Lourdes  Hospital,  Binghamtor 
New  York.  During  his  career,  Di 
Grosner  was  affiliated  wit] 
Bergen  Pines  County  Hospital 
Paramus,  and  Pascack  Valle; 
Hospital,  Westwood.  Dr.  Grosne 
was  a member  of  our  Bergei 
County  component  and  of  the 
American  Medical  Association 
Dr.  Grosner  served  in  the  Unitec 
States  Medical  Corps  durind 
World  War  II. 


filiated  with  Elizabeth  General 
Hospital  and  St.  Elizabeth 
Hospital,  both  in  Elizabeth.  Dr. 
Holstein  was  a member  of  our 
Union  County  component,  of  the 
Florida  Medical  Association,  of 
the  Martin  County  Medical  As- 
sociation, and  of  the  Florida 
Physicians  Association,  and  an 
honorary  member  of  the  Martin 
County  Planned  Parenthood.  Dr. 
Holstein  also  was  a diplomate  of 
the  American  Board  of  Obstetrics 
and  Gynecology. 


internist  specializing  in  cardi- 
ology; he  practiced  in  Paramus  for 
many  years.  Dr.  Keller  was  at- 
tending at  Hackensack  Hospital. 
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JHANSI  L.  KUNAMNENI 


OSCAR  J.  ROSENTHAL 


ALAN  L.  SMITH 


RALPH  N.  VILLANOVA 


Dr.  Keller  was  a member  of  our 
Bergen  County  component.  He 
also  was  a diplomate  of  the 
American  Board  of  Internal 
Medicine,  and  a fellow  of  the 
American  College  of  Physicians. 

We  have  received  word  of  the 
death  of  anesthesiologist  Jhansi 
Lakshmi  Kunamneni,  MD,  on 
May  14,  1994.  Born  on  April  15, 
1946,  in  India,  Dr.  Kunamneni 
was  graduated  from  Guntur 
Medical  College,  Andhra,  India, 
in  1971.  She  completed  an  in- 
ternship at  Government  General 
Hospital,  India,  and  Catholic 
Medical  Center,  New  York,  and 
a residency  at  Bronx  V.A. 


On  April  2,  1994,  obstetrician- 
gynecologist  Oscar  Joseph 
Rosenthal,  MD,  passed  away.  He 
was  born  on  November  10,  1912, 
in  Louisville,  Kentucky.  Dr. 
Rosenthal  was  graduated  from  the 
University  of  Louisville  School  of 
Medicine,  Kentucky,  in  1935,  and 
received  a New  Jersey  medical 
license  in  1939.  During  his 
medical  career,  Dr.  Rosenthal 


We  regret  to  inform  you  of  the 
death  of  Alan  Leslie  Smith,  MD, 
on  January  14,  1994,  at  the  age 
of  80.  Bom  on  November  23, 
1913,  Dr.  Smith  practiced  in  East 
Orange  from  1945  until  his  retire- 
ment 15  years  ago.  Dr.  Smith 
specialized  in  internal  medicine. 
He  was  graduated  from  Columbia 
University  College  of  Physicians 
and  Surgeons,  New  York,  in  1940, 

We  regret  to  announce  the 
death  of  family  practitioner  Ralph 
Nicholas  Villanova,  MD,  on  April 
19,  1994.  Dr.  Villanova  was  bom 
on  June  28,  1906,  in  Newark.  He 
was  graduated  from  the  Faculty  of 
Medicine,  University  of  Pemgia, 
Italy,  in  1938.  After  Dr.  Villanova 
completed  an  internship  at  St. 
Elizabeth  Hospital,  and  a residen- 
cy at  St.  James  Hospital,  Newark, 


Dr.  Keller  was  a 1953  graduate  of 
the  Faculty  of  Medicine  of  the 
University  of  Geneva,  Switzer- 
land. Dr.  Keller  served  in  the 
United  States  military  during 
World  War  II. 


Hospital  and  the  Hospital  for 
Joint  Diseases,  both  in  New  York. 
Dr.  Kunamneni  received  her 
New  Jersey  and  Pennsylvania 
medical  licenses  in  1976  and  her 
New  York  medical  license  in 
1977.  Dr.  Kunamneni  practiced  at 
Holy  Name  Hospital,  Teaneek, 
and  General  Hospital  Center  at 
Passaic.  Dr.  Kunamneni  was  a 
member  of  our  Passaic  County 
component. 


was  attending  at  Newark  Beth 
Israel  Medical  Center,  clinical  in- 
structor at  UMDNJ-New  Jersey 
Medical  School,  Newark,  and  a 
member  of  our  Essex  County 
component,  the  American  Medi- 
cal Association,  and  the  New 
Jersey  Obstetrical  and  Gyneco- 
logical Society.  He  also  was  a 
fellow  of  the  American  College  of 
Obstetricians  and  Gynecologists. 


and  completed  a residency  at 
Brooklyn  Hospital,  New  York.  Dr. 
Smith  was  on  staff  at  The  Hospital 
Center  at  Orange.  Dr.  Smith  was 
a member  of  our  Essex  County 
component,  the  American  Medi- 
cal Association,  and  the  Academy 
of  Medicine  of  New  Jersey.  Dr. 
Smith  served  in  the  United  States 
Army  Medical  Corps;  he  was 
awarded  the  Bronze  Star. 


he  received  a New  Jersey  medical 
license  in  1942.  During  his 
medical  career,  Dr.  Villanova 
maintained  a practice  in  Newark 
and  was  on  the  staff  at  Saint 
Michaels  Medical  Center, 
Newark;  St.  James  Hospital;  and 
Clara  Maass  Medical  Center, 
Belleville.  Dr.  Villanova  was  a 
member  of  our  Essex  County 
component  and  of  the  AMA. 
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CLASSIFIED 


SPACE  USE  IS 
FOR  MSNJ  MEMBERS  ONLY 

Copy  deadline:  5th  of  preceding 
month;  Payment  in  advance;  $5.00 
first  25  words,  100  each  additional. 
Count  as  one  word  all  single  words, 
two  initials  of  name,  each  abbrevia- 
tion, isolated  numbers,  groups  of 
numbers,  hyphenated  words.  Count 
name  and  address  as  five  words, 
telephone  number  as  one  word, 
Box  No.  000,  NEW  JERSEY 
MEDICINE  as  five  words.  Please 
send  all  inquiries  and  Box  No. 
replies  to  NEW  JERSEY 
MEDICINE,  Advertising  Office, 
370  Morris  Avenue,  Trenton,  NJ 
08611.  609-393-7196. 


AVAILABLE  CARDIOLOGIST- 

Board  Certified,  wishes  part-time  posi- 
tion, preferably  entire  days.  Reply  Box 
No.  079,  NEW  JERSEY  MEDICINE. 

GENERAL  PRACTITIONER-35  years 
experience;  also  trained  in  General 
Surgery,  Board  Certified,  Gynecology, 
Orthopedics,  Fractures,  Urology.  Seeking 
20  hour  week  in  North  Jersey.  Reply  to 
Box  086,  NEW  JERSEY  MEDICINE. 

AVAILABLE  RADIOLOGIST- Board 
Certified.  Available  for  part-time  or 
Locum  Tenens  or  read  your  films.  Box 
No.  081,  NEW  JERSEY  MEDICINE. 

GASTROENTEROLOGIST- B oard 
Certified/Board  Eligible.  Central  NJ. 
Position  available  now.  Must  be  skilled 
in  endoscopy.  Write  Box  No.  085,  NEW 
JERSEY  MEDICINE. 


INTERNIST/FAMILY  PRACTICE - 

Immediate  opening  for  a physician  to  join 
a Cardiologist  in  Montclair,  NJ.  Excellent 
opportunity  for  growth.  Beautiful  new  of- 
fice. Beautiful  community.  Please  send 
CV  to  Box  No.  087,  NEW  JERSEY 
MEDICINE. 

INTERNIST — Part-time  wanted  for 
busy  internal  medicine  practice  in 
Northern  Monmouth  County.  Com- 
petitive salary  and  benefits  available.  If 
interested  please  mail  CV  to  ASIM,  25 
Kilmer  Drive,  Suite  #104,  Morgan ville, 
NJ  07751. 

ORTHOPAEDIC  SURGEON-Well 

established  orthopaedic  surgeon  seeks  as- 
sociate to  join  busy  practice.  Excellent 
compensation  package,  exciting  growth 
potential.  Fully  equipped  state  of  the  art 
physical  therapy  facility.  Suburban  living 
with  easy  access  to  metropolitan 
amenities.  Forward  inquiries  and  cur- 
riculum vitae  to:  Essex  Orthopaedic 
Group,  P.E.,  50  Newark  Avenue, 

Belleville,  NJ  07109,  201-759-8284. 

PART  TIME  PHYSICIAN  WANTED- 

For  Family  Practice/Industrial  Medical 
Center  located  in  South  Jersey.  Board 
Certified  preferred.  This  established 
urgent  care  center  has  p/t  hours  available 
for  a personable  physician  who  enjoys 
working  with  a dedicated  staff.  This  is  an 
opportunity  to  meet  and  grow  with  the 
best.  Send  CV  to  P.O.  Box  2072,  Medford 
Lakes,  NJ  08055. 

PRACTICE  FOR  SALE  — Retiring  in- 
ternist in  Millbum,  NJ  offers  an  active 
Internal  Medical  practice  consisting  of  a 
mixture  of  Fee  for  Service,  Medicare,  and 
Prepaid  Insurance  plans.  Two  excellent 
teaching  hospitals  affiliations  are  avail- 
able. Write  Box  084,  NEW  JERSEY 
MEDICINE. 

PRACTICE  FOR  SALE-Internal 
Medicine  fee  for  service  practice  in  Mid- 
dlesex County.  Great  potential.  Terms 
negotiable.  Will  stay  to  introduce.  Write 
to  Box  No.  066  NEW  JERSEY 
MEDICINE. 

PRACTICE  FOR  SALE— OB/GY  N 
practice,  Florida  Gold  Coast,  $250,000 
includes  real  estate.  Turn  key.  Terms. 
Contact  Patrick  E.  Callaghan,  MD,  4602 
N.  Federal,  Fort  Lauderdale,  FL  33308. 
Phone  305-771-8510. 


PRACTICE  FOR  SALE- Busy  Gena 
Ophthalmology  practice  for  sale  in  ; 
tractive  community  mid-wav  betwei 
Philadelphia  and  New  York  Cil 
Respond  to  Box  083,  NEW  JERSE 
MEDICINE. 

EQUIPMENT  FOR  SALE-Siemen 
Burdick  Stress  Testing  System.  Ineludi 
T600  treadmill,  M300D  monitor,  E351 
interpretive  EKG  with  cart,  and  DC2C 
defilrrillator.  Less  than  2 years  old;  all  i 
excellent  condition.  Inexpensive,  great ; 
1st  system  or  for  expansion  offici 
$16,500.  New;  asking  $11,000.  Ca 
908-233-1444. 

EQUIPMENT  FOR  SALE-Ame 

Seralyzer  1581  (8  modules).  Clay  Adam 
Centrifuge  01S1;  QBCII  4460  Analvzei 
4207  Centrifuge.  Grass  Model  6 elec 
troencephalograph  (HM);  2 Grass  Mode 
8 electroencephalographs  (10  Channel) 
Three  Grass  photic  stimulator  units 
three  Grass  photic  stimulator  lights  anc 
stands.  Hamilton  (steel)  examining  table 
Call  Barbara  Morgan  609-795-2000. 

EQUIPMENT  FOR  SALE-  Need  tc 
measure  doppler  or  phethsmographyr 
Very  slightly  used  Medicord  PVl  for  sale. 
Still  running  on  original  tape.  Call 
908-852-8307. 

EQUIPMENT  FOR  SALE-A  Bennett 
MF-150  mammogram  machine.  Call 
908-494-6300. 

OFFICE  SPACE- Edison  Medi-Plex 
Building  opposite  J.F.K.  Hospital,  fully 
equipped,  turn  key.  Rent:  day,  half  day, 
night.  Call  908-494-6300. 

OFFICE  SPACE-Long  Branch.  700 
and  1200  feet,  partially  furnished,  im- 
mediately available  in  professional  office 
building  directly  opposite  Monmouth 
Medical  Center,  Long  Branch.  Parking 
galore.  Call  908-870-2222. 

OFFICE  SPACE  — Medical  office  suite 
to  Sublet.  1 to  3 days  a week.  Near  St. 
Barnabas  Hospital.  Call  201-326-8895. 

OFFICE  SPACE- Fully  furnished,  1200 
square  feet.  Eight  other  professionals  in 
medical  center  building.  In  catchment 
area  of  three  teaching  hospitals.  Details 
available.  Call  201-377-4500  or  write  28 
Walnut  St.,  Madison,  NJ. 
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NEW  JERSEY’S  FIRST  MEDICAL  SCHOOL 


A candle  is  lit  in  the  temple  of 
time  as  the  eternal  clock  ticks. 
This  year,  UMDNJ-New  Jersey 
Medical  School  celebrates  its  40th 
anniversary.  Articles  in  this  issue 
of  New  Jersey  Medicine  pay 
tribute  to  the  achievements  of  the 
first  medical  school  in  the  state  of 
New  Jersey. 

The  Medical  Society  of  New 
Jersey  and  the  citizens  of  New 
Jersey  have  a vested  interest  in 
New  Jersey  Medical  School.  This 
is  not  only  because  they  share  its 
mission,  but  also  because  the 
school  is  a statewide  resource  for 
medical  knowledge,  technology, 
and  health  care  needs.  As  an 
educational  institution  of  ex- 
cellence, New  Jersey  Medical 
School  is  the  place  for  good  stu- 
dents to  become  good  physicians. 
Also,  on  its  campus  and  within  its 
hospital  good  physicians  become 
well-trained  generalists  and  spe- 


DATA ON  NATIONAL  HEALTH 


A new  chart  book  on  national 
health  spending  has  been  issued 
by  the  Center  for  Health 
Economics  Research  in  Waltham, 
Massachusetts.  The  report  asserts 
that  an  increase  in  the  portion  of 
gross  domestic  product  spent  on 
health  care  has  led  to  a $150 
billion  "excess’  in  health  spend- 
ing annually. 

Rebutting  the  notion  that 
Medicare  beneficiaries  pull  their 
own  weight,  the  report  also  notes 
that  a new  retiree  receives  $4  of 
taxpayer-funded  Medicare  ben- 
efits for  every  $1  that  the  retiree 
contributed. 


PERSONAL  RESIDENCE  TRUST  TO  PROTECT  ASSETS 


Howard  I.  Rich,  special  tax 
counsel  at  the  law  firm  of  Kern 
Augustine  Conroy  & Schopp- 
mann,  has  prepared  a paper  sug- 
gesting that  physicians  consider 


cialists.  Those  who  already  are 
trained  find  its  lecture  rooms  a 
haven  for  continuing  medical 
education.  In  this  time  of 
challenges  confronting  the 
medical  profession.  New  Jersey 
Medical  School  teaches  profes- 
sionalism and  its  graduates  and 
trainees  value  the  virtues  of  treat- 
ing the  whole  person,  not  just  the 
disease. 

Over  the  years.  New  Jersey 
Medical  School  reached  out  to 
help  the  New  Jersey  community 
through  many  health  programs 
ranging  from  epidemiology  to 
community  health  education  and 
prevention.  The  articles  present- 
ed in  this  issue  reflect  a few  of 
the  contributions  of  New  Jersey 
Medical  School  to  the  medical 
community  and  the  citizens  of 
New  Jersey.  □ Ismail  Kazem, 
MD 


The  researchers  report  that  65 
percent  of  all  income  groups  are 
satisfied  with  their  health  in- 
surance benefits.  This  information 
suggests  that  health  system  re- 
form may  not  be  politically 
necessary. 

According  to  the  report,  physi- 
cian services  account  for  only  18 
percent  of  out-of-pocket  expen- 
ditures for  health  care,  and  22 
percent  of  total  health  expen- 
ditures. And,  the  report  states: 
"Improved  access  to  physicians 
with  new  and  better  technologies 
certainly  is  one  of  the  reasons 
Americans  live  longer  today.” 


establishing  a "personal  residence 
trust  in  order  to  protect  their 
homes  from  excessive  federal 
estate  taxes.  The  law  firm  can  be 
reached  at  908/704-8585. 
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NEW  JERSEY  LEADERS’  CONCERNS 


NEW  PRACTICE  SEMINAR 


In  a recent  survey  conducted 
by  Public  Service  Electric  & Gas 
Company,  New  Jersey  leaders 
ranked  access  to  affordable  health 
care  sixth  on  their  list  of  concerns. 
Rated  higher  were  quality  of 
public  education,  expanding  and 


retaining  businesses,  attracting 
new  business,  protecting  water 
supplies,  and  energy  conserva- 
tion. This  finding  suggests  that 
health  system  reform  may  lack 
some  of  the  urgency  and  cachet 
of  previous  years. 


The  Medical  Society  of  New 
Jersey’s  Committee  on  Women  in 
Medicine,  the  Academy  of 
Medicine  of  New  Jersey  (AMNJ), 
Pennsylvania  Blue  Shield,  and  the 
University  of  Medicine  and  Den- 
tistry of  New  Jersey  are  co- 


sponsoring a series  of  seminars 
entitled,  “Transition  into  Medical 
Practice,”  geared  to  new  physi- 
cians and  residents.  For  informa- 
tion contact  AMNJ  at  609/ 
275-1911. 


IMPORTANCE  OF  RADON  TESTING 


Radon  in  indoor  air  leads  to 
500  cancer  cases  in  New  Jersey 
annually.  As  the  second  leading 
cause  of  lung  cancer  nationwide, 
radon  at  high  levels  in  homes 
produces  estimated  mortality 
rates  of  8 per  1,000  for  non- 
smokers,  and  135  per  1,000  for 
smokers. 

Radon  levels  are  high  in  parts 
of  New  Jersey,  where  the  “Read- 


ing prong”  is  located.  Most 
severely  affected  is  the  north- 
western region  of  the  state. 

For  a physician  guide  and  in- 
formation on  how  to  obtain  test 
kits,  the  Medical  Society  of  New 
Jersey’s  Committee  on  Environ- 
mental Health  advises  physicians 
to  call  the  New  Jersey  State  De- 
partment of  Environmental  Pro- 
tection at  800/648-0394. 


X-RAY  MACHINE  FEES 


Under  a new  proposal  of  the 
New  Jersey  State  Department  of 
Environmental  Protection  (DEP), 
licensing  fees  for  registered  x-ray 
equipment  would  be  revised. 
DEP  estimates  the  cost  for  a “typ- 
ical” physician  office  with  two 
fixed  x-ray  machines  at  $280 


under  the  proposal — as  opposed 
to  $585  in  New  York  City  and 
$200  in  Pennsylvania. 

If  the  proposal  goes  through, 
the  application  fee  for  newly 
registered  ionizing  radiation- 
producing  machines  would  be  re- 
duced from  $100  to  $40. 


POSSIRLE  FRAUD  IN  PHYSICIAN  DIRECTORIES 


ADVANCE  DIRECTIVES 


A Medical  Society  of  New 
Jersey  member  reported  possible 
fraud  in  solicitations.  The  physi- 
cian was  asked  to  pay  to  be  listed 
in  a medical  directory  offered  to 


The  Medical  Society  of  New 
Jersey’s  Committee  on  Bio- 

medical Ethics  is  developing  a 
simplified  advance  directives 


labor  union  members.  He  then 
contacted  the  AFL-CIO,  which 
reported  no  knowledge  of  the 
directory. 


form.  To  obtain  the  form,  contact 
Barbara  Mihalik  at  609/896-1766, 
ext.  263. 
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Don't  Be  Afraid 
Of  Healthcare  Reform. 


At  Cancer  Treatment  Centers 
of  America™,  our  Affiliates 
Program  is  on  die  cutting  edge 
of  healthcare  innovation. 

Oncology  physicians  who 
join  the  Affiliates  Program 
have  access  to  clinical 
research  protocols,  extensive 
patient  support  programs, 
and  comprehensive  practice 
support. 

Practice  support  services 
include:  national  managed 
care  contracting,  clinical  out- 
come analysis,  direct  patient 


referrals,  financing,  group 
purchasing,  and  insurance. 

Our  approach  is  designed 
to  empower  physicians  to  pro- 
vide patient  care  which  is  effi- 
cacious, cost  effective,  and 
ethical.  And  our  philosophy  is 
simple.  You  take  care  of  the 
patients,  and  we  will  help  you 
with  all  of  the  rest. 

Consider  the  rewards  of  affili- 
ation with  Cancer  Treatment 
Centers  of  America™.  For  more 
information  please  call  tis  at 
800/234-9113. 


OF  AMERICA 


3455  Salt  Creek  Lane  • Suite  200  • Arlington  Heights,  If  • 60005-1090 
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We  have  a very 
selfish  reason  for  keeping 
your  practice  healthy: 


Because  our  roots  are  here,  in  the  com- 
munities we  serve,  we  have  a stake  in 
seeing  your  medical  or  dental  practice 
succeed  and  grow. 

Whether  you're  just  beginning  your 
career,  looking  to  expand  an  already  suc- 
cessful practice,  or  acquiring  an  existing 
practice,  our  local  perspective  and  highly 
competitive  rates  and  terms  can  help  you 


reach  your  goals  quickly  and  cost-effectively. 
And  because  your  loan  will  be  approved 
locally,  your  request  won’t  have  to  go 
through  several  layers  of  management  to 
get  the  attention  it  deserves. 

To  discuss  your  needs,  call  our 
experienced  medical  & dental  lending 
specialist,  Letitia  "Tish"  Baum  at 
(609)291-2895. 


MEDICAL,  & DENTAL  LOANS 


■ Equipment  Loans 

■ Lines  of  Credit 

■ Expansion,  Construction, 
and  Acquisition 

■ Income  Tax  Loans 


■ Professional  Liability 
Premiums 

■ Practice  Acquisition 

■ Start-up  Financing 

■ Personal  Loans 


tSi 


Bank  of 

Mid-Jersey 

Equal  Housing  Lender  • Member  FDIC  • Equal  Opportunity  Lender 


We  know  that  practicing  medicine 
is  your  primary  concern. 

The  professionals  at  Healthcare  Management  Partners  will  take  away 
the  time-consuming  administration  and  pressures  of  billing,  collections, 
follow-up,  office  management,  and  system  maintenance,  so  you  can 
concentrate  on  doing  what  you  do  best  - practicing  medicine. 

Contact  Rosalie  Fox  or  Robert  Rahl  at  609-734-0443  to  find  out  more. 

Practice  Assessments  • Billing  & Collection  • MIS  Systems 
Group  Practice  Formation  • Practice  Management  • Income  Distribution 

V 

HEALTHCARE  MANAGEMENT  PARTNERS 

PARTNERS  IN  PROFIT 

200  Canal  Pointe  Boulevard  • Princeton,  NJ  08540-5998  • 609-734-0443  • FAX  609-243-9799 

A Division  of  Health  Information  Consulting  Services,  Inc. 
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PROFESSIONAL  LIABILITY 


MALPRACTICE  VERDICTS 


Patient  education.  A child  had 

been  diagnosed  with  sickle  cell/ 
thalassemia  disease  as  a conse- 
quence of  inheriting  sickle  cell 
anemia  from  one  parent  of  Greek 
extraction  and  thalassemia,  or 
Mediterranean  anemia,  from  the 
other  parent. 

The  diagnosis  was  made  when 
the  patient  was  approximately 
nine  years  old.  Her  pediatrician  at 
the  time  lacked  expertise  in  the 
disease,  and  a subsequent  pedia- 
trician treated  the  patient  for  two 
years,  during  which  time  he  ad- 
vised the  mother  that  the  girl 
should  be  seen  by  a physician 
more  promptly  than  other  chil- 
dren when  signs  of  infection  ap- 
pear. 

While  attending  Columbia  Uni- 
versity as  a first-year  undergradu- 
ate, the  patient  experienced  joint 
pain,  pallor,  and  severe  fatigue  for 
two  days  before  being  admitted  to 
a hospital  on  a Sunday  night.  She 
had  been  under  the  care  of  a third 
pediatrician  since  age  13. 

Shortly  after  admission  the  pa- 
tient slipped  into  a coma.  Blood 
transfusions  were  administered, 
but  she  died  the  following  day,  on 
Monday. 

In  a malpractice  action  brought 
in  New  Jersey  against  the  third 
pediatrician,  the  parents  alleged 
that  the  physician  was  negligent 
in  not  advising  them,  prior  to  the 
crisis,  to  seek  immediate  treat- 
ment when  early  signs  of  a crisis 
appeared. 

A pediatrician  with  expertise  in 
sickle  cell/thalassemia  testified  for 
the  plaintiff  that  earlier  trans- 
fusions could  have  saved  the  pa- 
tient s life.  The  defendant  claimed 
that  she  repeatedly  had  advised 
the  parents  of  the  need  for  early 
intervention,  but  the  plaintiff  was 
able  to  point  to  the  absence  of  any 
record  of  such  advice. 

The  plaintiff  and  defense  dis- 


puted whether  the  parents  had 
been  advised  of  the  need  for  early 
intervention  by  a pediatric 
hematologist,  who  had  since  re- 
located in  east  Asia.  The  parties 
also  disputed  whether  the  parents 
had  received  such  advice  in  con- 
nection with  the  care  of  the  pa- 
tient’s sister,  who  had  been 
diagnosed  with  the  same  disease. 

An  expert  pediatrician  testified 
for  the  defense  that,  given  the 
lack  of  history  of  crises,  the 
possibility  of  an  occurrence  was 
remote.  Consequently,  said  the 
expert,  it  was  reasonable  to 
refrain  from  instilling  fear  in  the 
parents  by  advising  early  in- 
tervention. The  expert  further  as- 
serted that  the  patient  probably 
would  not  have  survived  the 
overwhelming  viral  infection  in 
any  event. 

The  jury  found  for  the  plaintiff 
and  awarded  $300,000  in  dam- 
ages. The  jury  declined  to  reduce 
the  award  in  light  of  the  pre-exist- 
ing condition. 

Failure  to  perform  cesarean 
section.  At  approximately  4 AM., 
an  obstetric  patient  in  a hospital 
went  into  labor  and  was  placed 
under  the  supervision  of  a third- 
year  obstetric  resident.  At  9 A.M. 
the  attending  obstetrician  visited 
the  patient  and,  along  with  the 
resident,  diagnosed  pre-eclamp- 
sia. Magnesium  sulfate  was  ad- 
ministered. At  9:30  A.M.  the  fetal 
heart  rate  declined;  fetal  heart 
monitor  strips  later  were  mis- 
placed, but  a nurse’s  note  in- 
dicated a rate  of  120  at  that  time, 
down  from  140. 

At  noon  the  rate  declined  to 
110,  according  to  the  nurse’s 
notes.  At  that  hour  a nurse- 
midwife,  who  had  been  scheduled 
to  perform  the  delivery,  trans- 
ferred the  case  back  to  the  resi- 
dent. 

The  child  was  delivered  vagi- 


nally at  12:50  P.M.  Apgar  scores  of 
three  at  one  minute  and  five  at 
five  minutes  were  registered,  and 
the  first  heart  rate  recorded  after 
birth  was  60. 

In  a subsequent  New  Jersey 
malpractice  action,  the  plaintiff  al- 
leged that  the  failure  to  perform 
a cesarean  section  between  9:30 
and  10  A.M.  caused  the  child  to 
suffer  hypoxia,  which  led  to 
cerebral  palsy.  Evidence  was  ad- 
duced that  the  child,  age  13  at 
trial,  had  a permanent  and  severe 
speech  deficit  and  impaired  coor- 
dination, resulting  in  a limp  and 
in  reduction  of  the  pincer  action 
of  both  hands,  which  necessitated 
assistance  in  cutting  food. 

A film  introduced  into  evidence 
displayed  the  child’s  difficulties  in 
tying  shoelaces,  and  a pediatric 
neurologist  examined  the  patient 
for  the  plaintiff  in  front  of  the 
jury,  describing  the  patient’s 
limitations.  The  plaintiff  claimed 
that  the  patient  was  well  aware  of 
her  plight,  as  a result  of  her 
normal  intelligence. 

Finding  for  the  plaintiff,  the 
jury  awarded  $2,500,000. 

Failure  to  perform  cesarean 
section  or  provide  oxygen.  When 
a patient  was  admitted  in  labor  at 
2:45  A M.,  an  obstetric  resident 
telephoned  an  obstetrician  at 
home  and  then  left  the  patient  in 
the  hands  of  an  obstetric  nurse. 
Fetal  monitoring  strips  from  the 
time  of  admission  showed  vari- 
able decelerations  and  a lack  of 
beat-to-beat  variability. 

Birth  occurred  at  7 A.M.  The 
child  suffered  severe  neurologic 
deficits  and  was  blind,  had  no 
suck  reflex,  and  could  not  roll 
over.  At  age  six  months,  the  baby 
died. 

Named  in  a malpractice  action 
in  New  Jersey  were  the  obstetri- 
cian, resident,  and  nurse.  An  ex- 
pert obstetrician-gynecologist  tes- 
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tified  for  the  plaintiff  that  the 
obstetrician  should  have  come 
to  the  hospital  upon  being  called. 
Cesarean  section  or  oxygenation 
of  the  mother  should  have  been 
contemplated,  said  the  expert. 

The  plaintiff  further  alleged 
that  the  resident  was  negligent  in 
not  remaining  with  the  patient 
after  calling  the  obstetrician,  and 
that  the  nurse  should  have  sum- 
moned the  obstetrician,  turned 
the  mother  on  her  side,  or  admin- 
istered oxygen. 

All  three  defendants  denied 
that  the  fetal  monitoring  strips 
showed  fetal  distress,  and  con- 
tended that  the  records  reflected 
no  significant  difficulties  until  the 
third  day.  Two  pediatric  neurolo- 
gists testified  for  the  defense  that 
CAT  scans  indicated  a neurologic- 
insult  during  pregnancy,  which 
caused  the  injuries. 

The  jury  found  for  the  defense. 

Nursing  home  care.  A nursing 
home  patient  exhibited  blood  in 
the  stools  for  several  months. 
Afterwards,  rectal  cancer  was 
diagnosed.  Eventually  the  patient 
contracted  pneumonia  and  died  of 
sepsis. 

In  a New  Jersey  malpractice 
action,  an  internist  caring  for  the 
patient  at  the  nursing  home  was 


accused  of  negligently  failing  to 
perform  a sigmoidoscopy  or  a 
digital  rectal  examination.  This 
failure,  said  the  plaintiff,  caused 
the  patient  to  suffer  extensive 
pain  and  discomfort  and  led  to 
her  death. 

The  defendant  disputed  the 
cancer  diagnosis,  pointing  out 
that  the  diagnosing  physician  had 
not  conducted  a biopsy.  Other 
health  problems,  such  as  heart 
disease  and  kidney  problems, 
were  responsible  for  much  of  the 
pain  and  discomfort,  continued 
the  defense.  But,  the  jury  found 
for  the  plaintiff  and  awarded 
$25,000  for  wrongful  death  and 
$75,000  for  pain  and  suffering. 

Perforated  esophagus.  Surgery 
to  repair  a detached  retina  was 
being  undertaken  on  a 62-year- 
old  diabetic  patient,  but  the 
surgery  was  cancelled  after 
several  unsuccessful  encounters 
with  an  anesthesiologist.  Three 
days  after  surgery,  signs  of  an  in- 
fection appeared,  and  two  days 
later  the  patient  died  as  a result 
of  a pulmonary  embolism. 

Malpractice  by  the  anesthesi- 
ologist was  alleged  in  a New 
Jersey  court,  as  an  expert 
anesthesiologist  testified  for  the 
plaintiff  that  repeated  efforts  at 


intubation  had  caused  a perfora 
tion  of  the  esophagus.  As  a resuli 
of  this  negligently  caused  occur-; 
rence,  said  the  expert,  infectious 
microorganisms  in  the  esophagus! 
invaded  the  mediastinum  and 
produced  the  fatal  infection. 

The  defendant  denied  having 
attempted  to  intubate  the  patient 
and  recounted  that  he  had 
canceled  surgery  after  being 
unable  to  visualize  the  epiglottis 
with  a laryngoscope  due  to  the 
patient’s  overbite  and  kyphosis. 
But,  the  plaintiff  noted  that  this 
explanation  was  at  odds  with  the 
nurse’s  notes,  surgeon’s  progress 
notes,  and  defendant’s  own  notes. 

The  defendant  further  ob- 
served that  a perforated  esopha- 
gus was  not  mentioned  in  the 
autopsy  report,  and  an  expert 
anesthesiologist  testified  for  the 
defense  that  perforation  is  very 
rare  and  would  lead  to  immediate 
symptoms.  To  rebut  this  testimo- 
ny, the  plaintiff  produced  an 
article  by  the  defense  expert  stat- 
ing that  symptoms  are  not  always 
immediate  or  noticed  on  autopsy. 

The  jury  found  for  the  plaintiff. 
The  $350,000  award  included 
$317,520  for  wrongful  death  and 
the  remainder  for  pain  and  suffer- 
ing. 


MALPRACTICE  POLICY  DEVELOPMENTS 


MIIX  rating  upgraded.  The 

A.M.  Best  Company’s  rating  of 
the  Medical  Inter-Insurance  Ex- 
change (MIIX)  has  been  up- 
graded to  A-.  In  an  article  in 


MALPRACTICE  AND  OTHER 


Hemophiliac  class  action  suit. 

A suit  brought  by  hemophiliacs 
against  Baxter  International,  Inc., 
Armour  Pharmaceutical  Com- 
pany, Miles,  Inc.,  Alpha  Thera- 
peutic Corporation,  and  the  Na- 
tional Hemophilia  Foundation  has 
been  certified  for  class  action  by 
a federal  district  court  judge  in 
Chicago. 

The  defendants  are  accused  in 
connection  with  HIV  contamina- 
tion of  factor  XIII,  derived  from 


Medical  Liability  Monitor , a na- 
tional newsletter,  MIIX  chief  ex- 
ecutive officer  Daniel  Goldberg  is 
quoted  as  saying:  “An  A-  rating 
from  the  nation’s  premier  in- 


CASES 


blood  plasma,  during  the  early 
1980s.  Nearly  one-half  of  the 
20,000  hemophiliacs  in  the 
United  States  are  infected  with 
HIV  or  have  died  of  AIDS. 

The  suit  alleges  that  the  defen- 
dants knew  that  many  donors 
were  at  high  risk  for  hepatitis  and 
other  viruses.  Heat  treatment  in- 
activates the  virus. 

Norplant R allegations.  Bleed- 
ing, depression,  tumors,  hair  loss, 
and  weight  gain — as  well  as  pain- 


suranee rating  agency,  along  with 
our  capital  of  $148  million,  places 
us  in  a strong  position  to  serve 
our  insureds  during  this  period  of 
change  in  health  care.” 


ful,  numbing,  and  scarring  re- 
moval— are  among  injuries  cited 
by  patients  in  cases  pending 
throughout  the  country  involving 
implantation  of  the  contraceptive 
Norplant®.  A few  of  the  suits  do 
name  physicians;  most,  according 
to  Medical  Liability  Monitor , do 
not.  □ James  E.  George,  MD,  JD; 
Neil  E.  Weisfeld,  JD,  MSHyg 
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YOCON' 

YOHIMBINE  HO 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylicacid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any.  would  be  to  lower  it:  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage, 
indications:  Yocon  * is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general 
Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1'2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 1 3 
Dasage  and  Administration  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.13'4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  V2  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 

How  Supplied:  Oral  tablets  of  YOCON*  1/12  gr.  5.4mg  in  bottles  of  100's 
NDC  53159-001-01,  1000's  NOC  53159-001-10  and  Blister-Paks  of  30's 
NDC  53159-001-30 

References: 
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YOCON® 

'COMBINE  HYDROCHUM®- 

12 grain) per aiW 

100  tablets 

K5*ss  pharmaceutic^' 
New  Jersey 


^USAOES  PHARMACEUTICALS  £ 

Tenafly,  New  Jersey  07670 
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NDC  53159-001-30 

YOCON 

u Yohimbine 
Hydrochloride 


YOCON®  „ 

YOHIMBINE  HYDROCHLORIDE 

54  mg.  <1/12  gram)  per  tablet 

1000  TABLETS 


DOSAGE  ! iab<et3  nmesdaSfcOf 
as  Greeted  try  3 ohysoaa  See  pr«M* 
tterature  t0f  complete  information 


Available  at  pharmacies  nationwide 

PALISADES 

PHARMACEUTICALS,  INC. 

64  North  Summit  Street 
Tenafly,  New  Jersey  07670 
(201)569-8502 
(800)  237-9083 


STARTING,  EXPANDING, 

ACQUIRING  A PRACTICE? 

Cavin  Financial  Services  has  financed  the  needs  of 
thousands  of  Health  Professionals,  over  the  past  1 7 years. 

1 . Specializing  in  start  up  practices 

2.  Financing  of  leasehold  improvements 

3.  Working  Capital 

4.  Equipment  leasing 

5.  Credit  problems,  okay 

FINANCING  FOR  THE  HEALTHCARE  PROFESSIONAL 

Contact  Mark  Jacobs  at  516-265-7760,  800-793-2284  at 

CAVIN  FINANCIAL  SERVICES 

732  Smithtown  By-Pass  Smithtown,  NY  11787 


Let  us  perform  the 

ELECTRONIC  CLAIM  SUBMISSIONS 

for  your  practice! 

* You  are  paid  in  10-14  days! 

*Same  day  submission  for  every  billable  service! 

*Fax  your  claims  to  us  ...  toll  free! 

^Insurance  carrier  confirmation  of  receipt  within  24  hours! 
*$50.U0  one  time  set  up  fee,  $1.35— $2.00/claim  fee, 
immediate  start  up! 

*Your  colleagues  are  pleased  and  profiting  . . . you  will  be  too! 
*Service  and  results  guaranteed! 

Contact  Principal: 

SHARON  M.  MOLNAR  (908)  850-0393 
Fax:  800-552-7947 
Sharon  M.  Molnar  & Associates 


Naples  Florida 

Nestled  by  the  aquamarine  waters 
of  the  Gulf  pf  Mexico 


♦ Waterfront  condominiums  with  panoramic 
Gulf  and  Bay  vistas. 

♦ Mediterranean  villas  with  private  pools  and 
lush  tropical  courtyards. 

♦ Golf  course  retreats  featuring  villas,  patio  homes 
and  condominiums. 

A quiet,  upscale  community  with  that  special 
ambiance  you  always  wanted. 

The  lifestyle  many  of  your  colleagues 
have  already  discovered ! 


Realtor  Associate® 

Your  source  for  Buying,  Selling, 
Leasing  and  Investing  in  Naples 


Naples  Realty  Services 

4099  Tamiami  Trail  N. 

Naples,  Florida  88940 


800-867-4888 
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BOOK  REVIEWS 


HAVING  BABIES 


Thomas  Congdon.  New  York, 
NY,  Simon  <b  Schuster,  1994.  It  is 
refreshing  to  read  something 
complimentary,  if  not  actually 
laudatory,  about  physicians,  par- 
ticularly in  a book  beautifully 
written  by  a layman  who  closely 
observed  two  obstetricians  over  a 
nine-month  period  in  a private 
suburban  setting.  This  story 
should  make  interesting  and 
worthwhile  reading  for  anyone 
anticipating  or  experiencing  preg- 
nancy. Physicians  not  practicing 
obstetrics  would  derive  valuable 
information  from  this  book  and  be 
better  equipped  to  answer  ques- 
tions about  current  obstetrical 


procedures.  Even  lawyers  would 
benefit  by  possibly  finding 
ammunition  for  a lawsuit  in 
the  event  of  an  unsuccessful 
pregnancy. 

All  physicians  regardless  of 
specialty  should  be  impressed  by 
the  philosophy  and  attitude  of 
these  two  obstetricians:  personal 
satisfaction,  gratification,  and  ac- 
complishment as  well  as  financial 
success  can  be  achieved  by  keep- 
ing one’s  mind  and  heart  open  to 
patients’  problems,  always  listen- 
ing, and  always  willing  to  learn. 

The  author  has  not  described 
every  possible  complication  to 
occur  during  pregnancy,  but  the 


more  common  problems  have 
been  well  covered.  There  is  one 
significant  item,  however,  that 
was  not  mentioned:  the  intrusion 
of  managed  care  that  has  obliged 
even  the  most  faithful  patients  to 
discontinue  longstanding,  satisfac-i 
tory  relationships  because  their 
physicians  and/or  their  hospitals 
are  “out  of  network.’’  Managed 
care  may  possibly  serve  one  valu- 
able purpose  by  excluding  certain 
physicians  and  hospitals  with 
unacceptably  high  cesarean  sec- 
tion rates. 

This  book  is  highly  recom- 
mended. D Jerome  Abrams,  MD, 
MPH 


OBSTETRIC  AND  GYNECOLOGIC  INFECTIOUS  DISEASE 


Joseph  Pastor ek,  MD  (ed.)  New 
York,  NY,  Raven  Press,  1994.  Dr. 
Pastorek  has  summoned  85  aca- 
demic experts,  two  epidemiolo- 
gists, and  one  oncologic  nurse  to 
write  73  chapters  covering  prac- 
tically every  known  infectious  dis- 
ease (except  small  pox  and  the 
rickettsial  diseases)  that  seems  to 
ever  have  attacked  a human  being 
at  one  time  or  another  somewhere 
in  the  world.  There  is  a great  deal 
of  almost  unavoidable  repetition 
in  this  800-page  tome.  Such  rep- 
etition is  understandable  with 
contributions  from  27  states  as 


well  as  from  Europe.  The  authors 
discuss  infectious  diseases  in 
women  from  different  points  of 
view,  i.e.  chapters  on  disease  en- 
tities and  chapters  detailing  the 
life  and  times  of  specific  or- 
ganisms. The  almost  complete 
absence  of  practical  clinical  ap- 
proaches to  the  more  common  in- 
fections seems  to  suggest  that 
these  erudite  academicians  have 
had  little  experience  with  every- 
day problems  but  have  been  con- 
sulted when  serious  complica- 
tions occurred  and/or  when 
women  failed  to  respond  readily 


to  the  usual  antibiotic  regimens. 
Such  circumstances  represent  ex- 
cellent opportunities  for  the  clini- 
cian to  seek  out  this  book  in  the 
hospital  library  while  waiting  for 
the  arrival  of  the  consultant. 

The  size  and  weight  of  this 
cumbersome  volume  make  it  dif- 
ficult to  recommend  to  every  ob- 
stetrician-gynecologist because 
considerable  strength  would  be 
required  to  hold  it  on  one’s  lap, 
but  no  library,  hospital  library,  or 
pharmaceutical  company  should 
be  without  it.  □ Jerome  Abrams, 
MD,  MPH 
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Dental  Rates  Now  Reduced  By  10  Percent 

A 10%  rate  reduction  on  MSNJ  dental  coverage  follows  two  consecutive  annual  renewals 
with  no  rate  increases.  The  reason?  Good  claims  utilization  of  this  experience-rated  program 

means  favorable  rates  to  you. 


Health  Care  Rates  Now  Renewed  At  No  Change 

And  remember,  that’s  no  change  from  a 10%  rate  reduction  implemented  in  July,  1993. 
Prior  to  that,  renewal  rates  had  remained  unchanged  since  1991.  Again,  good  claims  utilization 
allows  the  MSNJ  Health  Care  Plan  to  consistently  renew  its  commitment  to  lower  premiums. 


Comprehensive  Coverage.  Competitive  Costs.  Provider  Choice. 

You  can  judge  the  MSNJ  Health  Care  and  Dental  Plans  by  their  comprehensive  coverage 
and  competitive  rates.  And  bv  their  following.  Our  health  care  and  dental  programs  are  the 
plans  of  choice  for  thousands  of  MSNJ  members.  You  have  total  freedom  in  choosing  hospital 
and  physician  providers,  without  reducing  benefits  for  choosing  one  provider  over  another. 


For  more  information,  please  call 
William  Bloor,  Assistant  Vice  President, 

Donald  F.  Smith  & Associates 

3120  Princeton  Pike,  P.O.  Box  6509,  Lawrenceville,  NJ  08648-0509 
Telephone  (609)  895-1616  (800)  227-6484 

Plans  are  underwritten  by  Blue  Cross  and  Blue  Shield  of  New  Jersey  and  are  not  available  to  residents  of  New'  York  State. 

[DONALD  E SMITH  ASSOCIATES) 
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LETTERS  AND  VIEWPOINTS 


NEW  JERSEY  MEDICAL  SCHOOL  S 40TH  ANNIVERSARY 


It  is  a pleasure  to  be  the  dean 
of  UMDNJ-New  Jersey  Medical 
School  during  the  celebration  of 
New  Jersey  Medical  School  s 40th 
anniversary.  I was  a member  of 
the  faculty  of  this  school  from 
1964  to  1967,  during  its  initial 
phase  of  development.  During 
that  time,  there  was  great  enthu- 
siasm and  tremendous  energy  to- 
ward the  creation  of  a major 
academic  health  center  for  the 
state  of  New  Jersey. 

Now,  as  dean,  I see  that  energy 
and  enthusiasm  returning,  as  the 
Medical  school  attains  the  stature 
envisioned  by  those  pioneers  who 
forged  medical  education  in  the 
state  40  years  ago.  Our  school  has 
become  a center  of  excellence 
with  faculty  on  the  cutting  edge 
in  many  areas  of  medical  and 
scientific  investigation,  including 
designation  as  a National  Pedi- 
atric AIDS  Resource  Center,  a 
National  Tuberculosis  Center, 
and  a participant  in  the  National 
Women’s  Health  Initiative.  In  ad- 
dition, we  have  developed  in- 
ternationally recognized  expertise 
in  trauma,  neurosciences,  and  re- 
habilitation; we  have  developed 
excellent  centers  for  human  and 
molecular  genetics,  and  for  fertili- 
ty and  reproductive  medicine. 
Ophthalmology,  hypertension  re- 
search, and  orthopedics  are  hav- 
ing a renaissance  at  our  school, 
and  a new  Department  of  Family 
Medicine  has  been  created  as  part 


PROFESSIONAL  COURTESY 


I enjoyed  reading  the  editorial 
by  Howard  D.  Slobodien,  MD, 
regarding  professional  courtesy 
given  by  physicians.  I have  never 
charged  a physician  or  his  family 
or  members  of  the  religious  com- 
munity and  personal  friends — and 
I never  will. 

A few  years  ago,  my  accountant 
told  me  that  I had  given  more 


of  our  effort  to  increase  the 
number  of  primary  care  physi- 
cians. As  part  of  the  unavoidable 
changes  that  occur  over  the  years, 
many  of  the  leaders  who  took  us 
through  the  first  years  of  the 
existence  of  our  school  have  re- 
tired; however,  in  the  last  4 years, 
we  have  been  able  to  attract  nine 
new  leaders  of  major  national 
reputation  to  assume  these 
responsibilities. 

Over  the  past  two  years,  our 
curriculum  has  undergone  major 
revision  to  better  meet  the  needs 
of  our  state  and  nation  for  more 
generalist  physicians.  The  new 
curriculum  reflects  current  trends 
in  medical  education,  emphasiz- 
ing small  group  interactive  learn- 
ing and  providing  our  students 
with  early  clinical  exposure, 
teaching  in  ambulatory  settings, 
experience  in  research  and  com- 
munity-based education,  and 
service. 

We  have  continued  and  ex- 
panded our  commitment  to  the 
education  of  minorities.  In  ad- 
dition to  our  well-established  Stu- 
dents for  Medicine  and  Dentistry 
Program,  which  has  been  used  as 
a model  for  medical  schools 
across  the  nation,  we  have  been 
designated  as  a Hispanic  Center 
of  Excellence,  one  of  the  first 
seven  in  the  country  and  the  only 
one  on  the  east  coast  of  the 
United  States.  Under  the  Office 
of  Special  Programs,  we  are  ac- 


than 12  percent  of  my  gross  in- 
come via  professional  courtesy.  I 
told  him  that  that  is  the  way  I am, 
and  I still  sleep  well  at  night  and 
probably  will  continue  to  do  the 
same. 

Finally,  an  extra  saying  that 
could  have  been  placed  at  the  end 
of  the  article,  that  is  a favorite  of 
mine,  is:  “You  make  a living  at 


tively  participating  in  Projec 
3000  by  2000  sponsored  b’ 
AAMC,  and  I am  honored  t( 
serve  on  the  executive  im piemen 
tation  committee  for  this  project 
the  goal  of  which  is  to  increase 
the  number  of  minority  medica 
students  to  3,000  by  the  yeai 
2000. 

No  discussion  of  New  Jersey 
Medical  School  would  be  com- 
plete without  mentioning  the 
name  of  Stanley  S.  Bergen,  Jr 
MD,  president  of  UMDNJ 
whose  vision,  intelligence,  im- 
agination, and  hard  work  have 
been  major  factors  in  the  success 
of  New  Jersey  Medical  School 
and  in  the  development  oi 
medical  education  in  the  state  of 
New  Jersey.  We  thank  him  for  his 
dedication  to  UMDNJ  and  the 
citizens  of  the  state. 

New  Jersey  Medical  School 
was  the  first  medical  school 
established  in  New  Jersey.  As 
such,  we  have  a special  respon- 
sibility to  be  a leader  in  medical 
education,  research,  and  patient 
care.  We  take  this  responsibility 
very  seriously,  and  we  count  on 
the  support  of  all  physicians  in 
the  state  to  accomplish  these 
goals  of  excellence. 

As  we  begin  our  anniversary 
year,  join  me  in  celebrating  the 
accomplishments  of  New  Jersey 
Medical  School  over  its  40-year 
history.  □ Ruy  V.  Lourenyo,  MD 


what  you  get,  and  you  make  a life 
by  what  you  give.” 

Please  keep  up  the  good  work. 
□ Joseph  A.  Riggs,  MD 

Editor’s  note.  The  approval  is 
appreciated.  Even  more  to  the 
point  is  the  sentiment  expressed 
that  reveals  the  decency  and 
character  of  my  friend,  Joe  Riggs. 
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Effective 
Broad  Spectrum 
Pain  Relief 


IMo  Patient 
Should  Suffer 
From  Pain 


Prescribe  Percocet®  and 
give  your  patients  the 
benefits  of  oxycodone  com- 
bined with  acetaminophen 
for  the  relief  of  moderate  to 
severe  pain. 

You  can  count  on  Percocet® 
due  to  its  analgesia— to  control 
pain... the  sooner  the  better. 
Side-effects  may  occur  with  the  use 
of  Percocet  and  may  include  light- 
headedness, dizziness,  sedation, 
nausea,  and  vomiting. 


You  may  avoid  pain  by 
providing  adequate  time- 
contingent  dosing  to  pre- 
vent breakthroughs  rather 
than  subduing  them1. 
Regular  schedule  dosing 
with  Percocet  may  prevent  a 
recurrence  of  pain1.  The  usual 
adult  dosage  is  one  tablet  every 
six  hours  as  needed  for  pain. 

Accept  no  substitute 
for  PERCOCET 


(Oxycodone  [WARNI 
and  Acetamino 


ETt 

ay  be  habit  forming] 
n Tablets,  USP) 


Specify  ^g  Original 


DUPONT 


PHARMA 


Please  see  brief  summary  on  next  page 
©1994  DuPont  Pharma.  All  rights  reserved. 


Barley  Mill  Plaza 
Wilmington,  DE  19880 


tAs  mandated  by  state  prescribing  laws 


cfM 


No  patient  should  suffer  from  pain 

RELY  ON  PERCOCETi  TO 

(Oxycodone  (WARNING:  May  be  habit  forming)  and  Acetaminophen  Tablets,  USP) 

CONTROL  PAIN. 

THE  SOONER  THE  BETTER 


REFERENCE: 

1.  Acute  Pain  Management  Guidelines  Panel.  Acute  Pain  Management  in  Adults:  Operative  Procedures.  Quick  Reference  Guide  for  Clinicians.  AHCPR  Pub. 
No  92-0019,  pg.  12.  Rockville,  Md:  Agency  for  Health  Care  Policy  and  Research,  Public  Health  Service,  U.S.  Department  of  Health  and  Human  Services. 


BRIEF  SUMMARY 

PERCOCET'  (Oxycodone  (WARNING:  may  be  habit  forming)  and  Acetaminophen 
Tablets,  USP) 

INDICATIONS  AND  USAGE  PERCOCET  is  indicated  for  the  relief  of  moderate  to  moder- 
ately severe  pain. 

CONTRAINDICATIONS  PERCOCET  should  not  be  administered  to  patients  who  are 
hypersensitive  to  oxycodone  or  acetaminophen. 

WARNINGS  Drug  Dependence:  Oxycodone  can  produce  drug  dependence  of  the  mor- 
phine type  and,  therefore,  has  the  potential  for  being  abused.  Psychic  dependence,  physical 
dependence  and  tolerance  may  develop  upon  repeated  administration  of  PERCOCET,  and  it 
should  be  prescribed  and  administered  with  the  same  degree  of  caution  appropriate  to  the 
use  of  other  oral  narcotic-containing  medications.  Like  other  narcotic-containing  medica- 
tions, PERCOCET  is  subject  to  the  Federal  Con-trolled  Substances  Act  (Schedule  II). 
PRECAUTIONS  General:  Head  Injury  and  Increased  Intracranial  Pressure:  The  respira- 
tory depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pres- 
sure may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other  intracranial  le- 
sions or  a pre-existing  increase  in  intracranial  pressure.  Furthermore,  narcotics  produce 
adverse  reactions  which  may  obscure  the  clinical  course  ot  patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  PERCOCET  or  other  narcotics 
may  obscure  the  diagnosis  or  clinical  course  in  patients  with  acute  abdominal  conditions. 

Special  Risk  Patients:  PERCOCET  should  be  given  with  caution  to  certain  patients  such 
as  the  elderly  or  debilitated,  and  those  with  severe  impairment  of  hepatic  or  renal  function, 
hypothyroidism,  Addison’s  disease,  and  prostatic  hypertrophy  or  urethral  stricture. 

Information  for  Patients  Oxycodone  may  impair  the  mental  and/or  physical  abilities 
required  for  the  performance  of  potentially  hazardous  tasks  such  as  driving  a car  or 
operating  machinery.  The  patient  using  PERCOCET  should  be  cautioned  accordingly. 

Drug  Interactions:  Patients  receiving  other  narcotic  analgesics,  general  anesthet- 
ics, phenothiazines,  other  tranquilizers,  sedative-hypnotics  or  other  CNS  depressants  (in- 
cluding alcohol)  concomitantly  with  PERCOCET  may  exhibit  an  additive  CNS  depression. 
When  such  combined  therapy  is  contemplated,  the  dose  of  one  or  both  agents  should  be 
reduced. 

The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with  oxycodone  preparations 
may  increase  the  effect  of  either  the  antidepressant  or  oxycodone. 

The  concurrent  use  of  anticholinergics  with  narcotics  may  produce  paralytic  ileus. 

Usage  in  Pregnancy  Pregnancy  Category  C:  Animal  reproductive  studies  have 
not  been  conducted  with  PERCOCET.  It  is  also  not  known  whether  PERCOCET  can  cause 
fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproductive  capacity. 
PERCOCET  should  not  be  given  to  a pregnant  woman  unless  in  the  judgment  of  the 
physician,  the  potential  benefits  outweigh  the  possible  hazards. 

Nonteratogenic  Effects:  Use  of  narcotics  during  pregnancy  may  produce  physical 
dependence  in  the  neonate. 

Labor  and  Delivery:  As  with  all  narcotics,  administration  of  PERCOCET  (oxycodone 
and  acetaminophen  tablets,  USP)  to  the  mother  shortly  before  delivery  may  result  in 
some  degree  of  respiratory  depression  in  the  newborn  and  the  mother,  especially  if  higher 
doses  are  used. 

Nursing  Mothers:  It  is  not  known  whether  PERCOCET  is  excreted  in  human  milk. 
Because  many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when 
PERCOCET  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 
ADVERSE  REACTIONS  The  most  frequently  observed  adverse  reactions  include 
lightheadedness,  dizziness,  sedation,  nausea  and  vomiting.  These  effects  seem  to  be 
more  prominent  in  ambulatory  than  in  nonambulatory  patients,  and  some  of  these  ad- 
verse reactions  may  be  alleviated  if  the  patient  lies  down. 

Other  adverse  reactions  include  euphoria,  dysphoria,  constipation,  skin  rash  and 
pruritus.  At  higher  doses,  oxycodone  has  most  of  the  disadvantages  of  morphine  in- 
cluding respiratory  depression. 

DRUG  ABUSE  AND  DEPENDENCE  PERCOCET  (oxycodone  and  acetaminophen)  Tablets 
are  a Schedule  II  controlled  substance. 

Oxycodone  can  produce  drug  dependence  and  has  the  potential  for  being  abused. 
(See  WARNINGS.) 


OVERDOSAGE  Acetaminophen  Signs  and  Symptoms:  In  acute  acetaminophen  overdos- 
age, dose-dependent,  potentially  fatal  hepatic  necrosis  is  the  most  serious  adverse  effect. 
Renal  tubular  necrosis,  hypoglycemic  coma  and  thrombocytopenia  may  also  occur. 

In  adults,  hepatic  toxicity  has  rarely  been  reported  with  acute  overdoses  of  less  than 
10  grams  and  fatalities  with  less  than  15  grams.  Importantly,  young  children  seem  to  be 
more  resistant  than  adults  to  the  hepatotoxic  effect  of  an  acetaminophen  overdose.  De- 
spite this,  the  measures  outlined  below  should  be  initiated  in  any  adult  or  child  suspected 
of  having  ingested  an  acetaminophen  overdose. 

Early  symptoms  following  a potentially  hepatotoxic  overdose  may  include:  nausea, 
vomiting,  diaphoresis  and  general  malaise.  Clinical  and  laboratory  evidence  of  hepatic 
toxicity  may  not  be  apparent  until  48  to  72  hours  post-ingestion. 

Treatment:  The  stomach  should  be  emptied  promptly  by  lavage  or  by  induction  of 
emesis  with  syrup  of  ipecac.  Patient's  estimates  of  the  quantity  of  a drug  ingested  are 
notoriously  unreliable.  Therefore,  if  an  acetaminophen  overdose  is  suspected,  a serum 
acetaminophen  assay  should  be  obtained  as  early  as  possible,  but  no  sooner  than  four 
hours  following  ingestion.  Liver  function  studies  should  be  obtained  initially  and  repeated 
at  24-hour  intervals. 

The  antidote,  N-acetylcysteine,  should  be  administered  as  early  as  possible,  prefera- 
bly within  16  hours  of  the  overdose  ingestion  for  optimal  results,  but  in  any  case,  within 
24  hours.  Following  recovery,  there  are  no  residual,  structural,  or  functional  hepatic  ab- 
normalities. 

Oxycodone  Signs  and  Symptoms:  Serious  overdosage  with  oxycodone  is  charac- 
terized by  respiratory  depression  (a  decrease  in  respiratory  rate  and/or  tidal  volume. 
Cheyne-Stokes  respiration,  cyanosis),  extreme  somnolence  progressing  to  stupor  or 
coma,  skeletal  muscle  flaccidity,  cold  and  clammy  skin,  and  sometimes  bradycardia  and 
hypotension  In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac  arrest  and  death 
may  occur. 

Treatment:  Primary  attention  should  be  given  to  the  reestablishment  of  adequate  res- 
piratory exchange  through  provision  of  a patent  airway  and  the  institution  of  assisted  or 
controlled  ventilation.  The  narcotic  antagonist  naloxone  hydrochloride  (Narcan®)  is  a specific 
antidote  against  respiratory  depression  which  may  result  from  overdosage  or  unusual  sensi- 
tivity to  narcotics,  including  oxycodone.  Therefore,  an  appropriate  dose  of  naloxone  hydro- 
chloride (usual  initial  adult  dose  0.4  mg  to  2 mg)  should  be  administered  preferably  by  the 
intravenous  route,  and  simultaneously  with  efforts  at  respiratory  resuscitation  (see  package 
insert).  Since  the  duration  of  action  of  oxycodone  may  exceed  that  of  the  antagonist,  the 
patient  should  be  kept  under  continued  surveillance  and  repeated  doses  of  the  antagonist 
should  be  administered  as  needed  to  maintain  adequate  respiration. 

An  antagonist  should  not  be  administered  in  the  absence  of  clinically  significant  respi- 
ratory or  cardiovascular  depression.  Oxygen,  intravenous  fluids,  vasopressors  and  other 
supportive  measures  should  be  employed  as  indicated. 

Gastric  emptying  may  be  useful  in  removing  unabsorbed  drug 
DOSAGE  AND  ADMINISTRATION  Dosage  should  be  adjusted  according  to  the  severity 
of  the  pain  and  the  response  of  the  patient.  It  may  occasionally  be  necessary  to  exceed 
the  usual  dosage  recommended  below  in  cases  of  more  severe  pain  or  in  those  patients 
who  have  become  tolerant  to  the  analgesic  effect  of  narcotics.  PERCOCET  (oxycodone 
and  acetaminophen  tablets)  is  given  orally.  The  usual  adult  dosage  is  one  tablet  every 
6 hours  as  needed  for  pain 

HOW  SUPPLIED  PERCOCET  (5  mg  oxycodone  hydrochloride  and  325  mg  acet- 
aminophen tablets,  USP),  supplied  as  a white  tablet,  with  one  face  scored  and  inscribed 
PERCOCET,  and  the  other  inscribed  with  DuPont  name  is  available  in: 

Bottles  of  100  NDC  0590-0127-70 

Bottles  Of  500  NDC  0590-0127-85 

Hospital  Blister  Pack  of  25  (in  units  of  100)  NDC  0590-0127-75 

Store  at  controlled  room  temperature 
(15°-30°C,  59°-86°F ). 

DEA  Order  Form  Required. 

DuPont  Pharma 
DuPont  Merck  Pharma 
Manati,  Puerto  Rico  00674 
PERCOCET®  is  a Registered  Trademark  of  The  DuPont  Merck  Pharmaceutical  Co. 
NARCAN®  is  a Registered  Trademark  of  The  DuPont  Merck  Pharmaceutical  Co. 

Copyright  © DuPont  Pharma  1994 

Printed  in  U.S. A 6365/August,  1994 


DUPONT 

PHARMA 


EDITOR’S  DESK 

I 


RIP  AND  DNR 


II 

In  The  New  York  Times/CBS 
News  Poll  in  November  1993,  57 
percent  of  those  responding  be- 
lieved that  Congress  would  not  be 
’able  to  pass  a health  care  plan  by 
the  end  of  1994.  They  also  felt, 
by  an  overwhelming  margin,  that 
Congress  was  not  capable  of  solv- 
ing such  a complicated  problem, 
partly  because  of  an  intrinsic  de- 
fect in  that  body,  but  mostly  be- 
cause the  issue  was  too  complex. 
They  were  correct.  On  Septem- 
ber 26,  1994,  Senator  George 
Mitchell  announced  that  health 
insurance  reform  activities  for 
1994  were  dead. 

What  happened?  Everybody 
seems  to  agree  that  "universal 
coverage”  was  a good  idea  (at 
Ideas t politically),  that  coverage 
[(should  be  portable,  that  costs 
should  be  contained,  and  that 
.quality  should  be  maintained  (or 
improved  by  the  addition  of 
guidelines  or  standards).  Were 
these  goals  attainable  or  were 
some  of  them  mutually  exclusive? 

Joseph  Califano  noted  in 
August  1994,  “The  scramble  to 
pass  a bill  is  jeopardizing  the 
world-class  research  base  of 
(American  health  care.  Attempts  to 
ilimit  the  number  of  residency 
slots  at  teaching  hospitals  and  to 
lijigger  Medicare  reimbursement 
formulas  to  provide  more  funds  to 
Southern  states  in  exchange  for 
support  from  conservative  and 
moderate  members  will  hurt  the 
great  research  centers  in  the 
Northeast.  The  proposal  to  have 
bureaucrats  in  Washington,  DC, 
set  limits  on  the  number  of  physi- 
cians who  enter  each  specialty  is 
a medical  nightmare  . . . we  need 
plenty  of  specialists  if  we  are  to 
make  available  to  millions  the 
complex  miracles  of  medical  dis- 
covery.” He  said  we  need  “a 
guided  and  streamlined  ap- 
proach. 


It  was  embarrassing  to  see  the 
President  of  the  United  States 
paint  himself  into  a corner  by 
brandishing  a pen  in  his  left  hand, 
threatening  a veto  unless  univer- 
sal coverage  was  included  in  a 
congressional  bill,  and  to  have 
him  redefine  "universal  as 
something  less  than  95  percent. 
Fortunately  for  image,  the  demise 
of  the  efforts  this  year  has  delayed 
or  removed  the  chances  of  wit- 
nessing our  chief  executive  reneg- 
ing on  his  dramatic  promise. 
Russell  Baker  s column  in  The 
New  York  Times  of  October  30, 
1993,  stated,  “You  get  the  im- 
pression the  Clintons  wish  some- 
body— anybody — would  step  in 
and  take  this  health  care  thing  off 
their  hands.  The  press’s  polite 
way  of  saying  this  is  that  both 
President  and  Mrs.  Clinton  have 
“signaled  flexibility.  Sort  of  half- 
a-loaf  philosophy. 

Warning  signs  abounded.  Doc- 
uments released  by  the  White 
House  on  September  7,  1994, 
after  fighting  for  18  months  to 
keep  them  secret,  showed  the 
Treasury  Department  had  doubts 
about  certain  elements  of  the 
Clinton  plan  from  its  onset.  Trea- 
sury officials  pointed  out  poten- 
tially fatal  flaws,  ignored  by  the 
administration,  that  eventually 
sank  the  entire  venture.  Some  of 
the  criticisms  include: 

• Ira  Magaziner  had  failed  to 
consult  with  others,  including 
Treasury  Secretary  Lloyd  Bent- 
sen,  and  had  failed  to  factor  in 
costs. 

• The  task  force  went  “from 
frenetic  to  frantic,”  as  noted  by 
James  R.  Ukockis,  senior  econo- 
mist of  the  Treasury. 

• The  task  force  failed  to  con- 
sider that  the  growth  of  spending 
for  health  care  had  not  affected 
the  entire  economic  picture  as 
adversely  as  was  being  portrayed. 


® Estimates  of  savings  from 
the  Clinton  plan  were  unrealistic. 

• The  task  force  used  employ- 
ees of  private  industries  to  audit 
their  own  revenue  estimates,  a 
clear  conflict  of  interest. 

® Paul  Starr,  on  the  task  force, 
preferred  to  have  methods  and 
controls  remain  ambiguous  “‘as 
this  allows  interest  groups  to  im- 
agine the  worst.”  (Starr,  a flaming 
liberal  and  co-editor  of  The 
American  Prospect,  is  the  re- 
nowned author  of  The  Trans- 
formation of  American  Medicine.) 

• Improving  total  social  ben- 
efits from  the  health  sector  was 
not  even  a consideration. 

The  task  force,  itself,  recog- 
nized that  criticism  would  include 
these  arguments: 

• Cost  containment  would  be 
ineffective  and  have  perverse  ef- 
fects. (Ukockis  quoted  a general 
in  Vietnam  who  declared,  “We 
had  to  destroy  the  village  in  order 
to  save  it.”) 

• Community  rating  would  in- 
crease costs  for  young,  male, 
healthy  individuals. 

• A cumbersome  bureaucracy 
would  be  created  and  would  im- 
pose unacceptable  barriers  to  ob- 
taining service. 

• Small  businesses  would  re- 
sist strongly. 

And  Mr.  Clinton  continued  to 
preach  simplicity,  holding  up  a 
card  that  would  eliminate  red 
tape;  of  course,  240,000  words  in 

I, 342  pages  emerged  from  the 
task  force  six  weeks  later. 

There  have  been  divergent  opi- 
nions and  analyses  in  the  post 
mortem,  as  reported  in  The  New 
York  Times.  John  C.  Rother  from 
AARP  felt  that  the  House  defeat 
of  the  anti-crime  bill  on  August 

II,  1994,  sounded  the  death  knell 
by  delaying  action  on  health  mat- 
ters. William  Gradison  of  HIAA 
and  “Harry  and  Louise”  opined 
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that  failure  occurred  because  of  a 
lack  of  needed  concensus  and  un- 
warranted and  over-reaching  at- 
tempts to  bite  off  too  much  at  one 
time.  Senator  Edward  Kennedy 
and  Representative  Richard  Gep- 
hardt blamed  everything  on  the 
Republicans,  although  the  latter 
conceded  the  advantage  of  a more 
measured  approach.  Senator  Rob- 
ert Dole  blamed  the  administra- 
tion for  failing  to  have  its  bureau- 
cratic nightmare  modified  in  con- 
junction with  any  in  Congress  ex- 
cept Democrats.  Representative 
James  McDermott,  MD,  agreed 
with  the  president  that  “univer- 
sal coverage  was  the  prime  ob- 
jective; when  they  began  to  ac- 
cept piecemeal  reform  and  less 
than  universal,  the  jig  was  up. 
Paul  Ellwood,  managed  care  guru 
from  Jackson  Hole,  thought  that 
reform  died  when  the  first,  unre- 
alistic, over-regulating  proposals 
emerged,  and  the  obdurate,  dog- 
matic, despotic  attitudes  in  refus- 
ing to  have  dialogue  with  others 
of  differing  opinions  delayed  ac- 
tion to  the  point  of  no  return. 

It  was  written  in  The  Economist 
of  September  24-30,  1994,  “The 
First  Lady’s  whiz-kids  wasted 
precious  months.  They  shut  out 
the  administration’s  economic 
gurus,  its  political  moderates,  and 
its  oldest  Washington  hands.  . . . 
Mrs.  Clinton  deserves  blame  not 
just  for  her  hubris  but  for  choos- 
ing Ira  Magaziner — personally  ar- 
rogant, politically  naive,  eco- 
nomically illiterate — to  run  the 
health  care  task  force.  Yet  the 
Clintons  also  were  encouraged  in 
their  doomed  approach  by 
George  Mitchell  and  Richard 
Gephardt  . . . and  James 
Carville.  . . . The  political  in- 
stincts of  these  people  were  sup- 
posed to  be  impeccable.  Not  so. 

George  Mitchell  has  undoubt- 
edly suffered  from  the  demise  of 
health  eare/insurance  reform;  he 
could  have  been  an  Associate 
Justice  on  the  United  States 
Supreme  Court.  He  might  still  be 
commissioner  of  major  league 
baseball,  but  the  season-ending 
strike  has  removed  much  of  the 


glamor  from  that  sinecure. 
Unrepenting  members  of  the  task 
force,  especially  Ira  Magaziner, 
have  had  great  damage  done  to 
their  reputations.  Hilary  Rodham 
Clinton  may  have  incurred  the 
greatest  denigration.  Her  popu- 
larity, as  measured  by  recent 
polls,  has  plummeted.  But  she  is 
strong  and  has  reacted  by  compar- 
ing her  tribulations  with  those  of 
Eleanor  Roosevelt,  although  she 
feels  hers  relates  to  matters  of 
greater  impact  and  long-lasting 
significance  than  did  Mrs.  Roose- 
velt’s. Speak  of  hubris!  Mrs.  Clin- 
ton does  not  seem  to  recognize 
that  many  of  us  voted  for  Bill 
Clinton  to  be  president  and  did 
not  vote  for  her  to  be  his  chief 
operating  officer.  She  also  fails  to 
recognize  other  vital  facts. 
Eleanor  Roosevelt  s agenda  was 
her  own,  not  part  of  her 
husband’s  agenda.  It  included 
many  domestic  issues  and  then 
became  global.  She  was  the  one, 
the  only,  First  Lady  of  the  World. 
Hilary  should  reconsider;  she  is 
bright  and  articulate  and  could 
provide  valuable  leadership  in 
other  arenas.  But  not  as  a working 
member  of  the  executive  branch, 
officially  or  otherwise,  except  as 
President  Clinton’s  wife  and 
hostess.  She  has  not  helped  the 
presidency  with  her  demon- 
strated ignorance  and  ineptitude 
regarding  medical  and  health 
matters.  Eleanor  Roosevelt 
should  be  her  role  model,  not  her 
rival. 

What  will  be  the  future  of 
health  care  insurance  reform?  As 
of  this  writing  at  the  end  of 
September,  my  crystal  ball  is 
clouded.  When  you  read  this  in 
November,  the  clouds  may  be  lift- 
ing; the  elections  will  be  over  and 
legislative  matters  at  all  levels  will 
be  open  to  prediction.  Mean- 
while, fallout  continues; 

• The  tax  deduction  for  the 
self-employed’s  health  coverage 
expired  at  the  end  of  1993.  If 
Congress  does  nothing  before  the 
end  of  the  year,  almost  15  million 
people  will  be  penalized. 

• Many  more  physicians  will 


pursue  MBA  degrees  in  order  t( 
level  the  playing  field  in  managec 
care  environments  or  to  obtair 
executive  positions. 

• States  will  continue  tc 
legislate  their  own  versions  of  re- 
form. If  California  voters  adopl 
Proposition  186,  an  80-page 
single-payer  health  care  system 
on  November  8,  1994,  the  tide  oi 
public  opinion  and  political  in- 
terest may  shift  from  managed 
care. 

• White  male  “Anglo-Saxons 
will  continue  to  represent  de- 
creasing percentages  of  medical 
school  applicants  and  students 
(and  physicians). 

• People  will  continue  to  lose 
longstanding  medical  friends  and 
practitioners,  as  managed  care 
groups  race  to  gobble  up  the 
market  of  patients  not  yet  inden- 
tured to  specific  physicians, 
health  organizations,  and  testing 
facilities. 

• Physicians,  individually  and 
collectively,  will  continue  to  sign 
every  contract  placed  on  their 
desks,  even  if  fees  are  lower  than 
woefully  inadequate  Medicare 
ones,  hoping  to  avoid  the  loss  of 
patients. 

• Health  care  insurers — in  the 
broadest  context — will  continue 
to  pay  exorbitant  salaries,  grant 
unbelievable  perks,  and  reap 
unconscionable  profits. 

If  the  government  doesn  t get 
(control)  us,  the  insurers  will. 
Without  full  bargaining  rights,  we 
shall  have  no  rights.  □ Howard 
D.  Slobodien,  MD 

Thinking  isn’t  agreeing  or 
disagreeing.  That’s  voting. 

Robert  Frost, 
Writers  at  Work,  1963 

Compromise  used  to  mean 
that  half  a loaf  was  better  than 
no  bread.  Among  modern 
statesmen  it  really  seems  to 
mean  that  half  a loaf  is  better 
than  a whole  loaf. 

G.K.  Chesterton, 
What’s  Wrong  with 
the  World,  1910 
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NEW  JERSEY  MEDICINE 


• Easy  to  use  Electronic  Medical  Administration  Software 
For:  solo,  group  and  multi-specialty  practices 

• Direct  Electronic  Claims  Submission  to  all  participating 
Insurance  Companies  and  HMOs 

y/  xk 

• Faster  payment  reimbursement  p 

• Comprehensive  and  Cost-Effective 

FOR  A FREE  DEMO  IN  YOUR  OFFICE  CALL:  1-800-364-8909 

TechPlus  Systems,  Inc.  99  University  Place,  10th  FI, , New  York,  N.Y.  10003 
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My  office 
really  got 
the  cure... 

...when  I found  The  Money 
Store.  I got  the  loan  I needed 
to  buy  my  building  and  stop 
leasing.  Now  I'm  operating 
in  the  black.  I didn't  need  a 
million  dollars,  but  they  can 
lend  that  much  for  commer- 
cial real  estate.  And  give  up  to 
25-year  terms  and  up  to  100% 
loan- to- value.  No  balloons 
and  no  prepayment  penalties. 
No  other  lender  could  help  me 
like  The  Money  Store. 


For  prompt  & professional  service  please  contact: 

The  Monet  Store' 

INVESTMENT  CORPORATION 


Southern  NJ  Central  NJ  Northern  NJ 

Don  Dietz  or  Ed  Narozny  Rosemary  Dente  Patrick  Toriello 

(609)  597-7987  or  (908)  281-6132  (201)  579-5322 

(609)  875-1395 

New  Jersey's  #1  SBA  Lender  is  also  America's  #1  SBA  Lender 
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GUEST  EDITORIAL 


CONGRATULATIONS  TO  NEW  JERSEY  MEDICAL  SCHOOL 


It  is  a pleasure  to  take  this  op- 
portunity to  honor  the  state’s  first 
medical  school  — UMDNJ-New 
Jersey  Medical  School — upon  its 
40th  anniversary.  We,  its  faculty, 
salute  New  Jersey  Medical 
School.  We  are  proud  to  train 
young  men  and  women  to  enter 
the  great  and  noble  profession  of 
medicine. 

At  New  Jersey  Medical  School, 
we  do  more  than  provide  state-of- 
the-art  scientific  education,1'5  as 
exemplified  in  various  publica- 
tions by  faculty  members.  A 
clergyman  might  say  that  we  have 
provided  our  alumni  with  a mis- 
sion or  a “calling”  in  life,  one  that 
no  one  can  take  from  them,  as 
they  are  and  forever  will  be  physi- 
cians. We  educate  the  minds  of 
those  destined  to  recite  and  honor 
the  oath  of  Hippocrates  at  the 
completion  of  their  formal 
medical  education,  as  physicians 
around  the  world  have  done  for 
centuries.  My  wife,  Camila 
Krysicka  Janniger,  MD,  a volun- 
tary member  of  the  faculty,  took 
this  same  oath  in  Poland  under  a 
Russian  puppet  government.  We, 
in  medicine,  have  much  of  which 
we  can  be  proud.  American 
medicine  has  been  the  envy  of  the 
entire  world. 

Nevertheless,  we  recognize 
that  for  our  graduates,  living  up 
to  the  Hippocratic  oath  may  not 
always  be  easy.  This  oath  man- 
dates many  things,  including  that 
a physician  do  what  is  best  for 
each  and  every  patient  as  a dis- 
tinct individual  human  being.  It 
is  each  physician’s  sacred  duty  to 
guide  that  patient  as  the  physician 
would  want  for  the  most  beloved 
member  of  his  own  family,  be  it 
mother,  father,  sister,  brother, 
husband,  wife,  or  child.  This  is  a 
patient,  not  a client. 

We,  the  faculty  of  New  Jersey 
Medical  School,  are  fortunate  to 


be  associated  with  this  institution, 
the  first  medical  school  in  the  his- 
tory of  New  Jersey.16'8  It  was 
founded  40  years  ago  as  the  Seton 
Hall  College  of  Medicine,  by 
many  people,  including  a commit- 
tee from  Jersey  City  Medical 
Center  composed  of  J.  James 
Smith,  MD  (Jersey  City  Medical 
Center  director),  Earl  J.  Halligan, 
MD  (chief  of  surgery),  Thomas  J. 
White,  MD  (chief  of  medicine), 


and  Carroll  Moton  Leevy,  MD 
(director  of  clinical  investiga- 
tions), working  closely  with 
Archbishop  Thomas  A.  Boland, 
LLD,  Monsignor  John  L.  McNul- 
ty, PhD,  LLD,  president  of  Seton 
Hall  University,  and  other  repre- 
sentatives of  the  Archdiocese  of 
Newark. 

This  is  an  excellent  opportunity 
to  thank  our  founding  fathers,  the 
Archdiocese  of  Newark,  and  the 
citizens  from  all  over  the  state  of 
New  Jersey  for  making  our 


magnificent  medical  school 
possible. 

At  the  1994  commencement 
President  Stanley  S.  Bergen,  Jr, 
MD,  demonstrated  our  apprecia- 
tion by  presenting  an  honorary 
doctorate  degree  to  The  Most 
Reverend  Theodore  E.  MeCar- 
rick,  PhD,  DD,  Archbishop  of 
Newark  (Figure),  a sage  humani- 
tarian, risking  his  life  worldwide 
from  Sarajevo,  Bosnia,  to  the 


cities  of  Rwanda  for  hope,  peace, 
and  human  dignity. 

New  Jersey  Medical  School 
began  in  1954  with  tremendous 
promise,  as  did  Albert  Einstein 
College  of  Medicine  one  year 
later.  Both  already  had  superb 
medical  facilities  to  begin  a first- 
class  medical  school,  our  facilities 
being  Jersey  City  Medical  Center 
and  Margaret  Hague  Maternity 
Hospital.39'12  Like  Albert  Einstein 
College  of  Medicine,  we  were  a 
top  medical  school  at  our  incep- 


Figure.  Commencement  exercises  on  May  25,  1994  (right  to  left):  Stanley  S. 
Bergen,  Jr,  MD,  president;  Ruy  V.  Louren^o,  MD,  dean;  The  Most  Reverend 
Theodore  E.  MeCarrick,  PhD,  DD,  Archbishop  of  Newark;  Camila  Krysicka 
Janniger,  MD,  chief,  pediatric  dermatology;  Robert  A.  Schwartz,  MD,  MPH, 
faculty  president;  and  Charles  C.  Carella,  Esquire,  chairman.  Board  of  Trust- 
ees. ® Joshua  Johnson 
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Table.  Medical  school  names. 

1954-1965 

Seton  Hall  College  of 
Medicine 

1965-1970 

New  Jersey  College 
of  Medicine 

1970-present 

New  Jersey  Medical 
School 

tion.  Now,  in  my  opinion,  we  are 
the  best  kept  secret  in  the  state 
of  New  Jersey  (Table). 

The  articles  in  this  issue  will 
provide  an  insight  into  the  begin- 
nings and  the  future  of  New 
Jersey  Medical  School.  I took  in- 
spiration from  many  people,  in- 
cluding our  energetic  University 
president,  Dr.  Bergen,  who  has 
spent  almost  a quarter  of  a cen- 
tury advancing  medical  education 
in  New  Jersey;  our  learned  dean, 
Ruy  V.  Lourenyo,  MD,  a former 
“young  Turk  of  our  faculty  who 
returned  home  to  lead  us;  the 
writings  of  and  many  conversa- 
tions with  the  now  deceased 
founding  head  of  medicine, 
Harold  Jeghers,  MD;12'14  and  the 
only  continuing  founding  father  of 
our  medical  school,  Distinguished 
Professor  Carroll  Moton  Leevy, 
former  chairman  of  medicine  and 
scientific  director  of  the  Sammy 
Davis  Jr  National  Liver  Institute. 
A special  thanks  goes  to  Ismail 
Kazem,  MD,  professor  and  head 
of  radiation  oncology,  who  en- 


couraged the  editor-in-ehief, 
Howard  D.  Slobodien,  MD,  and 
the  Committee  on  Publication  of 
the  Medical  Society  of  New 
Jersey  to  honor  New  Jersey 
Medical  School. 

I will  conclude  with  an  old 
Irish  blessing  that  was  a favorite 
of  J.  James  Smith,  MD,  the 
person  most  responsible  for  the 
founding  of  our  medical  school: 

May  the  road  rise  up  to  meet 
you. 

May  the  wind  be  always  at  your 
back. 

May  the  sunshine  warm  upon 
your  face,  and  rains  fall  soft  upon 
your  fields, 

And  until  we  meet  again, 

May  God  hold  you  in  the 
hollow  of  His  hand.  □ Robert  A. 
Schwartz,  MD,  MPH,  guest 
editor 
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Reflections  of  the 

charter  class  at 

New  Jersey  Medical  School 

Leonard  J.  Gorkun,  Ml) 
Joseph  M.  Miranda,  MD 


In  1954,  New  Jersey  Medical  School  opened;  the  charter  class 
matriculated  in  September  1956.  The  members  of  the  class 
went  on  to  varied  paths  in  the  medical  profession.  Two  charter 
class  members  reflect  on  the  chance  to  be  a part  of  the 
beginnings  of  medical  education  in  New  Jersey. 


UMDNJ-New  Jersey 
Medical  School  began 
as  Seton  Hall  College 
of  Medicine  and  Den- 
tistry, with  matriculation  of  its 
charter  class  in  September  i956. 
The  College  already  had  been  in- 
corporated in  1954.  The  entering 
class  had  some  interesting 
members:  a pharmacist,  an 

engineer,  and  a father  with  four 
children.  There  were  eight 
women  and  several  minority  stu- 
dents. All  the  students  were  em- 
barking on  an  exciting  and 
challenging  journey.  The  College 
was  not  and  could  not  be  ac- 
credited until  it  was  ready  to 
graduate  its  first  class. 

What  an  opportunity  and  what 
a risk.  It  was  possible  that  the 
students  or  the  College  would  not 
survive,  as  there  had  been 
previous  attempts  to  establish  a 
medical  school  in  New  Jersey  and 
all  had  failed.  And,  yes  several 
students  did  not  complete  their 
studies  due  to  various  reasons. 
Most  importantly,  however,  the 
College  and  most  of  the  students 
did  survive.  Indeed,  the  students 
did  more  than  survive;  there  are 
fascinating  life  stories  to  tell. 

Those  were  interesting  days. 
We  had  the  famous  Dr.  Harold 
Jeghers  to  lead  numerous  medical 


activities.  We  had  the  wonderful 
Stuart  Stevenson,  MD,  as  one  of 
the  talented  and  dedicated  teach- 
ers. The  embryonic  beginnings  of 
a medical  college  were  not  to  be 
taken  lightly.  True,  we  did  have 
the  spectacular  surroundings  of 
Jersey  City  Medical  Center,  and 
the  separate  buildings  of  Pollack 
Chest  Disease  Hospital,  Margaret 
Hague  Maternity  Hospital,  Medi- 
cal Building,  Surgical  Building, 
and  “C”  Building.  (It  stood  be- 
tween the  other  buildings  and 
had  multiple  uses,  and  thus  was 
the  center  or  “C  building.)  Apart 
from  the  physical  facilities,  of 
course,  were  the  real  people  and 
the  human  beings  that  they 
represented,  and  the  lives  that 
they  touched. 

We  were  filled  with  hope  and 
fear,  expectation  and  trepidation. 
What  was  a medical  student? 
What  was  a young  doctor?  There 
were  no  upper  classes  to  serve  as 
role  models. 

We  experimented  initially  with 
a “no  examination”  policy.  The 
concept  was  to  assign  pass  or  fail 
status  on  the  basis  of  close 
personal  contact  with  the  faculty. 
This  policy  did  not  last  long,  as 
the  students  were  uncomfortable 
with  this  ambiguous  status.  Ex- 
aminations were  instituted. 


During  the  clinical  years,  one 
student  recalled  that  beginning  a 
clinical  clerkship  in  urology  was 
being  informed  that  the  intern  at 
age  26  had  a myocardial  infarction 
and,  thus,  the  student  would  be 
the  acting  intern.  We  wondered 
how  many  patients  knew  the  role 
that  the  “person  in  white  was 
assigned.  Then  the  student  was 
told  to  go  to  the  Staff  House,  and 
get  uniforms  and  a room.  This 
would  be  home  for  the  next  six 
weeks.  Just  36  hours  on  and  12 
hours  off.  This  was  very  exciting, 
but  just  a taste  of  what  was  to 
come. 

Although  the  method  of  in- 
struction is  different  today  and 
certainly  the  technology  has 
changed,  we  still  are  dealing  with 
the  human  body  and  its  ramifica- 
tions. We  did  learn  physiology 
and  biochemistry  as  well  as 
psychiatry  and  other  conceptual 
ideologies.  We  did  accomplish 
the  assigned  tasks  for  the  National 
Boards,  as  well  as  perform  many 
clinical  procedures,  including 
liver  biopsies,  appendectomies, 
delivering  babies,  thoracenteses, 
and  abdominal  taps.  Most  im- 
portantly, however,  we  followed 
the  principles  of  Dr.  Jeghers  and 
his  concepts  of  “hands-on  learn- 
ing. We  also  learned  from  Dr. 
Jeghers  the  unique  concept  of 
creating  and  maintaining  personal 
medical  files. 

Jersey  City  was  an  interesting 
place  to  study.  Initially,  the  local 
physicians  did  not  want  us  there 
and  raised  legal  objections.  Even- 
tually, however,  all  was  resolved 
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and  we  did  have  a Medical  Col- 
lege that  was  accredited  just 
before  we  graduated. 

With  enormous  personal  pride 
and  a sense  of  pride  for  all  the 
dedicated  faculty  and  founders  of 
the  school,  we  gathered  on  June 
4,  1960,  on  the  campus  of  Seton 
Hall  University,  South  Orange. 
With  us  on  the  dias  was  Dr. 
David  Opdyke,  our  first  faculty 
member  and  bearer  of  the  mace. 
Then,  we  became  the  recipients 
of  the  first  medical  degrees  in  the 
history  of  the  state  of  New  Jersey. 


This  most  auspicious  day,  how- 
ever, was  not  without  its  sadness 
and  sense  of  loss,  occasioned  by 
the  unexpected  deaths  of  Dean 
Charles  L.  Brown,  College  Presi- 
dent Monsignor  McNulty,  and 
Professor  Chick  Berry. 

The  members  of  the  class  went 
on  to  varied  paths,  including 
training  programs,  academic  posi- 
tions, residency  programs,  re- 
search, industry,  teaching,  con- 
sulting, and  private  practice. 

We  have  a special  place  in  our 
hearts  for  those  who  left.  Life 


takes  its  toll,  but  we  had  and  still 
have  a special  comraderie  for 
those  in  the  charter  class,  who 
took  the  chance  to  start  the  begin- 
nings of  medical  education  in 
New  Jersey.  I 

Dr.  Gorkun  is  director,  Section  of  Oc- 
cupational and  Environmental  Health 
Services,  and  president,  Alumni  As- 
sociation, and  Dr.  Miranda  is  assistant 
dean  for  clinical  practice,  UMDNJ-New 
Jersey  Medical  School.  Address 
reprint  requests  to  Dr.  Gorkun, 
UMDNJ-New  Jersey  Medical  School, 
185  South  Orange  Avenue,  University 
Heights,  Newark,  NJ  07103-2714. 
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New  Jersey  research: 

Frontiers  of 
hepatology 

eJv  Carroll  B.  Leevy,  MD 

Sarah  Shefer,  PhD 
Baburao  Koneru,  MD 


Diagnostic  criteria  and  prognosis  have  been  revised  for 
patients  with  liver  and  biliary  tract  diseases.  This  information 
provides  an  improved  knowledge  base  for  new  preventive 
measures,  therapeutic  modalities,  and  outcome  research  at 
UMDNJ-New  Jersey  Medical  School  Liver  Center. 


Liver  infections,  toxic  in- 
jury, congenital  abnor- 
malities, metabolic  dis- 
orders, bile  duct  lesions, 
vascular  alterations,  and  neo- 
plasms often  are  considered 
separately.  These  disorders  were 
unified  by  standardizing  clinical, 
laboratory,  radiologic,  morpho- 
logic, and  etiologic  criteria.  New 
diagnostic  techniques  and  thera- 
peutic modalities  make  it  neces- 
sary to  continuously  update  the 
standardization.  This  was  carried 
out  by  the  International  In- 
formatics Group  with  input  from 
experts  in  information  science, 
adult  and  pediatric  hepatology, 
liver  transplant  surgery,  vascular 
and  biliary  surgery,  radiology, 
pathology,  infectious  disease,  im- 
munology, genetics,  and  molec- 
ular biology.  This  paper  reviews 
selected  practical  aspects  of  the 
updated  criteria  and  its  influence 
on  treatment  and  research  on 
hepatobiliary  disease  at  UMDNJ- 
New  Jersey  Medical  School  Liver 
Center. 

DIAGNOSTIC  CRITERIA 

The  1994  standardization  of 
diagnostic  criteria  for  hepato- 
biliary diseases  is  the  culmination 
of  efforts  by  the  International 
Hepatology  Informatics  Group 


that  met  under  auspices  of  the 
Sammy  Davis,  Jr  National/Inter- 
national Liver  Institute  and  New 
Jersey  Medical  School  Liver  Cen- 
ter. The  standardization  provides 
official  WHO  terminology,  defini- 
tion, diagnostic  criteria,  and 
prognosis  for  each  liver  and 
biliary  tract  disease.  A major 
change  of  importance  to  practi- 
tioners is  discontinuation  of  the 
terms  “chronic  active  hepatitis’ 
and  “chronic  persistent  hepati- 
tis. ] The  term  “chronic  viral 
hepatitis  now  is  used  with  the 
designation  of  the  responsible 
virus.  Laboratory  criteria  include 
new  immunologic  techniques  and 
polymerase  chain  reaction  studies 
to  detect  hepatotropic  viruses. 
Emphasis  is  given  to  anatomic 
alterations  detected  by  ultra- 
sonography, CAT  scans,  and 
MRI,  as  well  as  percutaneous 
liver  biopsies. 

For  the  first  time,  there  is 
agreement  on  the  prognosis  for 
liver  disorders  based  on  group 
studies  of  patients  with  a clearly 
defined  diagnosis.  This  is  the  first 
step  in  developing  a computer- 
ized expert  system  to  aid  physi- 
cians in  diagnosis  and  treatment 
of  hepatic  disease.  Prognostic 
models  are  available  for  selected 
liver  diseases  such  as  primary 


biliary  cirrhosis  where  there  is  lit- 
tle difference  in  patients  from  var- 
ious ethnic,  cultural,  or  geo- 
graphic backgrounds.  Formal  de- 
cision analysis  is  employed  to 
delineate  the  effectiveness  and 
safety  of  pharmacologic  agents, 
dietary  modifications,  interven- 
tional radiology,  and  surgery  in- 
cluding transplantation. 

THERAPEUTIC  MODALITIES 

Serial  laboratory  and  histologic 
studies  demonstrate  conversion  of 
hepatitis  to  cirrhosis  and  hepato- 
cellular cancer  in  alcohol,  drug, 
and  viral-induced  liver  injury. 
Progressive  liver  injury  also  is 
noted  after  other  infections,  in 
genetic,  metabolic,  cholestatic 
and  vascular  disorders.  In  each 
instance,  it  is  important  to 
eliminate  the  causative  factor.  At 
New  Jersey  Medical  School  spe- 
cial attention  is  given  to  alcoholic, 
viral,  and  cholestatic  liver  disease. 
A perfusion  technique  (Figure  1), 
which  determines  hepatic  DNA, 
RNA,  and  collagen  synthesis,  has 
allowed  evaluation  of  the  in- 
fluence of  current  and  new 
therapy  on  these  indices  and 
prognoses. 

Abstinence  and  correction  of 
malnutrition  is  effective  in 
management  of  early  phase  al- 
coholic liver  disease.  Alpha  in- 
terferon allows  elimination  of 
HBV-DNA  and  HCV-RNA  in  ap- 
proximately 25  percent  of  patients 
with  chronic  hepatitis  due  to 
these  agents.  Other  approaches 
are  used  for  viral  hepatitis  that  are 
refractory  to  such  therapy  (Figure 
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Figure  1.  A perfusion  apparatus  to  evaluate  ineoq:>oration  of  H3  thymidine,  H3  uridine,  and  H3  proline  into  hepatic 
DNA,  RNA,  and  collagen  in  liver  biopsies  from  patients  with  liver  disease. 


2).  A dramatic  response  occurs 
with  receipt  of  penicillamine  in 
Wilsons  disease  or  repeated 
phlebotomy  in  hemochromatosis. 
Adrenal  steroids  may  control 
autoimmune  hepatitis,  and  urso- 
deoxycholic acid  often  improves 
early  phase  primary  biliary  cir- 
rhosis or  primary  sclerosing  chol- 
angitis. Despite  these  treatment 
successes,  many  patients  exhibit 
progressive  liver  dysfunction  be- 
cause of  disorderly  regeneration 
and  portal  hypertension. 

Patients  usually  respond  to 
symptomatic  measures  for  en- 
cephalopathy, ascites,  and  bleed- 
ing varices,  which  may  occur  as 
complications  of  liver  failure. 
Encephalopathy  improves  with 
modification  of  protein  intake, 
supplemented  by  lactulose  and/or 
antibiotics.  Dietary  sodium  re- 
striction, diuretics,  paracentesis, 
and  correction  of  hypoalbumin- 
emia  often  controls  ascites.  Bleed- 
ing from  esophageal  varices  is 
controlled  by  endoscopic  esoph- 
ageal ligation  or  sclerotherapy; 
those  patients  not  responsive  to 


such  therapy  or  with  concomitant 
gastric  varices  require  portal  de- 
compression by  trans-intrahepatic 
portosystemic  (TIPS)  or  surgical 
shunt  while  awaiting  a liver  trans- 
plant. 

Perfection  of  orthotopic  and 
heterotrophic  liver  transplant 
surgery  introduced  a new  era  in 
treatment  of  end-stage  liver  dis- 
ease. New  Jerseyans  were  among 
the  first  to  receive  such  therapy 
by  Dr.  Thomas  Starzl.  The  dra- 
matic increase  in  survival  with 
cyclosporine  and,  subsequently, 
FK-506,  made  liver  transplanta- 
tion an  acceptable  modality.  Uni- 
versity Hospital  obtained  a 
certificate  of  need  for  this 
procedure,  making  it  unnecessary 
for  New  Jerseyans  with  liver  dis- 
ease to  leave  the  state  for  any 
aspect  of  treatment.  Medicare 
support  for  liver  transplantation 
has  been  provided  for  centers 
that  fulfill  established  Health 
Care  Financing  Administration 
guidelines,2  including  the  New 
Jersey  program.  Since  1989,  over 
100  orthotopic  transplants  have 


been  performed  in  Newark  with 
a two-year  survival  of  80  percent 
for  patients  with  Medicare- 
approved  diagnoses  — primary 
biliary  cirrhosis,  primary  scleros- 
ing cholangitis,  alpha- 1 -anti- 
trypsin deficiency,  primary  hemo- 
chromatosis, Wilson’s  disease,  al- 
coholic cirrhosis,  or  postnecrotic 
cirrhosis — HB  Ag  negative,  not 
responsive  to  alternative  therapy. 

OUTCOME  RESEARCH 

New  Jersey  Medical  School 
Liver  Center  currently  is  par- 
ticipating in  national  cooperative 
studies  on  alcoholic  liver  disease, 
chronic  viral  hepatitis,  and 
cholestatic  liver  disease.  A new 
genre  of  research  was  introduced 
by  the  demonstration  that  acetal- 
dehyde and  associated  Mallory 
bodies  in  alcoholic  hepatitis 
causes  cell-mediated  immuno- 
logic reactivity.3  Progressive  in- 
jury is  associated  with  accumula- 
tion of  lymphokines  and  cytokines 
that  cause  necrosis  and  fibrosis. 
Efforts  now  are  underway  to  in- 
hibit cytotoxicity  produced  by 
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Figure  2.  Therapeutic  modalities  that  influence  replication  of  HBV-DNA  and 
immunologic  reactivity  in  chronic  viral  hepatitis  B. 


Mallory  bodies  in  these  patients. 
Studies  of  viral  B and  C hepatitis 
at  the  Liver  Center  show  a high 
incidence  of  chronic  viral  hepa- 
titis in  intravenous  drug  abusers 
and  others,  including  children, 
with  AIDS.4  In  patients  with  HIV 
in  CD4  cells  of  the  liver,  there  is 
an  increase  in  replication  of  both 
HBV  and  HCV.  Since  HBV  re- 
quires an  intact  immune  system 
to  produce  necrosis  and  inflam- 
mation, HCV  usually  is  respon- 
sible for  chronic  hepatitis  in  those 
with  multiviral  infection.  In  the 
absence  of  immune  deficiency, 
HIV  patients  with  concomitant 
HBV  or  HCV  infection  may 
respond  to  alpha  interferon  or 
other  antiviral  drugs  (Figure  2). 

Special  attention  is  being  given 
by  Liver  Institute  faculty  to  in- 
fants and  children  with  alteration 
in  bile  acid  metabolism.  Ac- 
cumulation of  cholesterol  in 
cerebrotendinous  xanthomatosis, 
characterized  by  neurologic  dis- 
ease due  to  accumulation  of 
cholestanol,  may  be  ameliorated 
by  chenodeoxyeholie  acid.5  A re- 
duction in  cholesterol  evoked  by 
cholestyramine  or  ileal  bypass 
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surgery  also  is  accompanied  by  a 
decrease  in  premature  atheroscle- 
rosis in  sitosterolemia.  In  con- 
trast, a high  cholesterol  intake  is 
needed  for  correction  of  hypocho- 
lesterolemia  and  amelioration  of 
mental  retardation  in  the  Smith- 
Lemli-Opitz  syndrome.6 

Research  on  liver  trans- 
plantation includes  acquisition  of 
suitable  donor  organs,  provision 
of  adequate  support  while  await- 
ing surgery,  and  prevention  of 
acute  or  chronic  rejection  of  the 
transplanted  organ.  Indocyanine 
green  clearance,  introduced  as  a 
diagnostic  test  at  the  Liver  Center 
has  been  found  helpful  in  evaluat- 
ing the  status  of  donor  organs.7 
Intense  therapy  has  been  pro- 
vided to  optimize  nucleic  acid 
metabolism  in  pre-transplant  pa- 
tients and  restore  normal  hepatic 
and  bone  marrow  DNA  synthesis 
after  transplantation.8  Studies 
now  are  underway  to  improve 
graft  survival  by  encouraging 
donor  specific  unresponsiveness. 
A new  class  of  suppressor 
molecules  has  been  shown  to  in- 
hibit cell-mediated  immunity; 
most  exciting  is  the  finding  by 


others  that  such  molecules  nullify 
human  complement,  prevent  T 
cell  reactivity,  and  allow  suc- 
cessful xenographs.  H 
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...Your  patient  could  be  exhibiting  symptoms 
indicating  a sleep  disorder.  We  can  help. 

The  Sleep  Disorders  Institute  staff  includes  \[ 
physicians  certified  by  the  American  Board  of  ' 
Sleep  Medicine.  With  locations  throughout  the'  I 
state,  the  center  offers  immediate  access  for  1 
competent,  experienced  sleep  diagnostics 
services. 

1 

rhe  ;v,i:ey  . : r has  successful 

worked  with  hundreds  of  referring  physicians, 
by  offering. . . 

Professionalism  For  over  a decade, 
our  staff  has  treated  thousands  of  patients  withl 
sleep  disorders  — each  with  the  courtesy  and 
competence  you  would  expect  in  your 
own  office. 

Efficiency:  State-of-the-art  evaluation  tech- 
niques, including  our  home-like  overnight 
testing  center  and  in-home  testing  services.  We: 
put  patients  back  in  your  care  in  the  shortest 
possible  time. 

Results:  Scheduling  is  usually  possible  within 
24  hours;  a telephone  report  to  the  referring 
physician  follows  a day  after  the  evaluation;  fu 
written  reports  via  fax,  by  hand  or  regular  mail 
as  requested. 

For  further  information  regarding  the  Sleep 
Disorders  Inc  ;:  . call  our  patient  care 

coordinator  today:  1-800-327-5337. 

Now  a Medicare  Participating  Facility! 

The  Sleep  Disorders  Institute  is  a Medicare 
participating  facility  and  accepts  assignment 
for  ail  medicare  patients.  In  addition,  services 
are  reimbursed  by  ail  commercial  earners  and 
a vast  majority  ofHMO  and  managed  health 
care  programs. 
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The  need  to  address  the  social  and  biological  aspects  of 
medicine  was  emphasized  at  the  founding  of  New  Jersey 
Medical  School  in  1954.  This  need  has  remained  a major  goal, 
as  the  sponsorship,  name,  and  location  of  the  Medical  School 
have  changed  with  the  times. 


Celebration  of  the  40th 
anniversary  of  the 
founding  of  New  Jersey 
Medical  School,  the 
first  viable  medical  school  in  the 
Istate,  makes  it  appropriate  to  re- 
view highlights  of  its  history. 
Achievements  of  the  school  in  un- 
dergraduate and  graduate  medical 
education,  health  care  delivery, 
and  biomedical  research  have  had 
a major  impact  on  the  state  and 
nation.  The  public  interest 
generated  by  those  who  helped  to 
organize,  establish,  maintain,  and 
enhance  New  Jersey  Medical 
'School  is  an  important  part  of  its 
heritage.  This  report  focuses  on 
events  that  led  to  the  organization 
fiiof  New  Jersey  Medical  School. 

ORGANIZATION 

Many  unsuccessful  efforts  had 
been  made  to  establish  a medical 
school  in  New  Jersey.12  After 
World  War  II,  formal  discussions 
began  to  develop  a medical  and 
dental  school  as  a part  of  the 
2,500-bed  Jersey  City  Medical 
Center  (Figure  1),  built  with 
federal  monies  during  the  De- 
pression by  Mayor  Frank  Hague. 
The  Medical  Center  included 
Margaret  Hague  Maternity  Hos- 
pital, B.S.  Pollack  Hospital  for 
Chest  Diseases,  the  Contagious 


Disease  Hospital,  the  Dental  In- 
stitute, the  Clinical  Research 
Unit,  and  the  School  of  Nursing. 
Margaret  Hague  Maternity  Hos- 
pital, a major  affiliate  of  the  Col- 
lege of  Physicians  and  Surgeons 
of  Columbia  University,  was  the 
site  of  many  innovations  in  ob- 
stetrics.3 Jersey  City7  Medical 
Center  staff  members  had  faculty 
appointments  at  New  York  City 
medical  schools;  each  department 
had  full-time  faculty  consultants. 
A high  calibre  internship  and 
residency  program  attracted 
house  officers  from  leading 
American  medical  schools.  A 
public  health  nursing  service 
outreach  program  and  a large  out- 
patient department  provided  am- 
bulatory care  for  over  one  million 
residents  of  Hudson  County. 
After  World  War  II,  as  physician 
veterans  returned  to  complete 
their  residencies,  attention  was 
given  to  the  possibility  of 
establishing  a medical  school  at 
Jersey  City  Medical  Center.4 

In  1951,  Dr.  (.  James  Smith,  a 
native  of  Jersey  City  and  pro- 
fessor of  medicine  at  Cornell  Uni- 
versity Medical  College,  accepted 
the  position  of  medical  director  of 
Jersey  City  Medical  Center.  Dr. 
Smith  worked  with  the  executive 
committee  of  the  hospital  to  ex- 


pand the  research  unit  engaged  in 
phase  1 and  phase  2 pharmaco- 
logic studies  under  the  auspices 
of  Hoffmann-La  Roche,  Inc.,  and 
investigations  of  the  pathobiology 
of  liver  disease  by  the  hospital’s 
liver-nutrition  study  unit.  Dr. 
Smith  encouraged  submission  of 
a National  Institutes  of  Health 
(NIH)  research  grant  to  support 
ongoing  laboratory  studies  in  fluid 
and  electrolyte  metabolism  in 
liver  and  heart  disease.  The  grant 
was  recommended  for  funding  by 
the  assigned  study  section  and 
sent  to  the  advisory  committee  of 
the  Heart  Institute,  chaired  by 
Mrs.  Mary  Lasker.  The  commit- 
tee reviewed  the  grant  request 
and  after  much  discussion  the 
committee  made  a site  visit  to 
determine  if  NIH  could  help 
Jersey  City  Medical  Center  de- 
velop a basic  research  program. 
At  the  conclusion  of  several  visits, 
during  which  time  the  establish- 
ment of  a state  medical  school 
was  discussed,  the  committee  de- 
cided to  provide  a NIH  matching 
research  center  grant  to  the 
hospital  and  help  recruit  basic 
scientists  for  the  program.5  This 
award  evoked  excitement  and  in- 
terest among  the  attending  staff, 
the  city  administration,  and  the 
lay  press. 

State  support  was  sought  but 
Rutgers  University  was  not  in- 
terested. Private  university  spon- 
sorship of  a medical  school  was 
considered;  Seton  Hall  University 
expressed  enthusiasm.  Its  presi- 
dent, Monsignor  John  L.  McNul- 
ty, PhD,  LLD,  met  with  Jersey 
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Figure  2.  Medical  Center  and  Seton  Hal!  officials  signing  medical  school 
agreements  (left  to  right):  Monsignor  McNulty,  Mayor  Berry,  Dr.  Halligan, 
and  The  Most  Reverend  Thomas  E.  Boland,  LLD,  Archbishop  of  Newark. 


City  Mayor  Bernard  J.  Berry, 
Hudson  County  political  leader 
John  Kenny,  and  the  executive 
committee  of  Jersey  City  Medical 
Center.  Following  discussions 
with  The  Most  Reverend  Thomas 
E.  Boland,  LLD,  Archbishop  of 
Newark  and  Monsignor  McNulty, 
the  city  committed  resources  to 
establish  the  Seton  Hall  Universi- 
ty College  of  Medicine  and  Den- 
tistry at  Jersey  City  Medical 
Center. 

An  agreement  was  signed  be- 
tween Jersey  City  and  the 
Archdiocese  of  Newark,  detailing 
responsibilities  of  the  city  and 
Seton  Hall  University  in  estab- 
lishing and  maintaining  the  pro- 
posed medical  and  dental  pro- 


grams. The  Seton  Hall  College  of 
Medicine  and  Dentistry  was  in- 
corporated as  an  entity  separate 
from  the  university  on  August  6, 
1954  (Figure  2).  It  was  stated  that 
the  college  would  emphasize  both 
social  and  biological  aspects  of 
medicine.  Implementation  was 
delayed  for  several  months  be- 
cause of  a legal  challenge  to  the 
decision  to  establish  a private 
medical-dental  school  in  a public 
institution.  Leaders  of  New 
Jerseys  pharmaceutical,  in- 
surance, industrial,  communica- 
tion, and  other  corporate  com- 
munities led  a fundraising  drive 
that  provided  monies  required  for 
construction  of  the  schools, 
purchase  of  equipment,  and  in- 


itial faculty  salaries.  The  15-stor 
outpatient  building  of  Jersey  Cit 
Medical  Center  was  converte 
into  classrooms,  offices,  an 
laboratories  for  the  medicc 
school;  the  Infectious  Diseas 
Hospital  became  the  home  of  th 
dental  school.  Dr.  Charles  Browr 
a distinguished  physician  am 
educator,  agreed  to  become  th< 
dean  and  assume  responsibilit 
for  the  new  school.  Dean  Browr 
recruited  eminent  chairpersons  to 
head  basic  science  faculties  fo 
the  medical  and  dental  schools 
The  establishment  of  Seton  Halj 
College  of  Medicine  became 
known  in  January  1956  through  i\ 
widely  received  nationwide  tele; 
vision  program.6 

Dr.  Harold  Jeghers,  professoi 
and  chairman  of  medicine  ai 
Georgetown  University,  who  was 
a native  of  New  Jersey,  assumec 
a similar  position  at  Seton  Half 
College  of  Medicine  (Figure  3).  A 
pioneer  in  reform  of  medical 
education.  Dr.  Jeghers  believed 
medical  students  should  be  taught 
problem  solving  and  self-renewal 
during  their  course  of  study.7  He 
emphasized  the  need  for  an  ade- 
quate library,  supporting  ser- 
vices to  develop  a research  cli- 
mate, and  provision  of  monies . 
from  patient  care  funds  to  support 
studies  of  the  merits  of  diagnostic 
and  therapeutic  procedures  in  the 
health  care  program  for  which  the 
medical  school  would  assume  re- 
sponsibility. Dr.  Jeghers  also  be- 
lieved student  research  should  be 
an  integral  part  of  the  educational 
process  and  emphasis  should  be 
put  on  ingredients  needed  to 
critically  evaluate  new  data  and 
concepts.8  In  fulfilling  these 
goals,  he  recruited  a staff  of 
“young  Turks”  who  quickly  trans- 
formed the  medical  center  into  an 
academic  mecca.  Research  was 
expanded  in  obstetrics,  pulmo- 
nary disease,  and  hepatology; 
centers  of  excellence  were 
developed  in  cardiology,  endo- 
crinology, infectious  disease, 
neurology,  and  rheumatology. 
Simultaneously,  academic  heads 
of  obstetrics  and  gynecology, 
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Figure  3.  Dr.  Harold  Jeghers  with  Dr.  Arthur  E.  Wegman,  professor  of 
medicine.  Harvard  Medical  School. 


pediatrics,  and  psychiatry  were 
-ecruited.  The  Department  of 
Surgery  was  provided  with 
roung,  full-time  assistant  pro- 
fessors. 

Productive  investigations,  sup- 
ported by  NIH  research  grants, 
research  traineeships,  a 30-bed, 
multidisciplinary,  clinical  re- 
search center,  and  a cardiopul- 
monary research  center  made 
Seton  Hall  and  the  medical  center 
a promising  leader  in  academic 
medicine.  A student  research 
society  and  an  active  student  re- 
search fellowship  program  pro- 
vided a bridge  between  research 
and  student  education.  Many  of 
the  medical  policies  and  practices 
in  the  hospital,  clinic,  and  com- 
munity were  changed  as  a result 
of  controlled  therapeutic  studies 
i in  which  both  indigent  and 
private  patients  participated.  The 
isudden  unexpected  death  of 
Monsignor  McNulty  in  1959  was 
the  first  setback  for  this  budding 
enterprise.  Monsignor  McNulty 
■had  labored  hard  to  achieve  the 
^objectives  first  sought,  arranging 
for  a diverse  student  body,  house- 
staff,  and  faculty  without  regard 
(to  color,  creed,  sex,  or  age — a 
new  development  for  medical 
■schools  in  the  United  States.  After 
his  loss,  there  was  a gradual 
diminution  of  cooperation  be- 
tween political  leaders  of  Jersey 
City7  and  the  administration  of  the 
University. 

Following  the  first  commence- 
ment of  the  Seton  Hall  College  of 
'Medicine  and  Dentistry  in  1960, 
successive  Jersey  City  mayors  re- 
neged on  the  pledge  of  the  city 
to  provide  financial  support  for  a 
teaching  hospital.  The  illness  and 
death  of  Dean  Brown  increased 
the  difficulty  between  the  city 
and  medical  school.  Politicians  in- 
sisted on  resuming  control  of  the 
hospital  and  discontinuing  sup- 
port for  full-time  faculty  attend- 
ings.  Despite  efforts  of  Dean 
James  McCormack,  who  suc- 
ceeded Dean  Brown,  it  was  not 
possible  to  develop  a workable  re- 
lationship with  officials.  The  city- 
school  conflict  and  lack  of  funds 


made  it  impossible  for  Seton  Hall 
University  to  continue  operation 
of  the  medical  and  dental  schools 
in  Jersey  City.9  In  the  meantime, 
Rutgers  University  established  a 
two-year  medical  school  in  Piscat- 
away.  However,  Rutgers  Univer- 
sity did  not  wish  to  assume 
responsibility  for  the  Jersey  City 
programs.  Governor  Richard 
Hughes  appointed  a committee 
under  the  chairmanship  of 
George  Smith,  president  of 
Johnson  and  Johnson  Pharmaceu- 
tical Company,  to  determine  if 
Seton  Hall  College  of  Medicine 
and  Dentistry  should  be  taken 
over  by  the  state.  The  Committee 
recommended  that  the  state  of 
New  Jersey  purchase  the 
schools,10  and  on  December  22, 
1964,  Governor  Hughes  signed 
into  law  a legislative  act  that 
created  the  New  Jersey  College  of 
Medicine  and  Dentistry. 

By  this  time,  Jersey  City 
Medical  Center  had  become  a 
university  hospital,  providing 
high  calibre  patient  care  for  resi- 


dents of  Jersey  City  and  patients 
referred  from  across  the  state  and 
other  countries.  Seminal  con- 
tributions had  been  made  by  its 
clinical  faculty  on  alcoholism, 
cardiomyopathy,  human  growth 
hormone,  intermediary  calcium 
metabolism,  gram-negative  sepsis, 
portal  hypertension,  kinetics  of 
liver  regeneration,  rheumatoid 
arthritis  in  children,  renal  dialy- 
sis, and  control  of  ventilation.  The 
basic  science  faculty  had  con- 
ducted significant  research  on 
basic  aspects  of  cardiopulmonary 
physiology,  immunology,  genet- 
ics, nenrosciences,  nutrition,  and 
pharmacology.  Graduates  of  the 
school  and  its  housestaff  programs 
fared  well  in  practice  and 
academic  medicine.  The  change 
to  state  ownership  was  followed 
by  a loss  of  some  faculty  to  other 
institutions,  but  rapid  replace- 
ment with  others.  The  mobiliza- 
tion of  faculty,  housestaff,  and  stu- 
dents in  support  of  maintaining 
the  medical  school  brought  the 
original  Seton  Hall  Medical 


VOL  91 -NUMBER  11  NOVEMBER  1994 


773 


Figure  4.  New  Jersey  Medical  School. 


School  family  closer  together. 
George  Smith  became  chairman 
of  the  New  Board  of  Trustees 
and  Dean  McCormack  was  made 
president  of  the  college.  Rela- 
tionships between  the  city  and 
school  worsened,  however,  and  a 
decision  was  made  to  relocate  the 
New  Jersey  College  of  Medicine 
and  Dentistry.  Efforts  were  made 
to  arrange  a truce  that  would 
allow  the  College  to  remain  in 
Jersey  City.  This  was  not  accept- 
able to  the  mayor  of  the  city;  in 
January  1966,  he  resumed  control 
of  the  medical  center,  ousting  its 
undergraduate  clinical  teaching 
programs.  Arrangements  were 
made  to  lease  the  medical  school 
and  dental  school  buildings  from 
the  city  to  continue  basic  science 
instruction  without  interruption. 
The  major  problem  concerned  the 
relocation  of  the  department  of 
medicine  and  its  extensive  re- 
search and  educational  staffs  and 
facilities. 

External  advisors  felt  a move  of 
clinical  instruction  was  not 
possible  and  urged  the  school  to 
become  a two-year  institution.  A 
relocation  committee  rejected  this 
suggestion  and  recommended 
continuation  of  the  four-year  pro- 
gram. The  committee  urged  the 
trustees  to  accept  an  invitation 
from  Saint  Barnabas  Medical 


Center  to  use  its  facilities  and 
consider  building  the  medical 
school  and  dental  school  in  the 
Livingston  area.  This  was  not  ac- 
cepted after  negotiations  with 
hospital  officials;  the  relocation 
committee  recommended  use  of 
the  VA  Medical  Center  in  East 
Orange  as  the  center  of  clinical 
activities.  George  Smith  and 
Orville  Beale,  president  of 
Prudential  Insurance  Company, 
met  at  the  White  House  with 
President  Lyndon  B.  Johnson, 
who  arranged  for  the  medical 
school  to  take  over  the  850-bed 
VA  Hospital  and  establish  clinical 
departmental  offices  in  a former 
nurse’s  residence  on  the  VA  cam- 
pus. Many  of  the  clinical  faculty 
resigned.  Dr.  McCormack  was 
succeeded  by  Dr.  Cadmus  as 
president.  The  pediatric  service 
was  moved  to  the  Newark  City 
Hospital,  obstetrics  was  moved  to 
Martland  Hospital  and  St.  Eliza- 
beth Hospital,  and  the  depart- 
ment of  medicine  was  moved  to 
the  VA  Medical  Center  and 
Martland  Hospital. 

VA  Medical  Center  had  negli- 
gible facilities  for  clinical  re- 
search, an  acute  shortage  of  staff 
and  house  officers,  and  lacked 
usual  special  units  for  tertiary 
care.  Martland  Hospital,  a 640- 
bed  institution  that  served  the 


central  ward  of  Newark,  also  hac 
an  inadequate  staff,  poor  facilities 
and  little  room  for  expansion 
There  was  ongoing  clinical  re 
search  in  a clinical  pharmacology 
unit  under  the  aegis  of  Hoffmann 
La  Roche,  Inc.4  Members  of  the 
community  were  dissatisfied  witf 
their  medical  care  and  patients 
were  suspicious  and  often  fearful 
of  the  medical  school  staff,  mak- 
ing establishment  of  educational 
programs  quite  difficult. 

The  medical  school  construct- 
ed trailer  laboratories  on  the 
grounds  of  the  VA  Hospital  to 
continue  ongoing  NIH-supported 
research  and  provide  an  outpa- 
tient program  for  psychiatry.  The 
housestaff  programs  of  the  VA 
Medical  Center  were  combined, 
with  those  at  Martland  Hospital 
and  teaching  services  were 
established  for  junior  and  senior 
student  instruction.  Medical 
school  faculty  assumed  primary 
responsibility  for  education  and 
patient  care  at  both  institutions. 
New  units  were  established  in 
dermatology,  infectious  disease, 
hepatology,  nephrology,  and 
rheumatology  at  the  VA  Medical 
Center,  making  it  unnecessary  to 
refer  New  Jerseyans  to  New  York 
City  hospitals  for  tertiary  care. 
Modificiations  also  were  made  at 
Martland  Hospital  in  medicine, 
obstetrics,  pediatrics,  psychiatry, 
and  surgery.  Success  of  these  pro- 
grams in  student  education  was 
reflected  in  continued  excellent 
performance  by  senior  medical 
students  in  the  second  part  of  the 
national  boards,  as  well  as  the 
second  highest  national  test 
scores  in  a pilot  third-part  na- 
tional board  examination. 

Plans  were  made  to  build  the 
permanent  campus  of  New  Jersey 
College  of  Medicine  and  Den- 
tistry on  the  Dodge  Estate  in 
Madison,  although  some  argued 
that  it  should  be  built  in  a city.6 
Dr.  Roulon  Rawson  was  ap- 
pointed dean  of  the  College  of 
Medicine,  and  actively  recruited 
new  chairpersons. 

After  much  debate,  the  trustees 
of  the  College  and  governor  de- 
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•ided  to  accept  an  offer  from 
vlayor  Addonizio  of  Newark  to 
mild  the  permanent  campus  of 
he  College  of  Medicine  and  Den- 
istry  in  the  Central  Ward,  a 
argely  black  and  Spanish-speak- 
ng  section  of  Newark.  Then  the 
1967  Newark  riots  erupted.  There 
vas  a loss  of  24  lives,  destruction 
iof  much  of  the  Central  Ward,  and 
shooting  at  the  hospital  and  at 
ambulances.2  A $173  million 
federal  grant  awarded  for  con- 
struction of  new  medical  and  den- 
tal schools  was  put  on  hold  by 
Housing  Secretary  Robert  Weav- 
er. Arrangements  were  made  for 
an  equal  voice  by  community  re- 
sidents, state  officials,  college  ad- 
ministration, and  the  federal  gov- 
ernment to  determine  if  it  was 
possible  to  locate  the  permanent 
campus  of  the  New  Jersey  Col- 
lege of  Medicine  and  Dentistry  in 
Newark. 

It  finally  was  agreed  that  a 
newly  planned  College  Hospital 
would  provide  primary  and  tertia- 
ry inpatient  and  ambulatory  care 
for  the  immediate  community  in 
which  the  medical  school  and 
dental  school  were  located,  as 
well  as  tertiary  care  for  referred 
patients  from  other  communities 
in  New  Jersey. 

These  agreements  were  ac- 
cepted by  the  federal  govern- 
ment, the  administration,  faculty, 
and  community  leaders.7  Interim 
facilities  were  constructed  for  ad- 
ministrative offices,  classrooms, 
and  research  laboratories.  Stu- 
dents established  outreach  clinics 
and  made  home  visits  in  the  im- 
poverished Central  Ward.  Special 
attention  was  given  by  newly 
recruited  clinical  and  basic 
science  faculty  to  the  health 
problems  of  the  inner-city  resi- 
dents that  were  equivalent  to 
those  seen  at  the  Boston  City, 
Bellevue,  Cook  County,  and  Los 
Angeles  County  Hospitals — re- 
nowned for  their  contributions  to 
medical  education  and  research. 
Despite  these  efforts,  patient  care 
at  Martland  Hospital  and  the 
handling  of  employees  became  a 


major  issue  and  community 
leaders  threatened  to  close 
Martland  Hospital  in  1970.  Of- 
ficers of  the  newly  established 
faculty  organization  of  New 
Jersey  Medical  School  met  with 
the  head  of  the  New  Jersey  Urban 
League  and  the  director  of  the 
Anti-defamation  League  who 
represented  the  Newark  com- 
munity. After  prolonged  dis- 
cussion and  consultation  with 
legal  experts,  it  was  agreed  to  re- 
quest formation  of  a Board  of 
Concerned  Citizens  to  replace  the 
inactive  Newark  Health  Council, 
which  was  responsible  for  ad- 
judicating complaints  and  moni- 
toring the  medical  school  agree- 
ments. 

This  Board  was  approved  by 
most  faculty  when  it  became  evi- 
dent that  academic  prerogatives 
would  not  be  affected  by  this 
unique  arrangement.11  Simul- 
taneously, Rutgers  University  de- 
cided to  expand  its  two-year 
medical  school  into  a four-year 
medical  institution  and  sought 
state  support  for  construction  of 
a new  university  hospital.4  Gov- 
ernor William  Cahill  appointed 
an  external  committee  of  medical 
educators  that  initially  suggested 
that  the  two  schools  be  merged 
under  Rutgers  University.  This 
was  not  accepted  by  leadership  of 
either  school,  so  the  governor  and 
Legislature  established  an  in- 
dependent entity,  the  College  of 
Medicine  and  Dentistry  of  New 
Jersey,1  which  combined  the  two 
schools  with  a new  Board  of 
Trustees  under  the  chairmanship 
of  Jack  Kittridge,  vice-president 
of  Prudential  Life  Insurance 
Company. 

Stanley  S.  Bergen,  Jr,  MD,  was 
selected  president  of  the  College 
of  Medicine  and  Dentistry  of 
New  Jersey,  and  construction  of 
the  permanent  campus  in  Newark 
soon  was  underway  (Figure  4). 
Special  attention  was  given  to 
recruitment  and  retention  of 
under-represented  minority 
medical  students,  housestaff,  and 
faculty  under  Deans  Harold 


Kaminesky  and  Vincent  Lanzoni. 
The  curriculum  was  modified  to 
improve  training  of  primary  care 
physicians  as  well  as  specialists, 
with  an  emphasis  on  decision 
analysis.  Patient  care  and  research 
were  expanded  through  the 
Sammy  Davis,  Jr  National  Liver 
Institute,  Level  1 Trauma  Center, 
Kidney  Stone  Center,  Eye  In- 
stitute, and  Fertility  Center.  Ruy 
Lourenyo,  MD,  a former  member 
of  the  Seton  Hall  College  of 
Medicine  faculty  was  appointed 
as  the  sixth  dean  of  the  New 
Jersey  Medical  School  in  1989. 
During  his  tenure,  growth  of  the 
medical  school  has  continued 
with  modifications  of  the  cur- 
riculum, recruitment  of  new 
chairpersons  and  faculty,  or- 
ganization of  additional  multidis- 
ciplinary programs,  and  opening 
of  an  ambulatory  referral  center. 
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Medical  School  Liver  Center  and 
Sammy  Davis  Jr  National-International 
Liver  Institute.  Dr.  Schwartz  is 
professor  and  head,  Dermatology, 
professor  of  medicine,  professor  of 
pediatrics,  and  faculty  president,  New 
Jersey  Medical  School.  Address 
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Heart  failure,  arrhythmia,  or  chest  pain  can  be  a consequence 
of  diabetes  independent  of  coronary  disease  or  hypertension. 
Diastolic  myocardial  dysfunction  is  common,  contributing  to  the 
high  mortality  during  acute  infarction.  The  authors  discuss 
diabetic  cardiomyopathy  and  its  management. 


The  last  three  decades 
have  witnessed  a period 
of  unparalleled  growth  in 
cardiovascular  science 
and  practice.  An  important  ele- 
ment of  this  progress  has  been  the 
recognition  of  primary  myocardial 
disease  as  a cause  of  heart  failure, 
arrhythmia,  and  chest  pain. 
Diabetes  mellitus  is  one  of  the 
entities  found  to  frequently  affect 
heart  muscle. 

It  has  been  known  that  classic 
diabetes  mellitus  can  result  in  dis- 
orders of  the  extra-vascular  tissue 
as  well  as  vessels  of  the  kidney 
and  the  eye,  but  there  had  been 
no  systematic  examination  of 
heart  muscle.  Beginning  in  the 
1970s,  a variety  of  reports  sug- 
gested that  diabetes  causes  a 
specific  type  of  cardiomyopa- 
thy123 without  significant  coro- 
nary artery  disease  or  hyperten- 
sion. Since  cardiomyopathy  usual- 
ly is  a time-dependent  process 
that  includes  an  asymptomatic 
period,  diabetic  patients  without 
symptoms  or  signs  of  heart  dis- 
ease were  assessed. 

DIASTOLIC  DYSFUNCTION 

Using  a noninvasive  measure- 
ment of  the  systolic  time  in- 
tervals, diabetic  patients  were 
compared  with  age-matched  con- 


trols.3 The  shortened  left  ventric- 
ular ejection  time  and  longer  pre- 
ejection period  were  considered 
likely  to  be  due  to  increased 
diastolic  stiffness. 

Further  observations  of  asymp- 
tomatic, normotensive  diabetics 
showed  the  presence  of  a restric- 
tive cardiomyopathy.3  Myocardial 
ischemia  was  excluded  by  stress 
scintigraphy.  Using  two-dimen- 
sional echocardiography,  it  was 
found  that  diabetics  had  a smaller 
left  ventricular  chamber  size  than 
normal.  There  was  an  associated 
decrease  of  left  ventricular  com- 
pliance, but  left  ventricular  mass 
indexes  were  similar  to  those  of 
controls.  Diastolic  dysfunction 
with  normal  ejection  fraction  also 
was  observed  during  cardiac 
catheterization.4 

As  a potential  diagnostic  tool,  it 
has  been  suggested  that  collagen 
accumulation  in  the  extracellular 
matrix  of  the  heart  on  histologic 
examination  is  responsible  for  the 
ECHO-derived  acoustic  proper- 
ties of  the  myocardium  in  diabetic 
patients.5 

SYSTOLIC  DYSFUNCTION 
AND  HYPERTROPHY 

Echocardiographic  data  from 
the  Framingham  community 
demonstrated  increased  left  ven- 


tricular wall  thickness  and  left 
ventricular  mass,  while  fractional 
shortening  was  slightly  reduced 
in  diabetic  males.3  The  presence 
of  hypertrophy  conferred  a great- 
er risk  for  cardiac  events  than  in 
nondiabetics  with  similar  de- 
grees of  enlargement. 

SYMPTOMATIC 

CARDIOMYOPATHY 

The  appearance  of  heart  failure 
in  diabetic  patients  has  been  de- 
fined by  epidemiologic  evidence, 
with  a three-to-fourfold  increase 
of  incidence.3  Hemodynamic 
analyses  have  been  confirmatory.4 
In  these  studies,  hypertension 
and  coronary  disease  as  well  as 
other  etiologies  of  cardiomyop- 
athy were  bases  for  exclusion.  In 
the  presence  of  noncoronary 
chest  pain  and  normal  ejection 
fraction,  end-diastolic  pressure 
was  elevated,  and  end-diastolic 
volume  was  significantly  reduced. 
The  latter  was  attributed  to  ab- 
normal diastolic  filling  of  the  ven- 
tricle, which  is  the  predominant 
abnormality  in  one-third  of  all 
heart  failure  cases.  The  presence 
of  mild  to  moderate  obesity  re- 
cently has  been  shown  to  be  as- 
sociated with  an  increased 
diastolic  stiffness,  compared  to 
comparable  diabetics  who  were 
nonobese.6 

To  evaluate  the  potential  role  of 
ischemia  due  to  occlusive  disease 
of  intramural  vessels,  in  the 
absence  of  significant  epicardial 
coronary  disease  or  heart  failure, 
myocardial  oxygen  demand  was 
increased  during  acute  atrial  pac- 
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ing.  There  were  no  rises  of  plasma 
lactate  levels  in  coronary  venous 
blood,  supporting  the  view  that 
ischemia  was  not  present.4  In  ad- 
dition, there  were  no  wall  motion 
abnormalities  that  would  be  con- 
sistent with  chronic  ischemia. 

When  diabetes  and  coronary 
artery  disease  co-exist,  an  under- 
standing of  the  pathogenesis  of 
the  heart  disease  in  a given  pa- 
tient becomes  more  problematic. 
Congestive  heart  failure  in  dia- 
betics with  triple  vessel  coronary 
artery  disease  may  not  be  present 
in  other  diabetics  with  similar 
coronary  involvement.3  In  the 
former,  both  ischemia  and  dia- 
betes may  contribute  to  patho- 
genesis. In  the  latter,  adequate 
collateral  blood  flow  and  limited 
subclinical  myocardial  disease  can 
decrease  the  incidence  of  de- 
compensation. 

To  evaluate  the  status  of  the 
left  ventricle  in  patients  with  a 
prior  history  of  congestive  heart 
failure,  diabetics  without  evi- 
dence of  coronary  disease  were 
studied  in  the  compensated 
state.4  Although  the  ejection  frac- 
tion was  reduced  and  filling 
pressure  increased,  end  diastolic 
volume  was  not  significantly  ele- 
vated. Thus,  increased  diastolic 
stiffness  of  the  left  ventricle  co- 
existed with  abnormal  systolic 
function. 

PATHOLOGY  AND 
PATHOPHYSIOLOGY 

In  the  absence  of  significant 
epicardial  coronary  disease,  al- 
tered myocardial  structure  has 
been  described  in  the  form  of  in- 
terstitial accumulation  of  colla- 
gen,34 which  is  PAS  positive.24 
Moreover,  a microvaseular  basis 
for  ischemia  was  not  found  in  an 
autopsy  study  in  which  postmor- 
tem artifact  was  minimized  by 
assessing  luminal  size  of  in- 
tramural vessels  after  perfusion 
and  fixation  at  normal  arterial 
pressure  levels.  Luminal  areas  in 
diabetics  were  not  significantly 
different  from  controls.4  Lipid  ac- 
cumulation in  the  cardiac  myo- 
cyte is  common  and,  as  the  dis- 


ease progresses,  there  is  myocyte 
loss  and  replacement  fibrosis.3  Of 
interest  is  the  observation  that 
diabetics  with  hypertension  have 
greater  interstitial  connective  tis- 
sue deposition  than  is  present  in 
patients  with  either  diabetes  or 
hypertension  as  isolated  entities. 
This  noted  association  would  ap- 
pear to  increase  the  likelihood  of 
clinically  important  cardio- 
myopathy. 

The  basis  for  the  diastolic  ab- 
normality in  diabetic  myocardium 
is  considered  to  be  related  to  the 
chronic  alterations  of  glucose 
and  insulin  metabolism.  Acute 
changes,  as  in  ketoacidosis,  do  not 
appear  to  contribute  significantly 
to  the  problem  as  no  evidence  of 
myocardial  injury  has  been  ob- 
served. In  a canine  model  of  mild 
diabetes,  interstitial  collagen  ac- 
cumulation has  been  shown  to  be 
associated  with  enhanced 
diastolic  stiffness  and  normal 
systolic  function.2  Abnormal  con- 
tractility has  been  shown  only  in 
models  with  an  associated  cata- 
bolic state. 

Collagen  accumulation  in  the 
diabetic  myocardium  is  mostly  of 
the  insoluble  type;1 8 the  impaired 
degradation  is  due  to  increased 
glvcation  of  the  lysine  residues  on 
collagen.  This  alteration  of  the  in- 
terstitium  presumably  is  the 
crucial  determinant  of  the  altered 
ventricular  compliance  and  is  not 
readily  reversed  by  chronic  in- 
sulin therapy.9 

Analogous  to  the  diabetic  heart, 
increased  myocardial  stiffness  is 
present  in  the  aging  heart  as- 
sociated with  decreased  collagen 
solubility  and  degradation.10  The 
increased  cross-linking  of  the 
fibrils  in  the  diabetic  and  aging 
heart9  appear  to  be  prevented  by 
early  intervention  with  endurance 
training.3 

Accumulation  of  lipids  in  the 
myocardium  has  been  repeatedly 
observed  in  experimental  and 
clinical  diabetes.  This  is  due  in 
part  to  diversion  of  free  fatty  acids 
from  phospholipid  to  triglyceride 
incorporation.2  In  view  of  the 
relatively  high  plasma  concentra- 


tions of  fatty  acids  that  frequently 
prevail,  it  has  been  postulated 
that  at  some  point  in  the  course 
of  diabetes  the  capacity  of  fatty 
acid-binding  protein  in  myocyte 
may  be  exceeded.  A resultant  de- 
tergent-like effect  may  induce 
myocytolysis  and,  thus,  diminish 
systolic  function. 

ARRHYTHMIA 

Although  a greater  incidence  of 
unexpected  sudden  death  has 
been  observed  in  diabetics  versus 
nondiabetics,3  the  true  incidence 
of  primary  arrhythmia  in  dia- 
betes mellitus  is  not  known.  Ven- 
tricular vulnerability  in  diabetic 
dogs  was  significantly  enhanced 
in  association  with  accelerated  re- 
lease of  norepinephrine  from  the 
left  ventricle.3  This  phenomenon 
may  be  related  to  the  diabetes- 
related  aberration  in  polyol 
metabolism.11  The  resultant  im- 
paired uptake  and  inactivation  of 
norepinephrine,  observed  also  in 
humans,12  results  in  higher  con- 
centrations at  the  beta-adrenergic 
receptor  and,  thus,  may  promote 
arrhythmogenesis.3  Normalization 
of  myocardial  vulnerability,  nor- 
epinephrine metabolism,  and  in- 
ositol content  was  seen  in  diabetic 
dogs  in  which  the  polyol  deple- 
tion was  corrected  by  the  chronic 
feeding  of  myoinositol.13 

MYOCARDIAL  INFARCTION 

It  is  noteworthy  that  the  initial 
acute  myocardial  infarction  in 
diabetics  has  been  associated  with 
a sevenfold  increase  of  hospital 
mortality  compared  to  com- 
parable nondiabetics,  largely  due 
to  heart  failure.3  An  exaggerated 
hemodynamic  abnormality  also 
has  been  observed  in  a canine 
model  of  diabetes  without  other 
cardiac  risk  factors.14  The  efficacy 
of  treating  acute  myocardial 
ischemia  with  beta-adrenergic 
blockade,  aspirin,  and  thrombo- 
lysis, observed  in  an  animal 
model  during  the  1970s,  has  been 
dramatically  demonstrated  in  dia- 
betic patients.151.  Beta-blockade 
also  has  reduced  postinfarction 
mortality.3 
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GENERAL  MANAGEMENT 

In  the  subelinical  stage  of  the 
cardiac  disease,  the  management 
of  glucose  and  insulin  levels,  as 
well  as  any  degree  of  obesity,  is 
of  utmost  importance.  Thus, 
when  feasible,  a program  of  reg- 
ular exercise,  particularly  walk- 
ing, combined  with  calorie  con- 
trol should  be  highly  recom- 
mended. For  lipidemias,  treat- 
ment may  include  a reduced 
saturated  fat  intake  and  ap- 
propriate drug  intervention. 

Although  intensive  therapy  of 
type  I diabetes  can  slow  the 
progression  of  diabetic  complica- 
tions,18 a similar  evaluation  of 
type  II  diabetes  is  not  available. 
It  should  be  noted  that  the 
enhanced  mortality  data  as- 
sociated with  tolbutamide  use  has 
not  been  disproved  by  a subse- 
quent well-controlled,  large-scale 
study3  and  is  supported  by  ob- 
servations in  the  canine  diabetic 
model.19 

The  control  of  co-existent 
cigarette  use  or  hypertension  is 
imperative.  Angiotensin-convert- 
ing enzyme  inhibitors  can 
diminish  hypertrophy.  This  agent 
does  not  interfere  with  normal 
glucose  or  lipid  metabolism  and 
has  been  shown  to  be  nephro- 
protective.3  If  diuretics  are 
needed,  the  minimum  effective 
dose  should  be  sought  in  view  of 
the  increased  mortality  reported 
with  their  use.3  H 
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Shock,  sepsis, 
and  the  gut 
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The  fact  that  bacteria  are  translocated  from  the  gut  to  the  blood 
stream  and  organs  immediately  following  hemorrhagic  shock 
in  humans  has  been  established.  What  role  this  phenomenon 
has  on  sepsis  still  is  under  evaluation.  The  author  reviews 
current  research  at  UMDNJ-New  Jersey  Medical  School. 


The  philosophy  of  cleaning 
out  the  bowels  to  cure 
illness  and  to  promote 
health  has  persisted  to 
this  day  and  often  is  seen  in  the 
subliminal  (and  supraliminal) 
promotion  of  over-the-counter 
cathartics.  The  report  by  Fine  in 
1952  that  bacteria  escaped  from 
the  gut  and  into  the  circulation 
during  hemorrhagic  shock  and 
that  mortality  in  dogs  could  be 
decreased  by  the  use  of  anti- 
biotics seemed  another  confirma- 
tion of  evil  problems  flowing  from 
the  colon.1  Fine’s  paper  evoked 
considerable  interest  in  the 
bacterial  factors  in  hemorrhagic 
shock  over  the  next  seven  years 
even  though,  in  1954,  Hardy  was 
unable  to  reproduce  these  find- 
ings in  his  experimental  animals.2 
Zweifach  reported  finding  no  dif- 
ference in  response  to  hemor- 
rhagic shock  between  germ-bear- 
ing and  germ-free  rats.  These 
papers  led  to  a considerable  cool- 
ing of  interest  in  this  topic.3 

In  the  laboratories  at  UMDNJ- 
New  Jersey  Medical  School  dur- 
ing the  late  1970s,  researchers 
were  involved  in  a series  of  ex- 
periments related  to  the  effect  of 
resuscitation  with  electrolyte 
solutions  and  hyperalimentation 
on  the  response  of  rats  to  hemor- 


rhagic shock.  In  the  past,  the 
favorite  model  of  hemorrhagic- 
shock  was  the  so-called  modified 
Wiggers  model,4  which  involved 
the  removal  of  blood  until  blood 
pressure  dropped  to  a preselected 
mean  pressure,  often  30  mm  of 
mercury.  Pressure  was  main- 
tained at  this  level  by  removing 
additional  blood  or  replacing 
some  of  the  removed  blood. 
Shock  was  continued  for  either  a 
preselected  period,  such  as  60, 
90,  or  120  minutes,  or  was  main- 
tained until  it  was  necessary  to 
return  a given  percentage  ol  the 
blood  that  had  been  removed  (10, 
20,  or  30  percent)  in  order  to 
maintain  the  same  level  of  shock. 
At  either  one  of  these  selected 
endpoints,  all  of  the  remaining 
blood  would  be  returned  to  the 
animal  and  the  subsequent  effects 
on  mortality  were  observed.  It 
generally  was  agreed  that  if  the 
animal  took  back  25  to  30  percent 
of  the  bled  out  volume  in  order 
to  maintain  the  blood  pressure  at 
30  mm  of  mercury,  that  this  was 
uniformly  fatal  and  often  was  re- 
ferred to  as  irreversible  shock. 
These  animals  usually  died  within 
the  first  24  hours. 

Because  of  the  changing 
clinical  techniques  since  Wiggers 
time,  New  Jersey  Medical  School 


researchers  created  a treated 
shock  model  that  imitated  the 
clinical  model  more  precisely 
than  the  old  Wiggers  model. 
These  researchers  quickly  found 
that  the  response  to  hemorrhagic 
shock  was  far  different  in  re- 
suscitated animals.  Instead  of  hav- 
ing the  majority  of  the  animals  die 
in  the  first  24  hours  or  less,  the 
majority  of  the  rats  survived  for 
at  least  24  hours  when  20  to  40 
percent  of  the  blood  was  returned 
before  beginning  resuscitation. 
Many  of  these  animals  survived 
over  72  hours.  We  found  that  the 
period  of  shock  could  be  ex- 
tended until  80  percent  of  the 
blood  had  returned  to  maintain 
the  30  mm  mean  pressure  and 
still  resuscitate  all  of  the  animals 
for  a while.  These  experiments 
often  took  over  7 hours  to  com- 
plete and  the  animals  gradually 
died  over  the  period  of  the  next 
72  hours. 

Because  these  experiments 
took  so  long  and  because 
catheters  often  were  in  place  for 
as  long  as  five  days,  New  Jersey 
Medical  School  researchers  were 
concerned  that  some  of  the  re- 
sults might  be  related  to  con- 
tamination of  blood  in  the 
catheters.  These  researchers 
began  to  culture  the  blood  from 
the  animals  both  during  and  after 
the  shock  period  and  discovered 
that  a large  percentage  of  the 
animals  had  positive  blood  cul- 
tures. However,  none  of  the  con- 
trol animals,  prepared  in  an  iden- 
tical way  to  the  shocked  animals, 
showed  the  presence  of  any 
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Figure  1.  If  E.  coli  bacteria  tagged  with  a radioactive  marker  are  placed  into 
the  gut  of  rats  who  then  are  shocked,  there  is  a prompt  demonstration  of 
radioactivity  in  the  blood  and  organs.  The  lung  appears  to  be  the  first  area 
in  which  E.  coli  appears.  (CPM/gm  = counts  per  minute  per  gram) 


bacteria  in  their  blood.5  The  most 
important  clue  was  the  fact  that 
most  of  the  organisms  found  were 
enteric.  If  Escherichia  coli  tagged 
with  radioactive  oleic  acid  was 
placed  in  the  gut  of  rats  and  the 
rats  were  shocked,  the  radioactive 
tag  could  be  found  in  the  blood 
and  organs  of  the  rats  (Figure  l).6 

Review  of  the  literature  re- 
vealed the  work  of  Berg,  who  in 
a series  of  experiments  performed 
in  the  late  1970s  and  early  1980s, 
demonstrated  conclusively  that 
there  were  a number  of  circum- 
stances when  normal  intestinal 
flora  could  pass  through  the  in- 
testinal wall.7  These  conditions 
included  altered  permeability  of 
the  intestinal  epithelium,  over- 
growth of  intestinal  bacteria,  and 
suppression  of  the  host  immune 
defenses.  Deitch,  a surgeon  and 
colleague  of  Berg’s  at  Louisiana 
State  University,  deserves  credit 
for  introducing  the  concept  of 
bacterial  translocation  into  the 
clinical  literature.  Deitch  was 
able  to  show  that  there  is  a trans- 
location of  enteric  bacteria  to 
mesenteric  lymph  nodes  in  mice 
after  burns,  trauma,  and  certain 
conditions  of  endotoxemia  and 
malnutrition.8  Researchers  at 

New  Jersey  Medical  School 

added  hemorrhagic  shock  to  the 
list  of  conditions  in  which  such 
translocations  occur  in  ex- 


perimental animals.  Work  in  De- 
itch’s laboratory  subsequently 
confirmed  this  finding.9 

The  next  area  of  study  was 
whether  bacterial  translocation 
following  trauma  and  shock  would 
be  found  in  humans.  Cultures  of 
blood  drawn  from  patients  in  the 
emergency  room  within  the  first 
hour  after  admission  indicated 
that  there  was  a direct  rela- 
tionship between  blood  pressure 
and  the  appearance  of  bacteria  in 
the  blood.  Patients  admitted  with 
systolic  blood  pressures  of  80  mm 
or  less,  had  positive  blood  cul- 
tures in  55  percent.  Of  patients 
admitted  with  blood  pressures  be- 
tween 80  mm  and  110  mm  of 
mercury,  25  percent  had  positive 
blood  cultures.  Of  patients  with 
systolic  blood  pressures  of  over 
110  mm  mercury,  only  1 of  25 
patients  had  a positive  blood  cul- 
ture (Figure  2). 10 

Other  investigators  have  re- 
peated this  work  in  varying  ways. 
Moore  cultured  lymph  nodes  and 
blood  in  patients  following  re- 
suscitation from  hemorrhagic 
shock,  which  was  defined  as  a 
mean  systolic  pressure  of  90  mm 
of  mercury  or  less.11  Moore  found 
only  a rare  positive  blood  culture 
and,  initially,  felt  this  work  did 
not  support  findings  from  New 
Jersey  Medical  School.  Subse- 
quently, however,  Moore  re- 


peated these  experiments,  obtaii 
ing  blood  cultures  in  th 
emergency  room  rather  than  th 
operating  room  and  found  an  ir 
cidence  of  positive  cultures  aj 
proximately  equivalent  to  finding 
by  researchers  at  New  Jerse 
Medical  School.12  Moore  coul 
find  no  correlation,  however,  be 
tween  the  occurrence  of  bacteri 
following  trauma  and  subsequen 
multiple  organ  failure. 

Does  bacterial  translocatioi, 
have  any  relevance  to  post 
operative  mortality?  New  Jerse- 
Medical  School  researcher 
elected  to  compare  the  mortality 
rates  in  shock  in  germ-free  am 
germ-bearing  animals.  This  re 
peated  the  work  of  Zweifach  who| 
30  years  previously,  had  used  th<' 
germ-free  rat  to  find  that  tht 
presence  or  absence  of  bacteri; 
had  no  material  effect  on  surviva 
following  shock.  Results  fron 
New  Jersey  Medical  School  were 
quite  different,  however,  with  ; 
substantial  improvement  ir( 
survival  at  several  levels  of  shock 
in  germ-free  rats  compared  tc 
germ-bearing  rats.13  The  dif- 
ference between  these  results  and. 
those  of  Zweifach  was  based  on 
the  fact  that  New  Jersey  Medical 
School  researchers  used  a re- 
suscitated model  of  hemorrhagic 
shock  in  which  the  animals  died 
slowly  over  several  days,  unlike 
the  untreated  Wiggers  shock 
model  used  by  Zweifach. 

The  controversy  over  whether 
bacterial  translocation  occurs  in 
humans  following  trauma  has 
been  silenced.  Reed  demon- 
strated the  occurrence  of  bacterial 
translocation  to  the  mesenteric 
lymph  nodes  in  13  of  16  patients 
following  abdominal  trauma.14 
Almost  all  of  these  patients  had 
negative  cultures  of  the  lymph 
nodes,  but  bacteria  were  dem- 
onstrated by  electron  micros- 
copy. Braithwaite  reported  20 
trauma  patients  in  which  portal 
venous  blood  cultures  were  posi- 
tive in  3 patients  and  mesenteric 
lymph  node  specimens  were 
positive  in  1 patient.15  However, 
using  immunofluorescence  of  the 
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Figure  2.  Bacteremia  in  humans:  This  study  of  patients  in  the  emergency 
room  demonstrated  an  increased  incidence  of  bacteremia  correlated  with  the 
level  of  shock. 


mesenteric  lymph  nodes,  E.  coli 
was  present  in  all.  Neither  in- 
vestigators could  find  any  signifi- 
cant correlation  between  the 
degree  of  shock  and  the  presence 
of  bacterial  translocation  or  the 
presence  of  multi-organ  failure. 

At  the  present  time,  the  rela- 
tionships of  bacterial  translocation 
to  the  events  following  trauma 
still  are  a puzzle.  Depending  on 
the  technique  used,  bacteria  can 
be  found  in  the  mesenteric  lymph 
nodes  of  a high  percentage  of 
trauma  patients.  Positive  cultures 
in  peripheral  blood  are  found 
mainly  in  patients  who  are  very 
seriously  injured  and,  in  many 
cases,  near  death.  Moore  sug- 
gested that  such  findings  are  the 
index  of  a dying  patient  rather 
than  any  contribution  by  the 
bacteria  toward  the  patient’s  ex- 
odus.12 

The  laboratory  at  New  Jersey 
Medical  School  still  is  trying  to 
determine  what  portion,  if  any,  of 
the  post-shock  syndrome  relates 
to  bacterial  translocation.  Recent 
work  at  New  Jersey  Medical 
School  relates  to  the  accumula- 
tion of  endotoxin  in  organs  over 
time  following  shock;  findings 
show  a continuing  accumulation 
in  the  lung  and  other  organs,  at 
least  for  the  first  24  hours  follow- 
ing severe  shock.  These  concen- 
trations of  endotoxin  seem  quite 
significant.  Deitch  has  been  in- 
terested in  the  role  of  the  gut  as 
a cytokine-generating  organ  fol- 
lowing hemorrhagic  shock.16  It  is 
possible  that  translocation  of 
bacteria  from  the  gut  is  not  as 
important  as  the  stimulation  of 
the  gut  to  flood  the  circulation 
with  potentially  damaging  cyto- 
kines after  an  episode  of  shock. 
There  still  is  a great  deal  of  work 
to  be  done  in  this  field.  H 
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Molecular  genetics  and 
human  disease 


Harvey  L.  Ozer,  MI) 


Through  the  advancements  of  molecular  genetics,  physicians 
and  researchers  are  in  an  extraordinary  period  of  study 
concerning  the  molecular  basis  of  medicine.  The  author 
discusses  recent  developments  in  the  identification,  isolation, 
and  manipulation  of  genes. 


Advances  in  molecular 
biology  and  in  molecular 
genetics  have  been  as- 
tounding. The  role  of 
genetics  in  medicine  has  long 
been  recognized,  dating  back  to 
the  turn  of  the  century  and  the 
concept  of  “inborn  errors  of 
metabolism"  by  Garrod.  The 
breakthrough  in  molecular  genet- 
ics occurred  in  1989  when  the 
gene  responsible  for  cystic  fi- 
brosis (CF)  was  isolated.1  This 
disease  is  among  the  most  com- 
mon hereditary  disorders,  and  1 
out  of  25  Caucasians  is  a carrier 
for  the  affected  trait.  Using  the 
tools  of  modern  molecular  genet- 
ics, the  gene  responsible  was 
identified.  The  DNA  sequence 
was  determined.  A specific 
change  in  the  genetic  code  was 
identified;  the  most  common  class 
of  CF  disease  was  due  to  the 
absence  of  3 code  letters  in  DNA, 
resulting  in  the  absence  of  a 
single  amino  acid  in  the  final  pro- 
tein of  1,480  amino  acids.  The 
amino  acid  sequence  and  struc- 
ture of  the  protein  were  deduced 
from  the  DNA  sequence  and  the 
protein  was  termed  CF  trans- 
membrane regulator  (CFTR).  It 
then  became  possible  to  construct 
a version  of  the  normal  CFTR 
gene.  When  introduced  into  cells, 


CFTR  corrected  the  physiological 
defect  associated  with  the  disease 
at  the  single  cell  level.  Most  re- 
cently, a method  has  been  de- 
vised for  introducing  the  gene 
into  patients  (gene  therapy)  and 
limited  clinical  trials  are  under- 
way. This  series  of  events  high- 
lights the  rapid  transfer  of 
molecular  genetics  from  the  basic 
research  laboratory  to  clinical 
care  and  the  broad  applicability  of 
the  approaches  to  a wide  range  of 
diseases. 

First,  the  principles  used  in 
isolating  a gene  for  one  disease 
can  be  used  for  others.  Our  ge- 
netic information  (or  genome)  is 
composed  of  a series  of  DNA  con- 
stituents (or  nucleotides)  that 
comprise  the  genetic  code.  As  in- 
dividuals, we  have  minor  dif- 
ferences (polymorphisms)  in  our 
respective  genetic  codes,  the 
great  majority  of  which  are  unas- 
sociated with  disease.  Such  poly- 
morphisms may  have  no  overt 
manifestation,  yet  they  are  rec- 
ognizable at  the  DNA  level  due 
to  their  altered  sensitivity  to 
sequence-specific  “restriction 
enzymes,  resulting  in  restriction 
fragment  length  polymorphism 
(RFLP),  or  other  polymorphic  se- 
quences (dinucleotide  repeats). 
Numerous  examples  have  been 


ordered  on  each  human  chromo- 
some. Using  these  procedures  to 
assess  these  polymorphisms,  it  is 
possible  to  follow  the  individual 
chromosomes  through  each  gen- 
eration of  a family  and  determine 
which  chromosome  carries  the 
disease  trait  (or  allele).  One  then 
can  focus  on  multiple  poly- 
morphic markers  in  a single  re- 
gion of  a particular  chromosome. 
Next,  one  can  take  advantage  of 
known  chromosome  alterations  or 
other  features  to  narrow  it  down 
to  a region  amenable  to  the  ten 
to  hundred-thousands  of  nucleo- 
tides that  can  be  directly  se- 
quenced, assisted  by  automated 
instrumentation.  It  is  not  always 
obvious,  but  one  often  can  rec- 
ognize the  gene  of  interest  within 
the  sequences  in  this  region.  It 
must  be  shown  that  the  sequence 
of  the  disease-associated  mutant 
allele  differs  in  a meaningful  way 
from  the  normal  unaffected  (wild- 
type)  version.  This  requires 
analyzing  the  sequence  of  multi- 
ple examples  of  affected  in- 
dividuals in  unrelated  families.  It 
must  be  stressed  that  this  ap- 
proach does  not  require  an  under- 
standing of  the  basis  of  the  dis- 
ease. This  positional  cloning 
strategy  is  a multi-year  effort, 
often  involving  many  laboratories 
in  a consortium  but  it  has  proved 
successful  in  hereditary  diseases 
in  which  adequate  family  data  are 
available. 

In  some  diseases,  one  may  be 
able  to  shortcut  the  process  by  an 
educated  guess  based  on  the 
pathophysiology  of  the  clinical 
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disease  and  documented  informa- 
tion on  a known  related  gene 
product.  This  was  the  case  in  the 
isolation  of  the  gene  for  Marfan’s 
syndrome,  which  had  a defective 
protein  (fibrillin)  related  to 
another  fibrillin  protein  for  which 
the  DNA  sequence  already  had 
been  obtained  or  cloned. 

An  alternate  approach  takes  ad- 
vantage of  the  fact  that  critical 
portions  of  a related  gene  or  gene 
product  can  even  be  conserved 
across  species  as  diverse  as  mam- 
mals, flies,  and/or  yeast.  Such 
areas  of  overlap  (“homology”)  can 
be  exploited  in  gene  isolation 
cloning  strategies  as  well.  Fur- 
thermore, a simple  organism  such 
as  baker’s  yeast  (Saccharomyces 
cerevisiae)  provides  a powerful 
experimental  system  for  under- 
standing the  gene’s  role  in  basic 
cellular  mechanisms  as  well.  The 
armamentarium  of  the  modern 
molecular  geneticist  is  indeed  im- 
posing; the  details  are  beyond  the 
scope  of  the  article. 

Why  is  knowing  the  gene  and 
its  sequence  important  to  medi- 
cine? Certainly,  a DNA  sequence 
in  itself  is  not  the  equivalent  of 
a clinical  disease.  But  such 
knowledge  is  a step  in  both  cur- 
rent and  future  approaches  to  the 
scientific  basis  of  medicine.  Un- 
derstanding the  molecular  basis  of 
a disease  is  an  important  begin- 
ning. Knowledge  of  a missing  or 
defective  component  often  can 
predict  symptoms  and  targets  for 
therapy.  Knowing  the  precise 
gene  that  controls  the  first  step  in 
the  process  is  an  obvious  help.  A 
relatively  early  example  involved 
the  study  of  familial  hypercholes- 
terolemia by  Brown  and  Gold- 
stein.2 Unexpectedly,  they  found 
that  there  was  a hereditary  defect 
in  low  density  lipoprotein  (LDL) 
receptors.  An  understanding  of 
the  role  of  LDL  receptors  fol- 
lowed, with  important  insights 
about  hypertension,  in  general, 
and  a rational  therapy  for  the 
hereditary  disease,  in  particular. 
For  this  work,  they  shared  the 
Nobel  Prize  in  Medicine  in  1986. 

Second,  knowledge  of  the  DNA 


sequence  permits  an  accurate 
basis  for  in  utero  diagnosis  of  dis- 
ease. Laboratory  tests  on  cell 
samples  obtained  by  amniocen- 
tesis or  other  methods  have  be- 
come a routine  part  of  obstetrics. 
Methods  have  been  developed 
that  need  few  cells  to  analyze 
DNA  for  wild-type  or  mutant  se- 
quences. For  example,  DNA  can 
be  amplified  in  the  test  tube  up 
to  a million-fold,  exploiting  the 
“polymerase  chain  reaction” 
(PCR)  in  which  a short  stretch  of 
DNA  is  synthesized  chemically 
and  used  as  “primers’  to  make 
additional,  more  extended  copies. 
Primers  can  be  devised  so  that 
the  wild-type  and  anticipated  mu- 
tant allele  give  distinctive  results. 
A similar  method  can  be  used  in 
adults  or  children  to  diagnose  car- 
riers. Samples  as  small  as  those 
obtained  by  pricking  the  finger  or 
scraping  the  buccal  mucosa  can 
provide  enough  material  for  PCR 
analysis.  Other  tests,  e.g.  South- 
ern blot  analysis,  require  more 
substantial  amounts  of  blood  sam- 
ples. Multiple  tests  also  are  avail- 
able. 

Third,  new  disease  mechanisms 
have  been  discovered.  The  fragile 
X syndrome  is  the  most  common 
form  of  hereditary  mental  retarda- 
tion. Its  phenotypic  manifesta- 
tions are  extremely  variable,  rang- 
ing from  learning  disorders  to 
severe  mental  retardation,  so  ac- 
curate diagnosis  is  important  for 
genetic  counseling.  However, 
fragile  X also  is  a disorder  that 
had  many  confusing  genetic 
features  that  became  understood 
only  when  the  molecular  basis 
was  discovered.  The  phenomenon 
involved  (“triplet-repeat  expan- 
sion”) previously  was  unknown. 
Furthermore,  it  now  has  been 
shown  also  to  be  involved  in 
Huntington’s  disease  and  other 
neurological  disorders  of  adult 
onset.3 

The  work  of  Brown  and  Gold- 
stein benefited  in  part  from  the 
ability  to  study  the  mechanism  of 
interest  in  human  cell  culture, 
which  often  is  the  case.  (Many 
enzyme  or  receptor  disorders  are 


expressed  in  cell  types  easy  t> 
propagate  in  the  laboratory,  sucl 
as  normal  fibroblasts  or  cance  i 
cells.)  However,  the  investigator 
also  benefited  from  having  ai 
animal  disease  model  (in  rabbits)1 
The  availability  of  the  gene  nov 
allows  one  to  develop  a specific 
disease  model  in  mice  or  othei 
small  animals.  These  are  callec 
transgenic  animals.  We  can  in- 
troduce or  generate  a defective 
copy  of  the  gene  by  a combination 
of  in  vitro  and  in  vivo  manipu- 
lations.4 In  brief,  it  is  possible  in 
cell  culture  to  introduce  DNA  se- 
quences into  a specialized  stem 
cell  (ES  cell)  and  to  select  the 
rare  cell  in  which  the  new  DNA 
recombined  with  the  wild-type 
endogenous  gene  causing  its  dis- 
ruption. The  modified  ES  cell, 
which  still  can  undergo  all  stages 
of  development  when  reintro- 
duced into  the  mouse,  is  mixed 
with  early  embryonic  blastocyst 
cells,  and  both  are  transplanted 
into  a hormone-primed  female 
mouse.  The  progeny  mice  will  be 
mixtures  of  the  descendants  of  the 
modified  ES  cells  and  wild-type 
blastocyst  cells,  i.e.  a chimera.  A 
high  proportion  of  the  chimeras 
will  have  their  gonadal  cells 
(germ  line)  derived  from  the 
modified  ES  cell  and,  therefore, 
be  able  to  transmit  it  to  subse- 
quent offspring.  Since  only  one 
allele  copy  is  disrupted,  the  other 
normal  copy  is  sufficient  for  the 
progeny  to  flourish.  The  mouse  is 
a heterozygote.  However,  as  with 
heterozygote  carriers  in  the  hu- 
man population,  when  two  car- 
riers mate  with  each  other,  one 
quarter  of  the  progeny  will  have 
two  disrupted  copies  of  the  gene, 
i.e.  be  homozygotes,  and  show  the 
full  manifestations  of  the  disease. 
Such  a homozygotic  mouse  then 
becomes  a model  experimental 
system  for  treatment  approaches. 
Such  animals  have  been  de- 
veloped for  studies  on  cancer,  de- 
velopmental disorders,  and  cystic 
fibrosis  inter  alia.  However,  such 
studies  are  limited  to  those  cases 
in  which  the  disease  gene  has 
been  cloned. 
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Finally,  having  a cloned  gene 
permits  one  to  introduce  it  into 
cells  for  therapeutic  benefit,  i.e. 
gene  therapy.  Several  distinctions 
have  to  be  made  clearly.  One 
must  distinguish  between  ma- 
nipulation of  the  germ  line  and 
that  of  somatic  cells.  All  current 
and  proposed  gene  therapy  in- 
volves only  using  somatic  cells;  as 
such,  it  is  a sophisticated  variation 
on  replacement  therapy.5  Effects 
are  limited  to  the  patient;  the 
germ  line  is  not  affected  and  the 
genes  of  offspring  are  not  im- 
pacted. 

Three  types  of  gene  therapy 
have  been  initiated  in  clinical  tri- 
als after  approval  by  the  involved 
medical  institutions  and  the  re- 
view panel  of  the  National  In- 
stitutes of  Health.  In  the  first 
type,  cells  are  removed  from  the 
patient  and  a gene  is  introduced 
into  them  that  is  expected  to  have 
a therapeutic  benefit  upon  rein- 
troduction into  the  patient.  An  ex- 
ample involves  cancer  therapy  in 
which  the  modified  cell  is  ex- 
pected to  improve  the  host 
response  to  the  tumor  or  deliver 
an  antitumor  agent.  The  modified 
cells  are  expected  to  survive  only 
for  a limited  time. 

The  second  example  involves 
the  genetic  cure  of  a hereditary 
disease.  Some  of  the  patient  s 
cells  are  removed  and  a wild- 
type  copy  of  the  gene  (or  its 
equivalent)  is  introduced  in  a 
relevant  cell  type  to  overcome  the 
biochemical  deficiency.  The  most 
common  vehicle  is  a disabled 
retrovirus  that  efficiently  ex- 
presses the  new  gene  and  be- 
comes permanently  incorporated 
(or  integrated)  into  the  cell 
genome.5  A clinical  trial  is  taking 
place  for  a hereditary  severe  com- 
bined immunodeficiency  (SCID), 
which  is  due  to  the  absence  of  the 
enzyme  for  adenosine  deaminase 
(ADA  deficiency).  It  is  necessary 
to  have  the  new  gene  function  in 
lymphocytes;  it  is  not  necessary  to 
replace  the  mutated  ADA  gene  in 
these  or  other  cells. 

The  third  approach  involves 
treatment  of  a hereditary  disorder 


but  does  not  involve  integration 
of  the  exogeneous  sequences.  The 
gene  for  CFTR  was  introduced 
via  a disabled  adenovirus.  The 
adenovirus-CF  DNA  could  be 
packaged  and  transmitted  to  cells 
but  the  defective  viral  DNA  could 
not  reproduce  to  produce  a new 
virus.  The  modified  virus  (vector) 
was  introduced  into  the  respira- 
tory tract,  a natural  target  for  the 
virus.  Experimental  studies,  thus 
far,  have  involved  inoculation 
either  intratracheallv  in  rats6  or 
intranasally  in  patients  with  CF.7 


Entry  by  the  virus  vector  resulted 
in  synthesis  of  CFTR  intracellu- 
larly,  with  the  desired  intra- 
cellular and  extracellular  effects 
on  water  and  chloride  ions.  This 
approach  could  be  utilized  to 
treat  or  prevent  the  respiratory 
sequelae  of  CF.  Repeated  in- 
troduction of  the  virus  vector 
would  be  required. 

Over  the  last  several  years, 
there  have  been  breakthroughs  in 
identifying  genes  involving  car- 
cinogenesis.8 This  is  a field  of  in- 
tense activity.  It  is  clear,  in 
humans  as  well  as  experimental 
animals,  that  alterations  in  multi- 
ple genes  are  involved  in  the 
generation  of  a single  tumor. 
Furthermore,  they  can  be  divided 
into  three  classes.  One  class  con- 
sists of  oncogenes,  whose  ele- 
vated or  inappropriate  expression 
generally  enhances  cell  prolifera- 
tion. A second  class  includes 
growth  or  tumor  suppressor 
genes  that  are  inactivated  in 
carcinogenesis.  Several  are  as- 
sociated with  hereditary  cancer 
syndromes.  The  third  class  has 
genes  that  impair  the  ability  of 
the  cell  to  repair  or  prevent 
genetic  damage.  Cells  in  such  pa- 


tients are  mutation  prone  and, 
therefore,  cancer  prone  because 
the  likelihood  of  a mutation  in 
either  an  oncogene  or  a tumor 
suppressor  gene  is  more  likely  to 
occur  (on  a purely  statistical  basis) 
in  such  a patient.  Mutations  in 
classes  two  and  tli^ee  are  com- 
monly found  to  be  present  in  the 
germ  line.  Identification  of  people 
who  carry  the  mutation  is  of  con- 
siderable importance  for  cancer 
treatment  and  for  recognition  of 
individuals  at  high  risk.  It  should 
be  noted  that  even  individuals 


with  a single  mutant  allele  are  at 
greatly  increased  risk  in  contrast 
to  most  other  hereditary  dis- 
orders. Space  limitation  precludes 
a discussion  of  why  that  is  the 
case.9 

In  the  past  two  years,  medical 
students  at  UMDNJ-New  Jersey 
Medical  School  have  been  taught 
a new  intensive  course  in  human 
genetics  as  part  of  the  first  year 
curriculum.  This  is  an  inter- 
departmental effort  that  draws 
heavily  from  faculty  in  the  De- 
partment of  Microbiology  and 
Molecular  Genetics.  It  provides 
instruction  in  basic  principles, 
genetic  analysis  of  human  heredi- 
tary diseases,  and  cancer  genetics 
and  discussions  on  ethical  issues 
involving  genetic  diagnosis  and 
treatment. 

The  faculty  of  this  medical 
school  contributes  to  the  scientific 
knowledge  in  molecular  genetics 
and  in  this  and  other  depart- 
ments. Research  in  my  laboratory 
may  serve  as  an  appropriate  ex- 
ample. We  have  identified  a novel 
growth  suppressor  gene  that  may 
be  important  to  both  carcinogene- 
sis and  aging.  Normal  human  cells 
in  culture  have  a limited  lifespan. 


in  the  past  two  years,  medical  students  at  UMDNJ-New  Jersey 
Medical  School  have  been  taught  a new  intensive  course  in 
human  genetics  as  part  of  the  first-year  curriculum. 
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ceasing  to  proliferate  after  a 
specified  number  of  generations. 
This  phenomenon  of  senescence 
has  become  a valuable  experi- 
mental model  for  the  cellular 
basis  of  aging.  Strikingly,  only 
cancer  cells  have  spontaneously 
overcome  senescence  and  prolif- 
erate indefinitely.  We  have  de- 
veloped an  experimental  system 
to  study  the  relationship  between 
these  phenomena,  based  on  the 
ability  of  a well-characterized 
DNA  tumor  virus  SV40  to  over- 
come senescence  and  induce  im- 
mortalization. We  have  found  that 
it  is  a multiple  step  process  in- 
volving action  of  both  viral  and 
cellular  genes.  With  collaborators, 
we  have  identified  a genetic  rear- 
rangement involving  a gene 
(termed  SEN6)  on  the  long  arm 
of  chromosome  6 whose  inactiva- 
tion is  an  essential  aspect  of  im- 
mortalization.1011  Most  interest- 
ingly, several  human  tumors 
share  a similar  rearrangement, 
suggesting  that  SEN6  also  may  be 
involved  in  immortalization  of 
these  tumors  as  well.  We  current- 


ly are  engaged  in  efforts  to  clone 
the  SEN6  gene  to  test  this 
hypothesis. 

A Center  for  Human  and 
Molecular  Genetics  has  been 
established  at  New  Jersey  Med- 
ical School.  Dr.  Marvin  Schwalb 
is  the  director.  The  Center  is  a 
focus  for  the  multiple  research 
and  molecular  diagnostic  efforts 
and  will  include  a program  in 
gene  therapy  in  the  future.  H 
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Sclerosing  basal  cell  carcinoma: 
Management  with  electron 

beam  therapy  Michael  S.  Spicer,  MD 

-T  J Ismail  Kazem,  MD 

Camila  K.  Janniger,  MD 
Robert  A.  Schwartz,  MD,  MPH 


There  are  two  types  of  sclerosing  basal  cell  carcinoma  (BCC), 
one  entirely  with  this  histology  and  a second  with  a prominent 
sclerosing  component.  Sclerosing  BCC  and  nodular  BCC  with 
a sclerosing  component  often  represent  a difficult  diagnostic 
and  therapeutic  challenge. 


Basal  cell  carcinoma 
(BCC)  is  the  most  com- 
mon skin  cancer  in  light- 
complexioned  individu- 
als.1'4 There  are  a number  of 
clinical  and  histological  variants.4  9 
Of  particular  interest  is  the 
sclerosing  component  seen  rarely 
in  nodular  type  BCCs,  and  in  the 
unusual  sclerosing  type  itself.1"13 
We  present  a patient  with  the 
former  type  of  BCC. 

CASE  REPORT 

A 63-year-old  female  was  re- 
ferred for  evaluation  of  a slowly 
enlarging,  ulcerating  patch  on  the 
right  side  of  her  nose  of  several 
years  duration.  She  stated  that 
the  lesion  began  as  a pimple 
and  slowly  enlarged,  never  heal- 
ing. At  times  it  had  bled,  but  it 
never  was  painful  and  it  did  not 
produce  any  purulent  material. 

Physical  examination  revealed 
a 4.5  x 5.0  cm  hypopigmented, 
slightly  atrophic  patch  extending 
from  the  bridge  of  the  nose,  in- 
volving the  superior  aspect  of  the 
right  side  of  the  nose,  to  the  right 
nasolabial  fold  and  medial  aspect 
of  the  right  cheek  (Figure  1).  The 
lower  eyelid  was  spared.  The 
medial  aspect  of  the  patch  was 
mildly  erythematous  with  a thin 
crust  of  dried  blood  and  scale. 


Only  the  medial  border  was  mild- 
ly translucent  with  fine  telangiec- 
tasia, whereas  the  right  nasolabial 
fold  border  exhibited  a smooth 
firm  atrophic  patch. 

Histology.  A punch  biopsy  of 
the  lesion  revealed  aggregates  of 
cells  with  basophilic  staining 
nuclei  and  a palisading  border  ex- 
tending down  from  the  epidermis 
into  the  dermis.  Also  noted  were 
finger-like  projections  of  tightly 
packed  basaloid  cells  extending 
through  a dense  connective  tissue 
stroma.  There  was  significant 
elastosis  and  basophilic  degenera- 
tion of  the  superficial  dermis. 

Treatment.  Treatment  options, 
including  surgical  excision  with 
microscopic  control,  were  dis- 
cussed with  the  oncology  team 
and  the  patient.  The  patient  opted 
for  electron  beam  radiotherapy. 

The  treatment  plan  included 
mapping  the  area  of  involved 
skin,  allowing  adequate  safety 
margins  circumferentially.  An  im- 
pression of  the  involved  side  of 
the  face  and  nose  was  obtained. 
A cerro-bend  (special  lead-con- 
taining alloy  for  radiation  shield- 
ing) cut-out  was  specially  pre- 
pared for  the  patient.  This  limited 
the  radiation  treatment  to  the  tar- 
get area,  and  acted  as  a shield, 
protecting  the  surrounding  nor- 


mal tissue,  which  included  the 
right  eye.  A layer  of  wax,  1 cm 
thick,  was  applied  to  the  surface 
of  the  treated  skin  throughout  the 
course  of  treatment.  The  wax  al- 
lowed uniform  radiation  dose  dis- 
tribution through  a specific  thick- 
ness of  treated  skin,  with  a re- 
duced dose  to  deeper  tissues. 
Using  a 6 Mev  electron  beam,  the 
patient  received  a course  of  radia- 
tion therapy  to  a total  dose  of 
4,770  cGy  (one  Gray  is  100 
cGy=100  rads),  given  in  22  frac- 
tions, over  28  elapsed  days.  The 
patient  tolerated  the  treatment 
well.  On  concluding  treatment, 
the  treated  area  developed  an  ex- 
pected brisk,  erythematous  reac- 
tion. This  healed  promptly,  in  two 
weeks,  with  dry  desquamation. 
Post-treatment  followup  revealed 
healthy,  somewhat  atrophic,  but 
otherwise  unremarkable  skin.  The 
visible  and  palpable  tumor  in- 
duration and  ulceration  complete- 
ly regressed  (Figure  2). 

DISCUSSION 

The  common  type  of  BCC  usu- 
ally presents  as  a translucent 
tumor  on  the  sun-exposed  skin.2  3 
There  are  a number  of  vari- 
ants.4'9 Of  particular  interest  are 
the  nodular  type  with  a sclerosing 
histologic  component,  and  the 
sclerosing  type  itself.1"'1’  Such  tu- 
mors may  present  as  small,  ill- 
defined,  slightly  atrophic  plaques, 
typically  on  the  face,  often  re- 
sembling a scar  or  a patch  of 
morphea  (localized  scleroderma), 
hence  the  name  morphea-type 
BCC.  Such  tumors  may  appear 
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Figure  1.  Sclerotic  plaque  of  nose  before  treatment. 


Figure  2.  Four  weeks  following  the  completion  of  radiation  therapy. 


clinically  unimpressive,  but  local- 
ized aggressive  behavior  make 
them  a threat  to  erode  into  the 
nasal  cartilage  or  even  through 
the  orbit  into  the  brain.16 

We  have  described  a patient 
with  a nodular  BCC  with  a 
sclerosing  component.  In  a re- 
cent study,  the  most  common  his- 
tologic type  was  the  solid  BCC  in 
63.4  percent  of  cases,  with 
sclerosing  BCCs  accounting  for  3 
percent  of  all  BCCs.17  The  con- 
cern with  this  uncommon  type  of 
BCC  is  not  only  the  diagnosis, 
which  may  elude  those  unfamiliar 
with  it,  but  also  its  appropriate 
treatment. 

Treatment  with  the  common 


method  of  curettage  and  elec- 
trodesiccation may  not  be  ade- 
quate with  sclerosing  BCCs,  as 
the  feel  of  removing  neoplastic 
tissue  of  soft  consistency  may  be 
lost.18  Simple  excision  is  another 
option,  although  the  major  disad- 
vantage of  this  modality  is  that  the 
clinical  margins  may  not  give  a 
true  representation  of  the  his- 
tologic ones.  The  treatment  of 
choice  for  a sclerosing  BCC  is 
surgical  excision  by  micro- 
scopically controlled  margins:  the 
Mohs  micrographic  technique.19 
However,  even  though  this  tech- 
nique is  designed  to  be  tissue 
sparing,  large  tumors  can  only  be 
resected  by  creating  a large 


surgical  defect.  Radiation  therapy 
another  modality  commonly  usee 
for  the  treatment  of  BCC,  has  cer-( 
tain  advantages,  e.g.  it  may  be  less 
mutilating  than  the  described1! 
techniques.20'22  Although  not  the1 
treatment  of  choice  for  sclerosing 
BCCs,  radiation  therapy  has  been 
used  successfully  in  the  treatment 
of  sclerosing  BCCs.23 

Our  63-year-old  patient  was 
unwilling  to  undergo  surgical  ex-  1;: 
cision  on  her  face.  She  had  a 
solitary  patch  invok  ing  the  bridge 
of  the  nose  on  the  right  side  of 
the  nasal  ala  extending  toward  the 
lower  eyelid.  She  elected  to  re- 
ceive electron  beam  radiation 
therapy,  in  divided  fractions. 
Treatment  was  well  tolerated  and 
the  patient  is  being  followed  with 
no  evidence  of  recurrence.  High 
energy  electrons  offer  the  advan- 
tage of  a specific  range  of  tissue 
penetration  depending  upon  the 
energy  used.  It,  therefore,  is 
suited  for  treating  skin  and 
superficial  tumors.23'20  Under  cer- 
tain circumstances,  radiation  ther- 
apy may  be  an  option  for  the 
treatment  of  sclerosing  BCC  of 
the  face.  I 
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(MSNJ  representation  requested  by  Clinical 
Laboratory  Improvement  Service — May  14,  1993) 


Alan  R.  Baskin,  MD  Dumont 

Michael  P.  Tillem,  MD  Livingston 
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Radiation  Protection,  Advisory  Committee  on 
Nuclear  Medicine  to  New  Jersey  Commission  on 

(Consultants  in  nuclear  medicine  appointed  by 
Commission  — November  20,  1966) 

Henry  J.  Powsner,  MD  Princeton 

Resolutions,  Committee  on  Annual  Meeting 

(Established  by  Board  of  Trustees,  July  18,  1971, 
to  review  emergency  resolutions  in  advance  of  the 
Annual  Meeting) 

Joseph  A.  Riggs,  MD,  Chairman 

H addon  Heights 


William  E.  Ryan,  MD  Pennington 

Joseph  N.  Micale,  MD  North  Bergen 


Safety  Council,  New  Jersey  State 
(Provided  in  Council  Bylaws  — 1962) 

Fred  M.  Palace,  MD  Morristown 

Society  for  the  Assistance  of  New  Jersey 
Physicians  and  their  Families,  The 

(Liaison  requested  by  Society — May  17,  1959) 

David  I.  Canavan,  MD  Lawrenceville 


State  Board  of  Medical  Examiners 

(Member  of  MSNJ  executive  staff  to  attend  month- 
ly meetings — per  Board  of  Trustees,  August  8. 
1979,  and  September  15,  1991) 


Neil  E.  Weisfeld  Lawrenceville 

Carl  Restivo,  Jr,  MD  Wayne 


UMDNJ,  Foundation  of 

(MSNJ  representative  appointed  yearly  by  the 
Board  of  Trustees  to  serve  as  a trustee,  pursuant 
to  the  Foundation  Bylaws  — 1979) 

Arthur  Bernstein,  MD  South  Orange 

Utilization  Review  Task  Force,  New  Jersey 
Hospital  Association  Council  on  Professional 
Practice 

(MSNJ  representation  requested  by  New'  Jersey 
Hospital  Association — January  15,  1992) 


Robert  J.  Weierman,  MD  South  Orange 

Joseph  C.  Lucei  Lawrenceville 


Waste  Management,  Advisory  Council  on  Solid 

(Appointed  by  governor— April  1989) 

Stanley  R.  Lane,  MD  Moorestown 
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DOCTORS’  NOTEBOOK 


TRUSTEES  MINUTES 


A regular  meeting  of  the 
Medical  Society  of  New  Jersey 
(MSNJ)  Board  of  Trustees  was 
held  on  September  18,  1994,  at 
MSNJ  executive  headquarters. 
Detailed  minutes  are  on  file  with 
the  secretary  of  your  county 
society.  A summary  of  significant 
actions  follows. 

President’s  report.  Noted  the 
following  items  from  Dr.  Palace: 
held  meetings  with  every 
member  of  the  New  Jersey  con- 
gressional delegation;  will  review 
Neil  Weisfeld  s “white  paper 
stating  MSNJ  s position  on  the 
regulation  of  HMOs;  heard  Mr. 
Maressa  and  Mr.  Clark’s  report 
on  proposed  legislation  concern- 
ing a state-mandated  version  of 
the  American  Medical  Association 
(AMA)  Patient  Protection  Plan; 
heard  that  the  state  Board  of 
Medical  Examiners  (BME)  voted 
to  revise  its  own  regulations  to 
reflect  the  Department  of  Health 
position  (it  is  inappropriate  for  a 
physician  or  other  health  care 
worker  with  AIDS  to  inform  pa- 
tients); contacted  Chuck  Haytaian 
and  Frank  R.  Lautenberg — the 
two  men  running  for  U.S. 
Senate — concerning  their  will- 
ingness to  support  medical  issues. 

Specialty  reports.  Received  re- 
ports from  the  first  vice-presi- 
dent; UMDNJ;  New  Jersey 
Hospital  Association;  New  Jersey 
State  Nurses  Association;  MSNJ 
Auxiliary;  the  AMA  Council  on 
Scientific  Affairs;  the  AMA  Coun- 
cil on  Legislation;  and  the  Physi- 
cian Healthcare  Plan  of  New 
Jersey,  Inc. 

Executive  director/general 
counsel  s report. 

1.  Medicare/Medicaid  dual 
eligibles.  Voted  to  pursue 
negotiations  with  the  state  gov- 


ernment to  obtain  Medicare  cov- 
erage for  Medicaid  eligibles  who 
also  are  Medicare  eligible,  and  to 
seek  payment  by  the  state  and 
federal  government  of  the  deduc- 
tibles and  copayments;  the  staff  is 
authorized  to  file  suit  if  necessary. 

2.  Laboratory  recoupment. 
Was  advised  that  Pennsylvania 
Blue  Shield  was  instructed  to 
send  refunds  to  the  physicians  in- 
volved in  the  dispute;  the  dead- 
line for  appeals  was  September  7. 

3.  Medicaid  Drug  Utilization 
Review  Board.  Announced  the 
following  appointments  to  the 
Medicaid  Drug  Utilization  Re- 
view Board:  Churchill  L.  Blakey, 
MD;  Gertrude  B.  Brundage,  MD; 
Joseph  N.  Mieale,  MD;  David  E. 
Swee,  MD;  and  Murray  Pine, 
DO. 

4.  Change  of  administrative 
responsibility  proposed  for 
BME.  Noted  that  MSNJ  wrote  a 
letter  to  Governor  Whitman 
proposing  a shift  of  administrative 
responsibility  for  BME  from  the 
Division  of  Consumer  Affairs  to 
the  Department  of  Health;  also 
noted  that  Dr.  Palace  will  send  a 
letter  to  Dr.  Jacobs,  president  of 
BME,  clarifying  MSNJ’s  position. 

5.  Petrocco  versus  Dover 
General  Hospital.  Noted  that  in 
this  case  (a  chiropractor  was  de- 
nied privileges  at  Dover  General 
Hospital),  the  Supreme  Court  de- 
nied the  chiropractor’s  petition 
for  certification. 

6.  Tort  reform.  Noted  that 
Governor  Whitman’s  study  group 
recommended  passage  of  the 
following  three  bills  dealing  with 
joint  and  several  liability,  medical 
devices  implanted  by  physicians 
that  are  produced  by  a third 
party,  and  a certificate  of  merit  in 
medical  malpractice  cases. 

7.  Health  maintenance  or- 
ganization (HMO)  advisory  com- 
mittee. Will  submit  names  of  can- 


didates for  a position  on  an  ad- 
visory group  to  assist  in  revising 
and  updating  the  regulations  for 
HMOs  in  New  Jersey. 

8.  SmokeLess  States  grant 
project.  Was  introduced  to  Mrs. 
JaNoel  Bess,  project  director  of  a 
SmokeLess  States  grant  entitled, 
“NEW  JERSEY  BREATHES.” 

Council  on  Legislation.  Ap- 
proved the  positions  recom- 
mended by  the  Council  on 
Legislation  on  the  health  care  re- 
form, insurance,  Medicare,  and 
public  health  and  related  issues 
lists.  Also,  approved  the  position 
of  active  support  for  A-932  (re- 
quiring public  hearings  and  study 
prior  to  closing  of  state 
psychiatric  hospitals),  and  for 
S-354/A-206  (increasing  fees  for 
medical  witnesses  in  worker’s 
compensation  cases). 

Committee  on  Biomedical 
Ethics.  Approved  the  following 
recommendations: 

That  the  Board  of  Trustees  approve 
the  Advance  Directives  for  Health 
Care  form,  as  developed  by  the  sub- 
committee of  the  Committee  on 
Biomedical  Ethics,  as  a workable 
form,  but  not  the  only  form  that  is 
available  to  clarify  the  process  of  ad- 
vance directives  and  facilitate  com- 
munication among  health  care  work- 
ers and  patients. 

That  funds  be  allocated  for  the 
education,  duplication,  publication, 
and  distribution  of  the  Advance 
Directives  for  Health  Care  form  for 
use  by  the  membership  of  MSNJ. 

Committee  on  Women  in 
Medicine.  Unanimously  approved 
the  following  recommendation: 

That  the  Board  of  Trustees  establish 
the  MSNJ  Annual  Palma  E.  Formica, 
MD,  Award  to  recognize  a woman 
who  has  achieved  distinction  in  her 
field. 
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Also,  noted  that  the  first  recipient 
of  the  award  will  be  Governor 
Whitman. 

Steering  Committee  on  Quali- 
ty Monitoring.  Approved  the 
following  recommendation: 

That  MSNJ  develop  plans  to  create 
a foundation  or  corporate  entity  to 
conduct  quality  review  activities,  in- 
corporating the  concept  of  a creden- 
tialing  system  and  individual  review, 
and  that  this  subject  also  be  referred 
to  the  Hospital  Medical  Staff  Section 
for  comment. 

JEMPAC.  Approved  the  fol- 
lowing recommendation: 

That  the  Board  of  Trustees  approve 
the  appointment  of  Doctor  Ramesh 


C.  Tandon  to  the  JEMPAC  Board  of 
Directors. 

New  business.  Adopted  the 
following  resolution  noting  that 
the  policy  will  be  instituted  with 
the  1995  AMA  Annual  Meeting 
and  will  be  reconsidered  follow- 
ing the  1996  AMA  Annual  Meet- 
ing. 

Resolved,  that  MSNJ  budget  two  ad- 
ditional stipends  for  attendance  at 
the  Annual  Meeting  of  the  AMA;  and 
be  it  further 

Resolved,  that  these  stipends  be 
awarded  by  the  Board  of  Trustees  or 
at  random  to  a member  of  MSNJ  who 
is  not  a member  of  the  AMA  and  to 
a member  of  MSNJ  who  is  a member 
of  AMA  but  not  a member  of  the 


AMA  delegation;  and  be  it  further 

Resolved,  that  in  return  for  such 
stipends,  these  chosen  MSNJ 
members  go  to  Chicago  with  the 
AMA  delegation,  be  their  guests  at 
the  delegation  caucus,  and  in  the  re- 
ference committee  meetings,  and  ob- 
serve the  proceedings  ot  the  House 
of  Delegates  of  the  AMA;  and  be  it 
further 

Resolved,  that  the  MSNJ  members  so 
selected  be  obligated  to  report  their 
experiences  to  the  Board  of  Trustees, 
to  their  own  hospital  staff,  and  to 
their  own  county  society;  and  be  it 
further 

Resolved,  that  this  program  be  in- 
stituted for  two  successive  years, 
after  which  time  it  be  reviewed  by 
the  Board  of  Trustees.  □ 


UMDNJ  NOTES 


Governor  Whitman  attends 
UMDNJ  Walk  6-  Race  of  Cham- 
pions. Governor  Christine  Todd 
Whitman  joined  New  Jersey 
health  care  professionals,  com- 
munity leaders,  AIDS  patients, 
and  others  for  the  fifth  annual 
UMDNJ  Walk  & Race  of  Cham- 
pions, to  raise  funds  for  UMDNJ 
programs  that  offer  services  to 
women  and  children  living  with 
AIDS.  This  year’s  event  raised 
$100,000  for  programs  at 
UMDNJ  campuses  in  Newark, 
New  Brunswick,  and  Stratford. 

Finding  expected  to  lead  to  life- 
extending treatments.  A surface 


component  of  a white  blood  cell 
implicated  in  bone  marrow  dis- 
orders may  hold  the  key  to  ex- 
tending the  lives  of  patients  with 
AIDS  and  life-threatening  blood 
diseases.  In  a study  of  blood  sam- 
ples from  patients  with  blood  dis- 
orders, researchers  at  UMDNJ 
discovered  a molecule  that  ap- 
pears to  trigger  the  over-produc- 
tion of  two  substances  (In- 
terluekin  1 and  transforming 
growth  factor)  that  weaken  the 
immune  system.  This  weakened 
state  can  exacerbate  the  con- 
ditions of  patients  with  AIDS, 
leukemia,  lymphoma,  and  other 


blood  disorders.  The  researchers, 
based  at  UMDNJ-New  Jersey 
Medical  School,  Newark,  were 
the  first  to  link  the  molecule, 
called  an  adhesion  molecule  be- 
cause it  attaches  itself  to  tissues, 
to  the  over-production  of  the  two 
substances.  The  findings  were  re- 
ported in  the  September  issue  of 
the  Journal  of  Immunology.  The 
study  was  conducted  by  Dr. 
Pranela  Rameshwar  and  Dr. 
Pedro  Gascon  of  the  medical 
school’s  Division  of  Hematology 
and  by  Thomas  Denny,  director 
of  research,  administration,  and 
laboratory  services  in  the  Depart- 


MEETINGS  OF  THE 
BOARD  OF  TRUSTEES 
of  the  Medical  Society  of  New  Jersey 

November  20,  1 994 
December  IS,  1 994 
January  15,1  999 
February  19,  1999 
March  19,1  999 
April  9 , 1 999 

Meetings  of  the  Board  of  Trustees  are  open  to  all  MSNJ  members. 
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ment  of  Pediatrics. 

National  drive  for  more  minori- 
ty physicians.  UMDNJ-New 
Jersey  Medical  School  has  been 
selected  by  the  Josiah  Macy,  Jr 
Foundation  to  participate  in  a 
new  national  initiative  to  increase 
the  number  of  minority  physi- 
cians. The  medical  school  is  one 
of  six  to  participate  in  Minorities 
in  Medicine  Program,  a $2.7 
million  project  of  the  New  York- 
based  foundation.  The  program 
involves  having  the  national  Col- 
lege Board,  which  administers 
standardized  tests,  identify  talent- 
ed 10th  and  11th  grade  minority 
students  based  on  test  scores. 
Once  students  are  identified,  the 
medical  schools  involved  will 
keep  in  close  contact  with  the  stu- 
dents until  they  graduate  from 
college. 


PLACEMENT  FILE 


The  following  physicians  have 
written  to  the  executive  offices  of 
MSNJ  seeking  information  on  op- 
portunities for  practice  in  New 
Jersey.  If  you  are  interested  in 
further  information  concerning 
these  physicians,  please  direct  in- 
quiries to  them. 

Anesthesiology 

Geoffrey  W.T.  Ndeto,  MD,  36 
Franklin  Ave.,  Rosemont,  PA  19010. 
Nairobi  (Kenya)  1976.  Group  or 
partnership.  Available. 

Gastroenterology 

Rawel  Singh,  MD,  8569  Everett 
Ave.,  St.  Louis,  MO  63117.  GND 
University  (India)  1980.  Board 
certified.  Single  or  multispecialty 
group.  Available. 


Giant  sculpture  uses  humor  to 
capture  the  world  of  medicine. 
On  a Monday  morning  in  late 
September,  a large  crane  and 
team  of  scidptors  from  a 
Massachusetts  iron  foundry  ar- 
rived in  New  Brunswick  to  begin 
the  four-day  project  of  erecting 
and  painting  a 12-foot  high,  35- 
foot  long,  12-foot  wide  steel- 
beamed  sculpture  that  celebrates 
the  world  of  academic  medicine. 
The  characters  and  objects — 
whose  proportions  are  sometimes 
humorously  larger  than  life  — in- 
corporated into  the  design  in- 
cludes Hippocrates  in  front  of  a 
small  computer  screen  studying 
the  human  anatomy  or  standing 
next  to  a larger-than-life  human 
heart  explaining  to  three  medical 
students  how  it  works,  two  scien- 
tists holding  a double-stranded 


Internal  Medicine 

Nick  Mehta,  MD,  1946  Guernsey 
Ave.,  Abington,  PA  19001.  B.J. 
Medical  College  (India)  1978.  Board 
eligible.  Available. 

Nephrology 

Suk  Hveon  Yun,  MD,  504  Summit 

Ave.,  Fort  Lee,  NJ  07024.  New  York- 
Medical  College  1989.  Board 
certified  (IM).  Board  eligible 
(NEPHR).  Group  or  partnership. 
Available. 

Pathology 

Maria  S.  Braganca,  MD,  43  S. 
Cadillac  Dr.,  Somerville  NJ  08876. 
GOA  (India)  1968.  Board  certified. 
Group.  Available. 


section  of  DNA  as  if  they  art 
about  to  have  a taffv-pull  and  stir- 
ring smoking  liquid  in  a large, 
glass  beaker  reiminiseent  of  a 
witch  stirring  a cauldron  of  brew, 
and  two  physicians  — one  per- 
forming an  eye  examination,  the 
other  studying  the  brain  — of  an 
oversized  human  head. 

The  3,856-pound  sculpture  is 
located  at  the  corner  of  Paterson 
and  French  Streets. 

The  creator  of  the  artwork  is 
George  Greenamyer,  a sculptor 
from  the  Massachusetts  Institute 
of  Art,  who  blacksmithed  the 
pieces  for  the  sculpture  at  his  iron 
foundry.  □ Stanley  S.  Bergen,  Jr, 
MD,  president 


Psychiatry 

Dorothy  Brozek,  MSN,  MD,  200  E. 

Wynnewood  Rd.,  D-l,  Wynnewood, 
PA  19096.  Albany  Medical  College 
1990.  Board  eligible.  Available. 

Surgery 

W.  Dean  Adams,  MD,  3617  38  St., 
NW,  Apt.  310,  Washington,  DC 
20016.  College  of  Physicians  & 
Surgeons  1989.  Board  eligible 
(SURG).  Group,  associate,  partner. 
Available. 

Marc  S.  Saunders,  DO,  6815 
Lockwood  Blvd.,  Apt.  155, 
Boardman,  OH  44512.  NY  College  of 
Osteopathic  Medicine  1987.  Board 
eligible.  Available. 
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Hahnemann 

University 


Department  of  Medicine  Grand  Rounds 

Wednesdays  8:30  to  9:30  a.in. 

Classroom  C (Alumni  Hall),  2nd  Floor,  New  College  Building,  Hahnemann  University,  15th  & Vine  Streets  (15th  Street  Entrance).  Philadelphia 

For  more  information,  contact  the  Office  of  Continuing  Education  at  215-762-8263. 


NOVEMBER  1 994  DECEMBER  1 994 


NOVEMBER  2nd 

Clinical  Diagnosis  of  Heart  Disease  for  the 
Generalist 

David  H.  Spodick,  M.D.,  D.Sc. 

Professor  of  Medicine 
Cardiology  Division, 

Saint  Vincent  Hospital, 

Worcester,  MA 

NOVEMBER  9th 

Thyroid  Disorders  and  the  Heart 

Paul  Ladenson,  M.D. 

Professor  of  Medicine 

Director,  Division  of  Endocrinology  and 

Metabolism, 

Johns  Hopkins  School  of  Medicine, 
Baltimore,  MD 

NOVEMBER  16th 

Asthma:  Management  Strategies 

William  Busse,  M.D. 

Professor  of  Medicine 
University  of  Wisconsin, 

School  of  Medicine, 

Madison,  WI 

NOVEMBER  23rd 

No  Grand  Rounds— Holiday 

NOVEMBER  30th 
Kidney  Stone  Disease 

Douglas  M.  Landwehr,  M.D.,  Ph.D. 
Associate  Professor  of  Medicine 
Director,  Division  of  Nephrology 
and  Hypertension, 

Allegheny  General  Hospital, 

Pittsburgh,  PA 


DECEMBER  7th 
Steroid-Induced  Osteoporosis 

Paul  Katz,  M.D. 

Professor  of  Medicine,  Microbiology,  and 
Immunology 

Chief,  Division  of  Rheumatology, 
Immunology,  and  Allergy, 

Georgetown  University  School  of  Medicine, 
Washington,  DC 

DECEMBER  14th 
Cardiac  Auscultation 

Leonard  S.  Dreifus,  M.D. 

Professor  of  Medicine 

Division  of  Cardiovascular  Diseases, 

Hahnemann  University 

Daniel  Mason,  M.D. 

Professor  of  Medicine 

Division  of  Cardiovascular  Diseases, 

Hahnemann  University 

Gerald  Scharf,  D.  O. 

Professor  of  Clinical  Medicine 
Division  of  Cardiovascular  Diseases, 
Hahnemann  University 
John  J.  Ross,  RCPT 
Research  Assistant  Professor 
Division  of  Cardiovascular  Diseases, 
Hahnemann  University 

DECEMBER  21st 

Metabolic  Bone  Disease— Osteodystrophies 
and  Osteoporosis 

Harmut  Malluche,  M.D. 

Professor  of  Internal  Medicine 
Chief,  Division  of  Nephrology,  Bone  and 
Mineral  Metabolism,  University  of  Kentucky, 
Lexington,  KY 

DECEMBER  28th 

No  Grand  Rounds— Holiday 


JANUARY  1995 


JANUARY  4th 
Urinary  Tract  Infections 

Donald  Kaye,  M.D. 

Chair,  Department  of  Medicine 
Medical  College  of  Pennsylvania  and 
Hahnemann  University  School  of  Medicine 

JANUARY  11th 
Antiobiotic  Resistance 

Robert  C.  Moellering,  Jr.,  M.D. 

Shields  Warren-Mallinckrodt 
Professor  of  Medical  Research 
Harvard  Medical  School,  Physician-in-Chief, 
New  England  Deaconess  Hospital, 

Boston,  MA 

JANUARY  18th 

Aspirin  and  Warfarin  Combined  Therapy- 
Multicenter,  U.K.  Trials 

Thomas  W.  Meade,  D M.,  F.R.C.P. 

Director,  Medical  Research  Council  MRC 
Epidemiology  and  Medical  Care  Unit, 
Wolfson  Institute  of  Preventive  Medicine, 
The  Medical  College  of  St.  Bartholomew’s 
Hospital,  London,  England 
Prevention  and  Treatment  of  Abnormalities 
of  Thrombosis  Cardiovascular  Disease 
Yale  Nemerson,  M.D. 

Goodhart  Professor  of  Medicine  and 
Biochemistry 

Chief,  Division  of  Thrombosis  Research, 

Mt.  Sinai  Medical  Center,  New  York,  NY 

JANUARY  25th 

Complications  of  Drug  Therapy  in  the 
Elderly 

Michael F.  Michelis,  M.D. 

Professor  of  Clinical  Medicine 
New  York  Medical  College 
Director,  Division  of  Nephrology, 

Lenox  Hill  Hospital,  New  York,  NY 


Wednesday  Medical  Seminar  Series 
8:30  a.m.  to  3:30  p.m. 


NOVEMBER  16,  1994 

Asthma 

Guest  Lecturer:  William  Busse,  M.D. 


DECEMBER  14,  1994 

Cardiac  Diagnostic 

Techniques  for  the  Generalist  Physician 

Lecturers:  Leonard  Dreifus,  M.D., 
Daniel  Mason,  M.D.,  Gerald  Scharf,  DO., 
John  Ross,  RCPT 


JANUARY  18,  1995 

Prevention  and  Treatment  of  Abnormalities  of 
Thrombosis  in  Cardiovascular  Diseases 

Guest  Lecturers:  Thomas  W.  Meade,  D.M., 
F.R.C.P.  and  Yale  Nemerson,  M.D. 


Seminar  Director;  Allan  B.  Schwartz,  M.D.,  Professor  and  Vice  Chair,  Chief  of  Service,  Director  of  Continuing  Medical  Education  for  the  Department  of  Medicine 

Full  Disclosure  Statement:  All  faculty  participating  in  continuing  medical  education  programs  sponsored  by  Hahnemann  University  are  expected  to  disclose  to  the  audience  any  real 

or  apparent  conflict(s)  of  interest  related  to  the  content  of  their  presentation. 

Statement  of  Accreditation:  Hahnemann  University  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  (ACCME)  to  sponsor  continuing  medical  education 
programs  for  physicians.  Hahnemann  University  designates  each  hour  of  attendance  at  these  activities  as  1 credit  hour  of  Category  1 of  the  Physician's  Recognition  Award  of  the  American 
Medical  Association. 
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CONTINUING  EDUCATION 


MEDICINE 


The  following  is  a list  of  continuing 
medical  education  courses  for  the 
next  two  months.  Contact  the 
sponsoring  organization  (in  italics)  for 
further  information. 

December 

7 How  To  Help  Your  Patients 

Stop  Smoking 

Essex  County  Hospital  Center, 
Cedar  Grove  (AMNJ) 

7 Complications  of  Myocardial 

Infarction 

The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

7 Visiting  Professor  Lecture 

VA  Medical  Center, 

East  Orange  (AMNJ) 

7 Endocrinology  Section/AMNJ 

Dinner  Meeting 
Holiday  Inn,  Newark  Airport, 
Newark  (AMNJ) 

7 Pathogenesis,  Diagnosis,  and 

Management  of  Headaches 
Union  Hospital,  Union  (AMNJ) 

7 Annual  Tumor  Board 

Conference 
Hyatt  Regency  Hotel, 

New  Brunswick  (AMNJ) 

7 Thrombolytic  Therapy  Update 

St.  Mary’s  Hospital,  Passaic 
(AMNJ) 

7 Medical  Grand  Rounds 

14  VA  Medical  Center, 

21  East  Orange  (AMNJ) 

28 

7 Interhospital  Endocrine 

14  Rounds 

21  UMDNJ-Universitv  Hospital, 

28  Newark  (AMNJ) 

8 Pediatric  Society  of  New 
Jersey  Annual  Meeting 
Sheraton  at  Woodbridge  Place, 
Iselin  (AMNJ) 

13  Making  Decisions  in 

Transfusion  Medicine 
The  Hospital  Center  at  Orange, 
Orange  (AMNJ) 

13  Dermatological  Diagnostic 
and  Therapeutic  Pearls 

Schering  Corporation, 
Kenilworth  (Dermatological 
Society  ofNJ) 

14  Pathogenesis,  Diagnosis,  and 
Management  of  Headaches 


St.  Joseph  s Hospital  and 
Medical  Center,  Paterson 
(AMNJ) 

14  Superficial  Fungal  Infections 

The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

14  Diabetes-Related 

Cardiovascular  Disease 
St.  Mary’s  Hospital,  Passaic 
(AMNJ) 

14  Neuropsychiatric  and 
Psychosocial  Aspects  of  HIV/ 
AIDS 

VA  Medical  Center,  Lyons 
(AMNJ) 

15  Blood  Glucose  Control  and 
Diabetes 

Essex  County  Hospital  Center, 
Cedar  Grove  (AMNJ) 

15  MRI  of  the  Pelvis 

Saint  Barnabas  Medical  Center, 
Livingston  (Radiological 
Society  ofNJ  and  AMNJ) 

16  Pathogenesis,  Diagnosis,  and 
Management  of  Headaches 
New  Jersey  Veterans  Home, 
Paramus  (AMNJ) 

19  Gynecologic  Care  for  Women 
with  Physical  and  Cognitive 
Disabilities 

New  Lisbon  Developmental 
Center,  New  Lisbon  (AMNJ) 

20  Management  of  Abdominal 
Emergencies 

Barnert  Hospital,  Paterson 
(AMNJ) 

20  HIV  and  the  Kidney 

Overlook  Hospital,  Summit 
(AMNJ) 

21  Blood  Glucose  Control  and 
Diabetes 

St.  Mary’s  Hospital,  Passaic 
(AMNJ) 

21  Identification  and 

Management  of  Asymptomatic 
HIV  Infection 

Union  Hospital,  Union  (AMNJ) 
28  Making  Decisions  in 
Transfusion  Medicine 
Robert  Wood  Johnson 
University  Hospital  at 
Hamilton,  Hamilton  (AMNJ) 

January  1995 
4 Hepatitis 


The  General  Hospital  Center  a 
Passaic,  Passaic  (AMNJ) 

4 Diabetes-Related 

Cardiovascular  Disease 
Warren  Hospital,  Phillipsburg 
(AMNJ) 

4 Visiting  Professor  Lecture 

VA  Medical  Center, 

East  Orange  (AMNJ) 

4 Endocrinology  Section/AMNJ 

Dinner  Meeting 
Holiday  Inn,  Newark  Airport, 
Newark  (AMNJ) 

4 Medical  Grand  Rounds 

11  VA  Medical  Center, 

18  East  Orange  (AMNJ) 

25 

4 Interhospital  Endocrine 

11  Rounds 

18  UMDNJ-Universitv  Hospital, 

25  Newark  (AMNJ) 

4 Family  Violence 

West  Jersey  Health  System, 
Voorhees  (AMNJ) 

4 Diseases  of  the  Pituitary 

St.  Marv’s  Hospital,  Passaic 
(AMNJ) 

4 Integrating  TB  Management 

into  Care  of  the  HIV-Infected 
Patient 

Union  Hospital,  Union  (AMNJ) 
10  Malpractice  Risk  Management 
and  Improved  Patient  Care 

Schering  Corporation, 
Kenilworth  (Dermatological 
Society  of  NJ) 

10  Diagnosis  and  Treatment  of 
AIDS 

Essex  County  Hospital  Center, 
Cedar  Grove  (AMNJ) 

11  Vaccination  and 
Immunization  Issues  for 
Health  Care  Practitioners 

St.  James  Hospital,  Newark 
(AMNJ) 

12  Making  Decisions  in 
Transfusion  Medicine 

St.  Marv  Hospital,  Hoboken 
(AMNJ) 

12  Pediatric  Musculoskeletal 

Ultrasound 

JFK  Conference  Center, 

Edison  (AMNJ  and  NJ  Institute 
of  Ultrasound  in  Medicine) 
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PHILADELPHIA  HEART  INSTITUTE 

at  Presbyterian  Medical  Center 


Cardiology 
Update  n? 


designed  for  the  physician,  providing  an  intensive  survey  of  the  current 
status  of  clinical  cardiology,  allowing  application  of  this  new  knowledge 
and  technology  to  the  diagnosis  and  treatment  of  patients. 

December  7,  1994  3:00-5:00  PM 


The  Electrocardiogram:  Old  and  New  Concepts, 
How  To  Improve  Your  Skills 

Moderator:  Charles  D.  Gottlieb,  M.D. 


A 


January  4,  1995  3:00-5:00  PM 

Office  Cardiology:  Bedside  Diagnosis  of  the 
Cardiac  Patient— Part  II 

Moderator:  Michael  S.  Feldman,  M.D. 


■ CME  Credits*  ■ Call  for  Free  Registration  215-662-8627 


Scheie  Auditorium 

Presbyterian  Medical  Center 
39th  & Market  Streets,  Philadelphia,  Pennsylvania  19104 


The  Philadelphia  Heart  Institute  at  Presbyterian  Medical  Center  is  an  affiliate  of  the  University  of  Pennsylvania. 

*Presbyterian  Medical  Center  designates  this  continued  medical  education  activity  for  2 credit  hours  in  Category  I of  the  Physicians' 
Recognition  Award  of  the  American  Medical  Association  and  the  Pennsylvania  Medical  Society  Membership  requirement.  Nine  sessions, 

18  credits. 

The  Presbyterian  Medical  Center  of  Philadelphia  is  accredited  by  the  Pennsylvania  Medical  Society  to  sponsor  continuing 
medical  education  for  physicians. 

All  faculty  participating  in  continuing  medical  education  programs  sponsored  by  Presbyterian  Medical  Center  of 
Philadelphia  are  expected  to  disclose  to  the  program  audience  any  real  or  apparent  conflict(s)  of  interest  related  to  the  content 
of  their  presentation(s). 
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12  Colitis 

St.  Marv’s  Hospital,  Passaic 
(AMNJ) 

17  Anesthesiologists  General 
Membership  Meeting 

Ramada  Inn,  Clark  (NJ  State 
Society  of  Anesthesiologists) 

17  Avoiding  the  Complications  of 
Chronic  Dialysis 
Overlook  Hospital,  Summit 
(AMNJ) 

17  Prevention  of  Lower 
Extremity  Amputations 
Barnert  Hospital,  Paterson 
(AMNJ) 

18  Anemia  in  the  Elderly 

St.  Mary’s  Hospital,  Passaic 
(AMNJ) 

18  Diagnosis  and  Treatment  of 
AIDS 


Barnert  Hospital,  Paterson 
(AMNJ) 

19  CT  of  the  Lung  Parenchyma 

Saint  Barnabas  Medical  Center, 
Livingston  (Radiological 
Society  of  NJ  and  AMNJ) 

23  Diabetes-Related 

Cardiovascular  Disease 

Columbus  Hospital,  Newark 
(AMNJ) 

25  AIDS  Transmission  Explained 

St.  Mary’s  Hospital,  Passaic 
(AMNJ) 

25  Vaccination  and 

Immunization  Issues  for 
Health  Care  Practitioners 

Robert  Wood  Johnson 
University  Hospital  at 
Hamilton,  Hamilton  (AMNJ) 


26  Blood  Glucose  Control  and 
Diabetes 

Woodbridge  Developmental 
Center,  Woodbridge  (AMNJ) 

26  Visiting  Professor  Lecture 
Series 

Saint  Barnabas  Medical  Center 
Livingston  (Saint  Barnabas 
Medical  Center) 

26  Identification  and 

Management  of  HIV  Infection 

Essex  County  Hospital  Center, 
Cedar  Grove  (AMNJ) 

30  Neuropsychiatric  and 

Psychosocial  Aspects  of  HIV/ 
AIDS 

New  Lisbon  Developmental 
Center,  New  Lisbon  (AMNJ) 


DEBORAH  HEART  AND  LUNG  CENTER  - DEPARTMENT  OF  PULMONARY  MEDICINE 


PRESENTS 


TH  ANNUAL  CLINICAL  UPDATE 
IN  PULMONARY  MEDICINE 


December  10,  1994  • Bally’s  Park  Place  • Atlantic  City,  New  Jersey 


Designed  for  Pulmonologists,  Internists,  Family  Practitioners,  and  Allied  Health  Care  Professionals 

7.5  Hours  Category  1 CME  Credit 


PROGRAM 


Clinical  Assessment  and  Therapy  of  the  Difficult  Asthmatic  Patient  Edward  C.  Rosenow,  III,  MD 

The  Clara  Falk  Franks  Lecture:  Chronic  Obstructive 

Pulmonary  Disease:  An  Update  Gordon  L.  Snider,  MD 

A Practical  Approach  to  the  Patient  with  Diffuse  Lung  Disease  ...............  Edward  C.  Rosenow,  III,  MD 

The  Intensive  Care  Unit— A Paradigm  for  the  Dilemma  of 

High  Technology  Medicine  Gordon  L.  Snider,  MD 

Pulmonary  Complications  in  Patients  with  HIV  Infection  John  Bartlett,  MD 

An  Update  on  Tuberculosis  and  Nontuberculous  Mycobacterial  Infection  Dixie  E.  Snider,  Jr.,  MD 

Pulmonary  Fungal  Infections:  Recent  Advances  in  Diagnosis  and  Treatment  ....  George  A.  Sarosi,  MD 

Primary  Lung  Cancer  in  1994:  Diagnosis,  Operability  and  Resectability  David  M.F.  Murphy,  MD 

For  further  information,  please  contact:  Center  for  Bio-Medical  Communication,  Inc. 

80  W.  Madison  Avenue,  Dumont,  New  Jersey  07628  (201)  385-8080 
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MARY  ANN  HAMBURGER  HAS 

had  many  years’  experience  in 
medical-office  management.  Her 
service  is  expert  and  comprehensive. 

MARY  ANN  HAMBURGER  CAN 

make  a difference  in  your  practice, 
because  she  knows  today’s  complex 
world  of  medicine. 

MARY  ANN  HAMBURGER  IS 

dependable  She  has  the  contacts, 
background  and  practical  know-how 
to  set  up  or  improve  your  office 
systems— from  billing  to  finances 
and  personnel 


FOR  A ONE-TIME  CONSULTATION 
or  A CONTINUING  SERVICE— 

MARY  ANN  HAMBURGER 
ASSOCIATES  CAN  BRING  TO 
YOUR  PRACTICE  THE  MOST 
COMPREHENSIVE  MANAGEMENT 
DIRECTION,  BACKED  BY  YEARS 
OF  EXPERIENCE 

FOR  A WHOLE  NEW  APPROACH 
TO  OFFICE  PRACTICE,  CONTACT: 

MARY  ANN  HAMBURGER 
ASSOCIATES 
74  HUDSON  AVENUE 
MAPLEWOOD,  NJ  07040 

20’  763-7394 


ASSOCIATES  HELP  YOU? 


Acupuncture  & Electro-Therapeutics 
in  Clinical  Practice 

New  York  State  Boards  of  Medicine  & Dentistry  25-hour 
accredited  seminar  & workshop  on  latest  theories  & 
techniques  of  manual  & electro-acupuncture,  TENS  & 
simple  non-invasive  diagnostic  methods  (including  cardio- 
vascular, neuromuscular,  central  nervous  systems  & “Bi- 
Digital  O-Ring  Test”),  applicable  towards  300-hour 
requirement  for  certification  to  practice  acupuncture,  will 
be  given  periodically  for  licensed  clinicians  (with  or 
without  prior  training)  on  3-day  weekends  (Fri-Sun)  of 
Nov.  17-19,  and  Dec.  9-11,  1994,  at  Milford  Plaza  Hotel, 
45th  St.  & 8th  Ave.,  New  York  City. 

These  meetings  are  co-sponsored  by  the  International 
College  of  Acupuncture  & Electro-Therapeutics  & its 
official  journal,  Acupuncture  & Electro-Therapeutics 
Research,  The  International  Journal  (published  by 
Pergamon  Press  & indexed  in  15  major  indexing 
periodicals,  including  Index  Medicus),  Heart  Disease 
Research  Foundation;  NY  Pain  Center;  Electrical 
Engineering  Dept.,  Manhattan  College;  Nordic  Medical 
Acupuncture  Society  (Scandinavia);  Schmerz 
Therapeutische  Kolloquium  (West  Germany);  Japan  Bi- 
Digital  O-Ring  Test  Assn.;  Accredited  toward  Acupuncture 
Certification  to  practice  acupuncture.  Eligible  for  AMA 
CME  Cat.  I credit  (about  40  credit-hours  for  the 
Symposium).  Among  many  distinguished  speakers  is 
former  Chairman  of  Nobel  Committee  Prof.  Norden  Stron. 

For  information  on  meetings  or  submission  or 
presentations  of  papers,  contact  Symposium  Chairman, 
Prof.  Y.  Omura,  M.D.,  Sc.D.,  800  Riverside  Drive  (8-1)  New 
York,  NY  10032  Tel:  (212)  781-6262  (10  am  to  10  pm  7 
days  a week)  or  (212)  928-0658,  Co-chairman,  Prof.  A.W. 
Cook,  MD  (516)  877-1821,  or  Claire  Ulrich  (212)  781-3082. 


COLLECTION 

$*E*R*V*I*C*E*S 

l-800-532-6«|| 

Reporting  To:  TRW  • Transunion  • CBI/Equifax 

WE  GUARANTEE  RESULTS! 
k.  A 
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IN  MEMORIAM 


EVA  T.  BRODKIN 


At  the  grand  age  of  95,  Eva 
Topkins  Brodkin,  MD,  of 
Maplewood,  died  on  May  15, 
1994.  She  was  the  first  woman 
dermatologist  in  New  Jersey  and 
the  first  woman  physician  in  the 
state  to  become  a board-certified 
dermatologist.  Dr.  Brodkin  was 
born  on  March  7,  1899,  in 

Brooklyn,  New  York,  and  was 
graduated  from  Woman  s Medical 
College  of  Pennsylvania,  in  1924. 
One  year  later,  she  received  a 
New  Jersey  medical  license.  She 
completed  an  internship  at 
Muhlenberg  Hospital,  Plainfield. 


Dr.  Brodkin  maintained  a prac- . . 
tice  in  Irvington  and  Newark.  | 
During  her  long  medical  career. 
Dr.  Brodkin  was  chief  ol 
dermatology  at  Saint  Barnabas 
Hospital,  Newark;  president  from 
1952  to  1953  of  the  New  Jersey 
Dermatological  Society;  president 
from  1941  to  1943  of  the  New, 
Jersey  Woman  s Medical  Associa- 
tion; and  named  Woman  of  the 
Year  in  1964  by  the  New  Jersey 
Woman’s  Medical  Association. 
She  was  a member  of  our  Essex 
County  component  and  of  the 
American  Medical  Association. 


JOHN  F.  BUTTERWORTH 


We  regret  to  announce  the 
death  of  John  Frederick  But- 
terworth,  MD,  on  August  8,  1993. 
Dr.  Butterworth  was  born  on 
March  13,  1926,  in  Rye,  New 
York.  He  was  awarded  a medical 
degree  from  Columbia  University 
College  of  Physicians  & Surgeons, 
New  York,  in  1949.  After  serving 
in  the  United  States  Navy  from 
1952  to  1954,  Dr.  Butterworth  re- 
ceived a New  Jersey  medical 


license  in  1955.  During  his 
medical  career,  Dr.  Butterworth 
was  an  internist  and  maintained 
an  office  in  Morristown.  He  was 
a member  of  our  Morris  County 
component  and  of  the  American 
Medical  Association.  He  also  was 
a diplomate  of  the  American 
Board  of  Internal  Medicine  and  a 
fellow  of  the  American  College  of 
Physicians. 


DINO  D,  CALABRESE 


Fort  Lee  resident  Dino  Daniel 
Calabrese,  MD,  died  on  June  4, 
1994.  Dr.  Calabrese  was  80  years 
old.  Dr.  Calabrese,  born  on 
February  9,  1914,  in  New  York 
City,  was  awarded  a medical 
degree  from  Marquette  Universi- 
ty School  of  Medicine,  Wisconsin, 
in  1941.  He  completed  an  in- 
ternship and  a residency  at  St. 
Mary  Hospital,  Hoboken.  Dr. 
Calabrese,  a general  practitioner. 


maintained  offices  in  Fort  Lee 
and  Palisades  Park  and  was  af- 
filiated with  Holy  Name  Hospital, 
Teaneck.  Dr.  Calabrese  was  a 
member  of  our  Bergen  County 
component  and  of  the  American 
Medical  Association,  and  a fellow 
of  the  American  Academy  of 
Family  Practice.  Dr.  Calabrese 
served  in  the  United  States  Army 
Medical  Corps  as  a captain. 


MAX  B.  ROSENBLATT 


Seventy-nine-year-old  Max 
Barr  Rosenblatt,  MD,  a resident 
of  Long  Branch  for  30  years, 
passed  away  on  May  25,  1994.  Dr. 
Rosenblatt  was  born  on  August 
21,  1914,  in  Elizabeth  and  was 


graduated  from  the  University  of 
Louisville  School  of  Medicine, 
Kentucky,  in  1940.  He  received  a 
New  Jersey  medical  license  the 
following  year.  Dr.  Rosenblatt 
was  an  orthopedic  surgeon  with  a 
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JAMES  ROGERS 


private  practice  in  Elizabeth;  he 
retired  in  1982.  He  also  was  on 
staff  at  Elizabeth  Hospital  and 
Alexian  Brothers  Hospital,  both  in 
Elizabeth.  During  his  medical  ca- 
reer, Dr.  Rosenblatt  was  a 
medical  consultant  for  the  New 


James  Rogers,  MD,  past-presi- 
dent of  the  Medical  Society  of 
New  Jersey  (MSNJ)  and  recipient 
of  many  awards  for  service  to  the 
medical  profession,  died  on  De- 
cember 17,  1993,  in  Naples, 

Florida,  at  the  age  of  79  years.  Dr. 
Rogers  also  maintained  a home  in 
Normandy  Beach,  and,  in  retire- 
ment, continued  to  be  active  in 
medical  affairs. 

Dr.  Rogers  was  born  on  July 
22,  1914.  He  was  a graduate  of 
Montclair  Academy  and  Muhlen- 
berg College,  Muhlenberg,  Penn- 
sylvania. He  earned  his  medical 
degree  from  Hahnemann  Medical 
School,  Philadelphia,  in  1940  and 
completed  an  internship  at  Saint 
Michael’s  Medical  Center,  New- 
ark. He  completed  a residency  in 
chest  diseases  at  Seaview  Hospi- 
tal in  Chest  Diseases  and  also  did 
residency  training  at  Margaret 
Hague  Maternity  Hospital,  Jersey 
Citv.  Upon  entering  the  Marine 
Corps  in  World  War  II,  Dr. 
Rogers  was  involved  in  the  Battle 
of  Tarawa  as  a Marine  surgeon 
with  the  Second  Marine  Division 
and  in  the  Battles  of  Saipan,  Tini- 
ean,  and  Okinawa  Islands. 
Following  his  service  in  the 
Marines,  he  started  a private 
practice  in  Paterson,  and  was  as- 
sociated with  Paterson  General 
Hospital,  Paterson.  In  1949,  Dr. 
Rogers  developed  tuberculosis  re- 
sulting in  a three-year  hiatus  from 
medicine.  After  recovery,  he 
spent  two  years  working  in  the 
Lahey  Clinic,  Boston,  and  then 
resumed  practice  in  Paterson. 

In  1965,  he  suffered  a heart 
attack  that  resulted  in  a change  in 
his  medical  career.  It  was 
necessary  to  leave  private  practice 
and  patient  care  for  which  he  was 
superbly  equipped  and  respected, 
to  a less  strenuous  regimen  in 


Jersey  Boxing  Commission  and  a 
member  of  our  Union  County 
component  and  of  the  American 
Medical  Association.  Dr. 
Rosenblatt  was  a major  in  the 
United  States  Army  during  World 
War  II. 


research  at  Hoflmann-La  Roche, 
Nutley.  In  1969,  he  was  invited 
to  form  the  Regional  Medical  Pro- 
gram in  New  Jersey,  to  develop 
continuing  education  for  physi- 
cians in  the  state.  During  this 
period,  he  continued  to  partici- 
pate in  local  medical  affairs  and 
was  a trustee  of  the  Paterson 
General  Hospital  and  later  served 
as  first  vice-president  of  the 
Board. 

In  the  ensuing  years,  he  served 
as  president  of  the  Academy  of 
Medicine  of  New  Jersey,  the  New 
Jersey  Foundation  for  Health 
Education,  the  Passaic  County 
Medical  Society  (PCMS),  and 
MSNJ.  He  was  a health  com- 
missioner in  Paterson  and  served 
as  medical  director  of  the  Greater 
Paterson  General  Hospital,  and 
was  medical  director  of  the  Com- 
petitive Health  Care  Delivery 
System. 

In  1971,  Dr.  Rogers  was  named 
“Doctor  of  the  Year’  by  PCMS. 
In  1975,  Dr.  Rogers  received  the 
Alumni  Achievement  Award  from 
Muhlenberg  College  and,  in 
1976,  he  was  the  recipient  of  the 
Annual  New  Jersey  Hospital  As- 
sociation Achievement  Award. 

In  1981,  Dr.  Rogers  was  the 
recipient  of  the  prestigious 
Edward  J.  Ill  Award  presented  by 
AMNJ  to  an  outstanding  physi- 
cian. In  later  years,  he  served  as 
a trustee  of  the  Paterson  Eye  and 
Ear  Infirmary. 

The  passing  of  Dr.  Rogers  was 
a great  loss  to  his  family,  friends, 
and  colleagues.  His  contributions 
to  the  profession  were  immense. 
His  life  was  full  of  difficult  times 
and  remarkable  achievements. 
Most  of  all,  he  will  be  re- 
membered as  a caring,  com- 
passionate physician.  □ Roger  C. 
Laauwe,  MD 
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CLASSIFIED 


1 


SPACE  USE  IS 
FOR  MSNJ  MEMBERS  ONLY 

Copy  deadline:  5th  of  preceding 
month;  Payment  in  advance;  $5.00 
first  25  words,  100  each  additional. 
Count  as  one  word  all  single  words, 
two  initials  of  name,  each  abbrevia- 
tion, isolated  numbers,  groups  of 
numbers,  hyphenated  words.  Count 
name  and  address  as  five  words, 
telephone  number  as  one  word. 
Box  No.  000,  NEW  JERSEY 
MEDICINE  as  five  words.  Please 
send  all  inquiries  and  Box  No. 
replies  to  NEW  JERSEY 
MEDICINE,  Advertising  Office, 
370  Morris  Avenue,  Trenton,  NJ 
08611.  609-393-7196. 


CARDIOLOGIST- Board  Certified 
non-invasive,  wishes  part-time  position. 
Reply  to  Box  No.  091,  NEW  JERSEY 
MEDICINE. 

AVAILABLE  ORTHOPAEDIST  — 

Board  Certified.  Seeks  part-time  work  in 
Orthopaedic  Clinic  or  walk-in  medical 
office.  Call  201-761-7077. 

AVAILABLE  RADIOLOGIST- Board 
Certified.  Available  for  part-time  or 
Locum  Tenens  or  read  your  films.  Box 
No.  081,  NEW  JERSEY  MEDICINE. 

DERMATOLOGIST  WANTED -Part- 
time,  in  busy  Essex  County  office.  Fax 
resume  to  201-731-1635. 

GASTROENTEROLOGIST- Board 
Certified/Board  Eligible.  Central  NJ. 
Position  available  now.  Must  be  skilled 
in  endoscopy.  Write  Box  No.  085,  NEW 
JERSEY  MEDICINE. 

INTERNIST/FAMILY  PRACTICE- 

Immediate  opening  for  a physician  to  join 
a Cardiologist  in  Montclair,  NJ.  Excellent 
opportunity  for  growth.  Beautiful  new  of- 
fice. Beautiful  community.  Please  send 
CV  to  Box  No.  087,  NEW  JERSEY 
MEDICINE. 


PART  TIME  PHYSICIAN  WANTED- 

For  Family  Practice/Industrial  Medical 
Center  located  in  South  Jersey.  Board 
Certified  preferred.  This  established 
urgent  care  center  has  p/t  hours  available 
for  a personable  physician  who  enjoys 
working  with  a dedicated  staff.  This  is  an 
opportunity  to  meet  and  grow  with  the 
best.  Send  CV  to  P.O.  Box  2072,  Medford 
Lakes,  NJ  08055. 

PHYSICIAN  WANTED  or  PRACTICE 
FOR  SALE — Very  active  General  In- 
ternal Medicine  Practice,  25  years  old,  in 
South  Hudson  County,  ten  minutes  from 
NYC.  Gross  approximately  $500,000,  no 
laboratory  testing  only  EKG  s performed. 
Will  stay  on  for  6 months.  Presently  fee- 
for-service  only,  no  HMOs.  Terms 
negotiable.  Write  Box  No.  078,  NEW 
JERSEY  MEDICINE. 

PRACTICE  FOR  SALE- Internal 

Medicine  fee  for  service  practice  in  Mid- 
dlesex County.  Great  potential.  Terms 
negotiable.  Will  stay  to  introduce.  Write 
to  Box  No.  066  NEW  JERSEY 
MEDICINE. 

PRACTICE  FOR  SALE-Retiring  in- 
ternist in  Millbum,  NJ  offers  an  active 
Internal  Medical  practice  consisting  of  a 
mixture  of  Fee  for  Service,  Medicare,  and 
Prepaid  Insurance  plans.  Two  excellent 
teaching  hospitals  affiliations  are  avail- 
able. Write  Box  084,  NEW  JERSEY 
MEDICINE. 

PRACTICE  FOR  SALE- Derma- 

tologist, practice  opportunity  for  Ameri- 
can Board  Certified  or  Eligible. 

Established  practice  in  South  Jersey. 
Write  No.  Box  089,  NEW  JERSEY 
MEDICINE. 


EQUIPMENT  FOR  SALE-Contents  of 
reception  room:  21  beautiful  modern 
chairs  and  3 matching  formica  tables.  (3 
groups  of  4 chairs,  3 groups  of  2 chairs 
and  1 group  of  3 chairs).  3 examining 
tables,  1 autoclave,  Ritter  “speedclave  . 
1 black  and  white  formica  desk,  60"  X 30” 
with  6 drawers  and  desk  chair.  All  like 
new!  Call  Dr.  Sol  Chazan  201-797-8205. 


EQUIPMENT  FOR  SALE-A  Benne  t 
MF-150  mammogram  machine.  C; 


EQUIPMENT  FOR  SALE— Amt 

Seralyzer  1581  (8  modules).  Clay  Adan  , 
Centrifuge  01S1;  QBCII  4460  Analyze 
4207  Centrifuge.  Grass  Model  6 elei  1 
troencephalograph  (HM);  2 Grass  Mode  5 
8 electroencephalographs  (10  Channel  ^ 
Three  Grass  photic  stimulator  unit  1 
three  Grass  photic  stimulator  lights  an 
stands.  Hamilton  (steel)  examining  tabh  f 
Call  Barbara  Morgan  609-795-2000.  j 

EQUIPMENT  FOR  SALE-Siemens  j 
Burdick  Stress  Testing  System.  Include  , 
T600  treadmill,  M300D  monitor,  E35C 
inteqoretive  EKG  with  cart,  and  DC201  . 
defibrillator.  Less  than  2 years  old;  all  ii 
excellent  condition.  Inexpensive,  great  a 
1st  system  or  tor  expansion  office 
$16,500.  New;  asking  $11,000.  Cal 
908-233-1444. 


EQUIPMENT  FOR  SALE-Xanar  Am 
bulase  XAM-15  15  watt  C02  laser 
microscope  adaptor,  excellent  condition 
$7500.  Ambulase  smoke  evacuator,  $500 
Call  609-597-6800. 


OFFICE  SPACE-Edison  Medi-Ple> 
Building  opposite  J.F.K.  Hospital,  fully 
equipped,  turn  key.  Rent:  day,  half  day 
night.  Call  908-494-6300. 

OFFICE  SPACE  — Nutlev,  Essex  Coun- 
ty. Orthopedic  office  to  sublet.  Beauti- 
fully appointed  new  complete  suite.  1000 
square  feet,  only  $500/month  inclusive. 
Attractive  location,  modern  building. 
Perfect  for  primary  orthopedic  office  or 
as  a satellite  location.  Address  inquiries 
to  P.O.  Box  204,  Nutley,  NJ  07110. 

OFFICE  SPACE  SHARED- Princeton, 
New  Brunswick.  Lower  your  overhead! 
Furnished  doctor’s  office  available  on  a 
per  session  basis.  $300  per  month  or  a 
weekly  session.  $500  for  full  day  or  2 
sessions.  Route  27  location.  Sparkling 
new.  Call  908-422-9600. 
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MSNJ  NEWSLETTER 


CAPITOL  DAY  ’94 


Members  of  the  Medical  Socie- 
ty of  New  Jersey  (MSNJ)  Com- 
mittee on  Women  in  Medicine 
journeyed  to  the  State  House  in 
Trenton  to  present  the  first  an- 
nual Palma  E.  Formica,  MD, 
Award  to  Governor  Christine 
Todd  Whitman  on  October  24, 
1994 — dubbed  "Capitol  Day  94. 

New  Jersey’s  first  woman  gov- 
ernor used  the  occasion  to 
proclaim  October  as  Women  in 
Medicine  Month  in  New  Jersey. 

The  award  was  named  for 
MSNJ  s first  woman  president, 
Palma  E.  Formica,  MD,  who  is  a 
current  member  of  the  Board  of 
Trustees  of  the  American  Medical 
Association. 

Governor  Whitman  was  hon- 
ored as  an  inspiration  to  women 
and  a champion  of  public  health. 


The  Governor  is  congratulated  by  Dr.  Formica  (left).  Looking  on  (center) 
is  Patricia  G.  Klein,  MD,  who  chairs  the  Committee  on  Women  in 
Medicine.  © Wayne  Hollendonner  and  Denise  Musinski. 


New  Jersey  Senate  President  Donald  DiFraneesco  shares  a 
laugh  with  MSNJ  Council  on  Legislation  Chairman  Bessie  M. 
Sullivan,  MD  (left)  and  MSNJ  legislative  counsel  Clark  W. 
Martin  (right).  With  backs  to  the  camera  are  Dr.  Formica  and 
Assemblywoman  Barbara  Wright.  © Wayne  Hollendonner  and 
Denise  Musinski. 


Palma  E.  Formica,  MD,  the  first  woman  presi- 
dent of  MSNJ,  and  a member  of  the  MSNJ 
Board  of  Trustees.  © Wayne  Hollendonner  and 
Denise  Musinski. 
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MEDICAL  POLICIES  UNDER  MEDICARE 


Pennsylvania  Blue  Shield 
(PBS),  the  Medicare  carrier  for 
New  Jersey,  has  provided  a 
description  of  the  process  used  to 
develop  local  medical  policies. 
PBS  asserts  that  its  process  is  “to 
a very  large  extent,  physician- 
driven.  When  a state  medical 
society  or  other  group  proposes  a 
new  service  for  coverage,  PBS  re- 
searches the  issue  through  a 


Members  of  the  Committee  on 
Women  in  Medicine,  shown  in  the 
Rotunda,  enjoy  a special  tour  of  the 
recently  renovated  State  House. 
© Wayne  Hollendonner  and  Denise 
Musinski. 


Committee  vice-chair  Leah  Z. 
Ziskin,  MD,  MS,  (left)  who  also 
serves  as  New  Jersey  Deputy  Com- 
missioner of  Health,  is  shown  with 
Elissa  A.  Favata,  MD  (right).  Drs. 
Ziskin  and  Favata  co-chaired  the 
MSNJ-sponsored  Women’s  Health 
Conference  and  co-authored  the 
conference  proceedings,  which  were 
reprinted  in  New  JERSEY  MEDICINE 
in  December  1993.  © Wayne 

Hollendonner  and  Denise  Musinski. 


literature  search,  examination  of 
positions  of  professional  associa- 
tions, determination  of  applicable 
federal  policy,  review  of  technolo- 
gy assessments,  and  referral  to 
professional  consultants.  PBS’s 
27-member  Medical  Affairs  Com- 
mittee then  issues  a recommenda- 
tion, which  is  circulated  for  re- 
view and  comment  prior  to  a final 
decision. 
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AUTOMATION  AND  MEDICAID 


In  a possible  reversal  of  policy, 

claims  submission.  The  current 

New  Jersey’s  Medicaid  officials 

Electronic  Media  Claims  incen- 

have  decided  to  discontinue  in- 

tive  amounts  to  five  cents  per 

centive  payments  for  electronic 

claim. 

DEPARTMENT  OF  HEALTH  BUDGET  HEARING 

The  New  Jersey  State  Depart- 

copy  of  the  three-page  listing, 

ment  of  Health  (DOH)  has  com- 

MSNJ  members  may  contact 

piled  a list  of  home  health  agen- 

Marge  Bolling  at  MSNJ,  tele- 

cies,  organized  by  county,  effec- 

phone  609/896-1766,  extension 

tive  September  1994.  To  obtain  a 

248. 

LISTING  OF  HOME  HEALTH  AGENCIES  T 

Greater  openness  in  regulation, 

control,  AIDS,  family  violence, 

and  greater  commitment  to  public 

tuberculosis,  new  infectious  dis- 

health  programs,  were  reeom- 

eases  and  antibiotic-resistant  or- 

mended  by  MSNJ  in  comments 

ganisms,  and  breast  cancer. 

made  to  state  Commissioner  of 

MSNJ  members  may  obtain  a 

Health  Len  Fishman  at  budget 

copy  of  the  comments  from  Addie 

hearings  for  DOH. 

Holden  at  MSNJ,  telephone  609/ 

Public  health  priorities  sug- 

896-1766,  extension  245.  □ 

gested  by  MSNJ  include  tobacco 

WOMEN  IN  MEDICINE  ( 

Applications  are  available  for 

dependent  researchers  are  en- 

1995  M.  Louise  Carpenter 

couraged  to  apply.  The  appli- 

Gloeckner,  MD,  summer  re- 

cation  deadline  is  February  17, 

search  fellowships  at  the  Archives 

1995.  Contact  the  Archives, 

and  Special  Collections  on 

Medical  College  of  Pennsylvania, 

Women  in  Medicine  at  the 

3300  Henry  Ave.,  Philadelphia, 

Medical  College  of  Pennsylvania. 

PA  19129,  or  telephone  215/ 

Undergraduates,  graduate  stu- 

842-7124  for  more  information. 

dents,  medical  students,  and  in- 

MEETINGS  OF  THE 

BOARD  OF  TRUSTEES 

of  the  Medical  Society  of  New  Jersey 

December  IS,  1994- 

January  15,  1995 

February  19,  1995 

March  19,  1995 

April  9,  1 995 

Meetings  of  the  Board  of  Trustees  are  open  to 

all  MSNJ  members. 
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IMPORTANT  BENEFITS  ANNOUNCEMENT  FOR  ALL  MEMBERS  OF  THE 
MEDICAL  SOCIETY  OF  NEW  JERSEY 

NOW  AVAILABLE  up  to  $25,000.00  per  month  DISABILITY  BENEFITS 
ENDORSED  BY  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

— 


IMPORTANT 

★ Non-Smoking  members  SAVE  30% 

★ Guaranteed  renewable  and  non-cancel!able. 

★ Choice  of  benefit  periods  including  lifetime. 

★ Professional  overhead  expense  coverage.  Are  you 
adequately  protected? 

★ Finest  definition  of  disability  providing  full  recognition 
of  over  100  medical  specialties. 

— * 

UNDERWRITTEN  BY: 

The  Paul  Revere  Life 
Insurance  Company 

Worcester,  Mass.  01608 

ADMINISTRATOR: 

MR.  LEONARD  KLAFTER 
1-800-248-7090 

— * 


FEATURES 

★ FULL  lifetime  renewability. 

★ Optional  residual,  COLA.  & future  purchase  guaran- 
tees regardless  of  insurability. 

★ Personal,  highly  professional  service  for  each  mem- 
ber. 


ADMINISTERED  BY: 

International  Underwriters  Agency 
International  Klafter  Company 

3 Executive  Blvd. 

Yonkers,  New  York  10704 

1-800-248-7090 


Learn  how  you  can  obtain  the  finest  disability  coverage  the  industry  offers— and  how  you 
can  save  substantial  premium  costs— send  this  coupon  today! 


International  Underwriters  Agency 
3 Executive  Blvd. 

Yonkers,  N.Y.  10704 
1-800-248-7090 


Attention:  Mr.  Leonard  Klafter,  Administrator,  MSNJ  Disability  Plans 


Please  provide  me  with  the  details  on  Paul  Revere’s  disability  income  benefits 
for  up  to  $25,000.00  per  month.  I am  a member. 


Member’s  Name: 

Address:  Home  □ 

Office  □ 

City:  Phone: 


am  interested  in: 

disability  coverage 

□ 

overhead  expense 

□ 

820 


NEW  JERSEY  MEDICINE 


PROFESSIONAL  LIABILITY 


Venogram  complication.  After 
experiencing  a fall,  a woman 
about  age  50  sustained  a 
hematoma  that  did  not  respond  to 
treatment.  The  patient  was  ad- 
mitted by  an  internist,  who  or- 
dered a venogram  to  rule  out  a 
deep  vein  thrombosis  in  the  calf. 

During  the  procedure,  a sub- 
stantial quantity  of  contrast  dye 
was  extravasated  through  the 
dorsum  of  the  foot.  The  test  was 
suspended,  although  by  this  point 
a negative  result  was  obtained. 

Following  the  procedure  the 
patient  brought  a malpractice  ac- 
tion against  the  internist  and  the 
radiologist  who  performed  the 
venogram.  The  plaintiff  related 
that  she  subsequently  suffered  an 
ulceration  that  required  a skin 


graft  procedure.  She  further  as- 
serted that  she  experienced  tem- 
porary back  pain  and  altered  gait, 
and  permanent  searrring  and  dis- 
comfort. 

In  the  plaintiff  ’s  view  the  large 
quantity  of  extravasated  dye 
reflected  negligence  on  the  part 
of  the  radiologist.  She  also  main- 
tained that  the  procedure  was  un- 
dertaken without  her  informed 
consent  because  she  claimed  she 
was  handed  and  signed  the  con- 
sent form  only  while  she  was 
already  on  her  back  just  before 
the  test  commenced,  and  because 
the  form  was  incomplete  and  she 
was  not  advised  of  the  alternative 
approaches,  such  as  sonography, 
which  a reasonable  patient  would 
have  chosen. 


Moreover,  said  the  plaintiff, 
before  discharge  the  physicians 
should  have  treated  the  extravasa- 
tion with  injections  of  steroids 
and/or  saline  solution  to  reduce 
the  probability  of  ulceration.  The 
defendants  responded  that  such 
action  was  not  indicated,  because 
it  could  distribute  the  contrast 
material  across  a wider  area. 

The  jury  found  for  the  internist 
and  radiologist  on  the  negligence 
counts,  but  found  against  the 
radiologist  on  the  issue  of  in- 
formed consent.  The  jury  award- 
ed $120,000  to  the  plaintiff  and 
$12,500  to  the  plaintiff  ’s  hus- 
band. 


Obtaining  informed  consent. 

Specialty  Reporter,  a publication 
of  the  Medical  Inter-Insurance 
Exchange  (MIIX),  recently  re- 
ported a study  of  1,000  closed 
malpractice  cases  involving  in- 
formed consent  claims  against 
MIIX  insureds.  Conclusions  in- 
clude the  following: 

New  Jersey  physicians  should 
disclose  to  patients  all  common 
risks  and  risks  that  entail  serious 
consequences  — those  adverse 

consequences,  in  other  words, 
which  “the  average,  reasonable 
patient  would  consider  material  to 

Physicians  not  liable  under 
EMTALA.  In  Florida,  a federal 
district  court  has  ruled  that  in- 
dividual physicians  are  not  liable 
under  the  federal  Emergency 
Medical  Treatment  and  Active 
Labor  Act  (EMTALA),  which 
prohibits  “dumping’  of  indigent 
patients  who  present  at  hospital 
emergency  departments.  The  case 
was  summarized  in  The  Citation. 


the  decision  of  whether  or  not  to 
undergo  the  treatment.” 

In  addition,  say  the  MIIX 
analysts,  physicians  should 
describe  all  appropriate  options, 
presenting  the  risks  associated 
with  each  alternative.  This  dis- 
cussion should  be  documented  in 
the  record.  In  this  way,  and  only 
this  way,  does  the  physician  con- 
struct a defense  against  a claim 
that  any  complication  of  treat- 
ment—whether  negligently 
caused  or  not — resulted  from  the 
lack  of  informed  consent  and 
gives  rise  to  physician  liability. 


In  the  Florida  case,  a patient 
accidentally  dropped  a set  of  free 
weights  on  his  abdomen,  causing 
pain,  difficulty  in  breathing,  and 
vomiting  of  blood.  Four  times 
within  approximately  24  hours  he 
presented  to  a hospital  emergen- 
cy department.  The  first  time  he 
was  refused  admission.  The 
second  time  he  was  refused  ad- 
mission and  referred  to  another 


The  MIIX  reporter  further  ad- 
vises physicians  to  educate  pa- 
tients about  side  effects  of 
prescribed  medications.  Physi- 
cians in  New  Jersey,  says  MIIX, 
should  avoid  relying  on  broadly 
worded  informed  consent  forms 
that  do  not  specifically  describe 
alternatives  that  may  be  chosen 
while  surgery  already  is  in 
progress.  And,  physicians  should 
avoid  “ghost  surgery,”  under 
which  the  procedure  is  performed 
by  someone  other  than  the 
surgeon  named  in  the  form. 


hospital.  The  third  time  he  was 
treated  and  discharged.  The 
fourth  time  he  was  transferred  to 
another  hospital  for  surgery. 

Eight  days  after  the  accident, 
following  surgery,  the  patient  ex- 
perienced cardiac  arrest  leading 
to  an  anoxic  brain  injury.  One 
month  later  he  died.  An  action 
under  EMTALA  was  brought  by 
the  decedent’s  mother  against  the 
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first  hospital  and  two  physicians 
who  treated  the  patient  there. 
Responding  to  motions  filed  by 


HEALTH  CARE  FINANCING 


Prescription  drug  fraud.  A 

special  fraud  alert  on  the  market- 
ing of  prescription  drugs  has  been 
issued  by  the  Office  of  Inspector 
General  of  the  U.S.  Department 
of  Health  and  Human  Services, 
reports  the  Roseland  law  firm  of 
Brach,  Eichler. 

Now  considered  fraudulent  are 
the  following  activities:  "product 
conversion,”  under  which  phar- 
maceutical manufacturers  reward 
pharmacies  for  persuading  physi- 
cians to  use  the  manufacturer’s 
products;  “frequent  flier  pro- 


the  defendants,  the  trial  court 
held  that  EMTALA  claims  could 
not  be  brought  against  the  phvsi- 

grams,  under  which  the  manufac- 
turers provide  physicians  with  air- 
line volume  discounts  for  report- 
ing on  patients  for  whom  the 
manufacturer’s  products  are  pre- 
scribed; and  bogus  "research 
grants,”  in  which  physicians  are 
paid  for  minimal  recordkeeping 
on  patients  who  have  been  receiv- 
ing medications  only  ostensibly 
for  clinical  research  purposes. 

The  inspector  general  also  has 
warned  against  physician  receipt 
of  benefits  for  prescribing  certain 
products,  or  for  participating  in 


cians,  and  allowed  the  claim 
against  the  hospital  to  go  forward 


drug  studies  of  questionable 
scientific  value. 

In  the  case  of  Medicaid  reim  , 
bursement,  notes  the  law  firm 
the  Third  U.S.  Circuit  Court  oi 
Appeal — whose  jurisdiction  in- 
cludes New  Jersey — has  held  thai 
physicians  could  be  subject  to 
criminal  prosecution  under  the 
federal  anti-kickback  law  for  ac- 
cepting such  payments  that  actu- 
ally are  made  to  induce  physi- 
cians to  prescribe  Medicaid-cov- 
ered drugs.  Medicare  reimburse- 
ment also  is  affected  by  the  law. 


MALPRACTICE  POLICY  DEVELOPMENTS 


Fewer  losses.  Medical  malprac- 
tice underwriting  losses  appear  to 
be  riding  a roller  coaster  that  just 
dipped,  judging  by  a recent  re- 
port of  A.M.  Best  Company.  The 
report,  summarized  in  Medical 
Liability  Monitor,  shows  that  in 
1993  losses  declined  a whopping 
68  percent  to  $366  million. 


However,  in  1992  losses  rose 
enormously,  and  the  1993  figure, 
says  Best,  “is  still  more  than  twice 
that  for  1991. 

New  hospital  pricing  ap- 
proach. The  nation’s  largest 
medical  malpractice  insurer,  St. 
Paul  Fire  and  Marine  Insurance 
Company,  has  devised  a new 


system  for  pricing  hospital  liabili- 
ty premiums.  Named  AccuSys- 
tem,  the  new  method  is  based  on 
case  mix  instead  of  occupied 
beds.  □ James  E.  George,  MD, 
JD;  and  Neil  E.  Weisfeld,  JD, 
MSHyg 
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snoring/sleep  apnea 


...Your  patient  could  be  exhibiting  symptoms 
indicating  a sleep  disorder.  We  can  help. 

The  Sleep  Disorders  Institute  staff  includes 
physicians  certified  by  the  American  Board  of 
Sleep  Medicine.  With  locations  throughout  the 
state,  the  center  offers  immediate  access  for 
competent,  experienced  sleep  diagnostics 
services. 

The  Sleep  Disorders  Institute  has  successfully 
worked  with  hundreds  of  referring  physicians, 
by  offering. . . 


fatigue/poor  sleep  quality 


insomnia/nighttime  myoclonus 


Professionalism:  For  over  a decade, 
our  staff  has  treated  thousands  of  patients  with 
sleep  disorders  — each  with  the  courtesy  and 
competence  you  would  expect  in  your 
own  office. 

iiciency:  State-of-the-art  evaluation  tech- 
niques, including  our  home-like  overnight 
testing  center  and  in-home  testing  services.  We 
put  patients  back  in  your  care  in  the  shortest 
possible  time. 

Scheduling  is  usually  possible  within 
24  hours;  a telephone  report  to  the  referring 
physician  follows  a day  after  the  evaluation;  full 
written  reports  via  fax,  by  hand  or  regular  mail 
as  requested. 


narcolepsy  and  more... 


For  further  information  regarding  the  Sleep 
Disorders  Institute,  call  our  patient  care 
coordinator  today:  1-800-327-5337. 


Now  a Medicare  Participating  Facility! 


TheSleep  Disorders  Institute  is  a Medicare 
participating  facility  and  accepts  assignment 
for  all  medicare  patients.  In  addition,  services 
are  reimbursed  by  all  commercial  carriers  and 
a vast  majority  ofHMO  and  managed  health 
care  programs. 

Sleep 
f Disorders 
Institute 


LETTERS  AND  VIEWPOINTS 


A NEW  MEDICAL  PLAN 


The  July  issue  of  NEW  JERSEY 
Medicine  was  devoted  to 
numerous  articles  that  discussed 
various  aspects  of  the  health  plan 
submitted  to  Congress  by  the 
president,  but  none  questioned  its 
basic  premises. 

I am  appalled  that  no  signifi- 
cant (or  even  insignificant) 
alternatives  have  been  proposed 
by  any  of  the  50  medical  societies 
or  members  of  Congress.  The 
public  appears  stunned  as  if  by  a 
bright  light.  Everybody  seems  to 
be  hewing  to  a party  line  that 
attends  only  to  the  financing  of  a 
health  plan  rather  than  an  original 
approach.  All  plans  to  date  em- 
power industry,  insurers,  and 
hospitals,  and  throw  patients  into 
the  arms  of  these  predators.  Doc- 
tors are  being  steamrollered  by 
overwhelming  political  forces. 
The  medical  profession  has  been 
pre-empted.  However,  by  propos- 
ing a bold  and  innovative  program 
we  might  be  able  to  change  the 
course  of  things.  We  must  reclaim 
our  profession.  Toward  that  end 
I propose  the  following: 

1.  Call  it  a medical  plan,  not  a 
health  plan. 

2.  Re-establish,  at  least  tempo- 
rarily, wards  and  clinics  to  care 
for  the  medically  indigent.  This 
will  satisfy  the  president’s  goal  of 
universal  coverage  and  give 


physicians  time  to  craft  a proper 
medical  care  system. 

3.  Create  a two-tier  system, 
one  private  and  one  public.  The 
private  system  will  be  comprised 
of  doctors  who  want  to  pursue 
their  careers  in  the  private  sector, 
as  well  as  chiropractic,  podiatry, 
and  other  complementary  sys- 
tems. The  public  system  will  be 
composed  of  salaried  doctors.  The 
medical  profession  will  agree  to 
this  in  return  for  the  privilege  of 
running  its  own  profession.  (By 
the  year  2000,  almost  all  doctors 
will  be  on  salary,  but  instead  of 
running  their  own  affairs,  they 
will  be  indentured  to  corporate 
conglomerates.) 

4.  Hospitals  will  be  on  stipend. 

5.  There  will  be  a single  payer, 
nothing  more  than  a clear- 
inghouse to  take  money  in  and 
disburse  it.  Disbursing  salaries 
and  stipends  is  simple,  and 
eliminates  bureaucratic  adminis- 
tration of  funds,  as  well  as 
procedure  and  service  codes.  Pa- 
tients will  be  able  to  walk  in  and 
out  of  doctors’  offices  and 
hospitals  with  no  out-of-pocket 
expenses.  There  will  be  no  bill- 
ing. There  will  be  no  card-carry- 
ing consumers. 

6.  Malpractice  problems  will 
be  sent  to  arbitration.  Awards  will 
be  granted  on  the  basis  of  disabili- 


ty rather  than  on  the  basis  of  pair 
and  suffering. 

7.  Repeal  the  Kefauver-Harri; 
amendment  that  requires  new 
drugs  to  be  proved  effective  as 
well  as  safe.  This  will  drastically 
lower  the  cost  of  new  drugs. 

This  outline  should  be  con- 1 
sidered,  criticized,  debated,  anc 
fleshed  out.  It  is  a plan  that  may 
represent  the  last  chance  for  doc- 
tors to  retain  any  degree  of  auton- 
omy, and  the  independence  that 
has  been  eroding  during  the  past 
50  years. 

This  plan  will  save  $200  billion 
in  direct  costs  and  incalculably 
more  in  indirect  costs.  □ Charles 
Harris,  MD 

Editor’s  note:  This  is  a brief 
summary  of  a plan  submitted  in 
much  more  detail  by  Dr.  Harris. 
It  is  not  being  endorsed  by  the 
Medical  Society  of  New  Jersey  or 
by  me.  It  envisions  a radical 
change  in  the  practice  of 
medicine.  It  bears  no  re- 
semblance to  any  of  the  myriad  of 
plans  developed  by  doctors, 
lawyers,  economists,  legislators, 
insurers,  and  others.  Additional 
details  can  be  supplied.  Most  of 
all,  I hope  you  will  respond  to  the 
various  items,  singly  or  collective- 
ly. □ Howard  D.  Slobodien,  MD, 
Editor-in-Chief 


UNRECOGNIZED  MEDICAL  HISTORY 


It  will  be  apparent  why  the 
unique  events  in  the  book,  Con- 
science and  Courage,  by  Eva 
Fogelman,  PhD,  are  worth  re- 
cording in  a medical  journal.  We 
know  of  physician  pioneers  who 
infected  themselves  in  order  to 
study  a disease  or  inserted  a 
catheter  into  their  own  hearts  to 
prove  it  feasible. 

In  this  new  book,  there  is  a 
description  of  a rescuer  in  World 
War  II  who,  having  risked  his  life 


to  shelter  Jews,  infected  himself 
to  seek  a cure  of  one  of  them.  On 
page  70  of  Conscience  and 
Courage  it  states,  “People  in  hid- 
ing got  sick  and  it  sometimes  re- 
quired what  seemed  like  crazy  ac- 
tions to  get  them  well.  You  could 
not  call  in  a doctor  to  help  a sick 
Jew.  And  you  could  not  bury  one 
who  died — that  person  was  not 
suppose  to  exist.  In  1942, 
Wladyslaw  Misiuna,  a teenager 
from  Radom,  Poland,  was  re- 


cruited by  the  Germans  to  help 
inmates  at  the  Fila  Majdanek  con- 
centration camp  start  a rabbit 
farm  to  supply  furs  for  soldiers  at 
the  Russian  front.  Misiuna  felt 
responsible  for  the  30  young 
women  he  supervised.  He  stuffed 
his  coat  pockets  with  bread,  milk, 
carrots,  and  pilfered  potatoes  and 
smuggled  the  food  to  them.  But 
one  day  one  of  his  workers,  De- 
von* Salzberg,  contracted  a 
mysterious  infection.  Misiuna  was 
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beside  himself.  He  knew  if  the 
Germans  discovered  the  open 
lesions  on  her  arms  they  would 
kill  her.  He  had  to  cure  her,  but 
how?  He  took  the  simplest  route. 
He  infected  himself  with  her 
blood  and  went  to  a doctor  in 
town.  The  doctor  prescribed  a 
medication,  which  Misiuna  then 
shared  with  Salzberg.  Both  were 
cured,  and  survived  the  war. 

This  book  narrates  the  lives  of 
numerous,  little-known  coura- 
geous rescuers,  and  analyzes  the 


transformation  from  awareness  to 
action  that  made  these  people  risk 
their  lives  voluntarily. 

Dr.  Fogelman  is  a psycho- 
therapist, social  psychologist,  and 
film  maker.  She  is  a senior  re- 
search fellow  at  the  Center  for 
Social  Research  at  the  Graduate 
Center  of  the  City  University  of 
New  York.  Dr.  Fogelman  is  a 
founding  director  of  the  Jewish 
Foundation  for  Christian 
Rescuers,  a project  of  the  Anti- 
Defamation  League. 


POSTMARKETING  DRUG  SURVEILLANCE 


After  a drug  is  approved  by  the 
Food  and  Drug  Administration 
(FDA),  each  company  is  required 
to  establish  some  form  of  post- 
marketing surveillance.  This  is  in- 
tended to  expose  subtle  drug-re- 
lated problems  not  observed  in 
premarket  testing.  Collecting  data 
on  suspected  adverse  drug  reac- 
tions is  extremely  important  once 
a drug  has  FDA  approval.  A 
drug’s  true  safety  profile  (adverse 
drug  reactions  [ADRs]  and  drug 
interactions)  may  not  be  known 
for  several  months  to  years  after 
FDA  approval. 

Preapproval  trials  have  several 
limitations  when  it  comes  to  de- 
tecting adverse  effects.  These  in- 
clude small  sample  size,  inclusion 
and  exclusion  criteria,  and  short 
study  duration. 

Sample  size  is  a major  limita- 
tion. Most  premarket  studies 
enroll  few  patients,  at  most,  3,000 
to  5,000  patients  may  have  re- 
ceived the  drug.  If  a reaction  is 
rare,  but  serious  (1  in  5,000),  it 
is  easy  to  understand  how  adverse 
effects  may  not  be  detected  until 
a drug  is  used  in  the  general 
population. 

Because  studies  are  performed 
in  selected  populations  (usually 
the  young  to  middle-aged  healthy 
adult  male),  there  is  a lack  of  safe- 
ty data  in  children,  pregnant 
females,  and  the  elderly.  Geriatric 
and  pediatric  patients  represent  a 
special  problem.  Changes  in  body 
composition  and  organ  function 
lead  to  changes  in  drug  distribu- 
tion, clearance,  and  effect.  These 


changes  predispose  patients  to 
adverse  reactions  that  are  ex- 
tensions of  a drug  s pharma- 
cology. In  addition,  most  of  the 
premarket  safety  studies  are 
performed  in  healthy  individuals, 
not  those  with  the  medical 
problems  for  which  the  drug  is  to 
be  used. 

Increasing  the  risk  of  side  ef- 
fects in  the  elderly  and  all  pa- 
tients is  “polypharmacy.’  Most 
studies  exclude  patients  on  multi- 
ple drugs;  however,  in  “real  life” 
this  exclusion  rarely  occurs.  In 
real  life,  patients  are  on  multiple 
drugs  and  instead  of  discontinu- 
ing drugs,  often  drugs  are  pre- 
scribed to  treat  side  effects. 

Short  study  duration  (weeks  to 
months)  prevents  the  detection  of 
ADRs  that  occur  with  prolonged 
drug  use.  Many  drugs  are  “in- 
dicated for  the  short-term  treat- 
ment of  a disease;  how  often  do 
we  discontinue  an  efficacious 
drug  because  no  data  exist  on  its 
long-term  safety? 

Because  safety  data  are  limited 
prior  to  FDA  approval  of  a drug, 
the  Joint  Commission  on  Ac- 
creditation of  Health  Care  Or- 
ganizations (JCAHCO)  requires 
hospitals  to  have  procedures  for 
the  reporting  of  suspected  ADRs. 
Since  1962,  as  part  of  “postmar- 
keting surveillance,’  the  FDA  has 
coordinated  a national  ADR  re- 
porting program  called  Med 
Watch.  Unfortunately  many 
health  care  providers  view  this  as 
a “paperwork  requirement  and 
do  not  realize  the  importance  and 


Perhaps  this  letter  appears  to 
be  an  abbreviated  book  review.  It 
is  intended  to  record  an  event 
unique  in  medical  history,  worthy 
of  commendation  as  an  act  of  the 
human  spirit.  As  such,  it  has  no 
narrow  boundaries.  We  are  hon- 
ored to  have  this  event  re- 
membered in  these  pages.  □ 
Morris  Soled,  MD 


benefit  of  such  a program.  All 
health  care  personnel  are  asked  to 
inform  the  FDA  about  ADRs 
their  patients’  experience. 

The  FDA  uses  individual  ADR 
reports  to  look  for  trends  in 
ADRs.  While  an  individual  case 
report  about  an  ADR  may  seem 
insignificant,  the  report  actually  is 
very  important  with  respect  to 
data  trending  and  determining 
the  true  causal  relationship  be- 
tween a drug  and  an  adverse  ef- 
fect. For  example,  in  1992  after 
only  three  months  of  marketing 
reports  of  temafloxacin,  ADRs  led 
to  the  removal  of  this  drug  from 
the  market.  Terfenadine  (Sel- 
dane®),  after  being  commercially 
available  for  several  years,  recent- 
ly received  a Uoxed  warning 
with  respect  to  the  development 
of  arrhythmias  when  this  drug 
was  used  in  combination  with 
ketoconazole  and  erythromycin. 
The  most  recent  example  dem- 
onstrating the  need  for  postmar- 
keting surveillance  is  felbatol.  On 
August  1,  a warning  was  sent  to 
physicians  concerning  ten  case 
reports  of  aplastic  anemia  as- 
sociated with  felbatol  use. 

Many  other  examples  can  be 
cited;  however,  the  important 
thing  to  remember  is  that  a single 
ease  report  is  important  because 
it  is  used  with  other  ease  reports 
to  determine  trends  in  ADRs.  The 
data  from  these  trends  are  used 
to  update  product  labeling  and 
define  drug  interactions,  popula- 
tions at  risk,  and  special  monitor- 
ing parameters. 
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While  JCAHCO  requires  that 
hospitals  have  an  ADR  reporting 
program,  they  do  not  define  what 
an  ADR  is;  each  hospital  can 
establish  its  own  definition.  Med 
Watch  suggests  using  a broad  de- 
finition: “Any  undesirable  ex- 

perience associated  with  the  use 
of  a medicinal  product  in  a pa- 
tient. The  FDA,  in  its  full  defini- 
tion, has  included  adverse  effects 
associated  with  a drug  overdose. 

Physicians  are  in  an  excellent 
position  to  report  suspected 
ADRs  in  accordance  with  their 
hospital  policy  and  to  the  FDA. 
It  is  through  reporting  of  ADRs 
that  we  can  fully  develop  the  risk- 
to-benefit  ratio  of  any  therapy. 

When  trying  to  determine  if  a 
specific  drug  caused  a specific 
problem,  health  care  professionals 
often  review  the  product  informa- 
tion provided  by  a company.  Un- 
fortunately, this  information  from 
Physicians’  Desk  Reference  is 
limited  in  scope  and  may  not  con- 


tain detailed  information  in  decid- 
ing if  a drug  is  associated  with  a 
specific  patient  problem. 

Aside  from  assisting  with  the 
management  of  a poisoned  pa- 
tient, the  New  Jersey  Poison  In- 
formation and  Education  System 
(NJPIES)  also  is  a full  service 
drug  information  center,  and  is 
available  to  provide  health  care 
professionals  with  information 
about  ADRs  even  when  not  as- 
sociated with  an  overdose. 

The  goal  of  the  Drug  Informa- 
tion Service  is  to  provide  ac- 
curate, unbiased,  factual  informa- 
tion, in  response  to  patient-or- 
iented drug  problems.  NJPIES 
can  provide  information  unrelated 
to  poisonings,  information  about 
adverse  drug  reactions,  drug  in- 
teractions, drug  dosing  for  pa- 
tients with  renal  failure  or  under- 
going dialysis,  identifying  a drug 
(foreign  or  domestic),  determin- 
ing if  a drug  passes  into  breast 


milk,  and  information  about  drugs 
used  for  unapproved  indications. 

To  assist  in  answering  drug  in-, 
formation  questions,  NJPIES  uti- 
lizes many  current  reference 
sources,  including  on-line  com- 
puter services  and  abstracting 
services.  NJPIES  has  specialized 
textbooks  and  computer  programs 
on  drug  interactions,  adverse 
drug  reactions,  drug  dosing  in 
renal  failure,  and  foreign  drug 
identification. 

NJPIES  staff  members  are 
available  24  hours  a day,  seven 
days  a week  to  assist  physicians 
with  drug  information  needs. 
NJPIES  prefers  to  receive 
nonemergency  calls  Monday  to 
Friday  from  8 AM.  to  5 P.M. 
Emergency  drug  information  re- 
quests and  poison  information 
calls  should  be  telephoned  at  any 
time.  All  requests  for  information 
should  be  directed  to  800/ 
962-1253.  □ Bruce  Ruck 
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Don't  Buy  Medical  Practice  & Office  Management 


Automation  Until  You  Have  Talked  to  Us, 
The  #1  Specialist  In  The  Region 


ARE  YOU  COLLECTING  ALL  THE 
MONEY  YOU’VE  EARNED? 

The  solution  is: 

'The  System"  by  MEDIX 

* ELECTRONIC  SUBMISSION  OF  CLAIMS  TO  MOST  CARRIERS 
- PROFILE  TRACKING  OF  INSURANCE  COMPANY  PAYMENTS 
- CLEAR  STATEMENTS  SHOWING  PATIENT  PORTION  DUE 
VS.  INSURANCE  PORTION  DUE 


P.O.  Box  10079  • Newark,  N.J.  07101-3079 
Call  201-648-0008  Ext.  181 


IBM  is  a registered  trademark  of  the 
International  Business  Machines  Corporation 
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Beautiful  Si 


Naples  Florida 

Nestled  by  the  aquamarine  waters 
of  the  Gulf  of  Mexico 


♦Waterfront  condominiums  with  panoramic 
Gulf  and  Bay  vistas. 

♦ Mediterranean  villas  with  private  pools  and 
lush  tropical  courtyards. 

♦ Golf  course  retreats  featuring  villas,  patio  homes 
and  condominiums. 

A quiet,  upscale  community  with  that  special 
ambiance  you  abcays  wanted. 

The  Ufestyle  many  of  your  colleagues 
have  already  discovered! 


Realtor  Associate® 

Your  source  for  Buying,  Selling, 
Leasing  and  Investing  in  Naples 

Naples  Realty  Services 

4099  Tamiami  Trail  N. 

Naples,  Florida  SS940 


800-867-4888 


Q)em  Qhmim'. 

3!et  aMi&l  you  m : 

Understanding  federal  and  state  laws  affecting  physicians'  practices, 
reimbursement,  laboratories  and  joint  ventures; 

Developing  managed  care  agreements  with  IPAs,  PPOs,  HMOs,  and  Commercial 
Insurers; 

Representation  before  the  Board  of  Medical  Examiners,  other  state  and  federal 
agencies  and  in  medical  staff  disputes; 

Negotiations  for  the  sale  of  your  medical  practice,  investment  interests,  and 
counseling  on  fraud  and  abuse  problems. 

'fiieixfaua  ifJamfmftme,  rr.fo. 

COUNSELORS  AT  LAW 
(908)  789-7977  (908)  789-9699  Fax 

A member  of  the  American  Medical  Association  Doctors  Advisory  Network 
Charter  Member  of  the  American  Association  of  Physician/Hospital  Organizations 
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MEDIBASE  PLUS  - VERSION  5.06 

THE  COMPLETE  PRACTICE  MANAGEMENT 
COMPUTER  SOFTWARE 

INCLUDES  DIRECT  TO  MEDICARE 
ELECTRONIC  CLAIMS  SUBMISSION 
WITHOUT  A TRANSACTION  CHARGE 


SINGLE  USER  VERSION:  $1,495.00 
MULTI-USER  VERSION:  $2,495.00 


ON-SITE  TRAINING  IS  INCLUDED  AT  NO 

ADDITIONAL  COST 


MENTION  THIS  ADVERTISEMENT, 
PURCHASE  BEFORE  12/3 1/94  & 
RECEIVE  A $200.00  DISCOUNT! 


SUPPORT  FOR  MEDICARE,  PRIVATE 
INSURERS,  HMO’S,  PPO’S,  AND 

MEDICAID 


MEDIBASE,  INC.,  753  BERGEN  BOULEVARD, 
RIDGEFIELD,  NJ  07657 
(201)  313-1700 
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EDITOR  S DESK 


ANOMIE 


We  have  written  previously 
about  important  dates  in  De- 
cember. Three  years  ago,  we 
noted  the  50th  anniversary  of  the 
“date  that  shall  live  in  infamy” — 
the  bombing  of  the  United  States 
fleet  at  Pearl  Harbor  by  the 
Japanese. 

Many  other  December  dates 
are  noteworthy.  December  15  is 
Bill  of  Rights  Day,  celebrating  the 
ratification  of  the  first  ten  amend- 
ments to  the  Constitution  by  the 
necessary  three-fourths  of  the 
states.  The  Federal  Convention 
had  submitted  the  Constitution  to 
Congress  in  September  1787.  It 
was  considered  an  imperfect 
document  that  incorporated  com- 
promises; nevertheless,  it  was 
sent  to  the  individual  states  for 
their  consideration  without  any 
recommendations  pro  or  con. 
Even  as  Massachusetts  was  ap- 
proving the  Constitution,  its  con- 
vention members  instructed  its 
congressional  representatives  to 
obtain  the  passage  of  nine  amend- 
ments that  “would  remove  the 
fears  and  quiet  the  apprehensions 
of  many  of  the  good  people  of  this 
commonwealth  and  more  effec- 
tually guard  against  an  undue  ad- 
ministration of  the  Federal  Gov- 
ernment. 

The  Constitution  was  ratified  in 
June  1788,  when  New  Hampshire 
gave  approval  and  also  added  its 
recommendations  for  amend- 
ments to  those  suggested  by 
Massachusetts  and  other  states. 
James  Madison  took  the  lead  and 
introduced  his  proposals  in  1789; 
they  were  derived  mainly  from 
the  statements  of  rights  in  states 
constitutions,  especially  that  of 
his  home  state,  Virginia.  After 
much  debate  and  a compromise 
settlement  between  the  House  of 
Representatives  and  the  Senate, 
12  amendments  were  sent  to  the 
states.  Ten  amendments  were 


Howard  D.  Slobodien,  MD 

ratified.  Since  December  1791, 
they  have  been  the  protector  of 
our  liberties  and  the  source  of 
unending  debate  by  lawyers  of  all 
types. 

Other  December  dates  also  are 
of  historic  interest.  We  should 
commemorate  the  anniversary  of 
the  Boston  Tea  Party  on  De- 
cember 16,  1773.  And  we  must 
certainly  celebrate  George  Wash- 
ington’s crossing  of  the  Delaware 
and  the  Battle  of  Trenton  on  De- 
cember 26,  1776. 

But  the  event  that  most  cap- 
tures my  thoughts  is  the  Battle  of 
the  Bulge,  which  developed  50 
years  ago  this  month.  Just  as  Pearl 
Harbor  signified  the  beginning  of 
our  involvement  in  World  War  II, 
the  Battle  of  the  Bulge  signified 
the  beginning  of  the  end  of  the 
European  aspect  of  that  war.  It 
was  Adolph  Hitler’s  last  gamble. 

Operation  Herbstnebel  (Au- 
tumn Fog)  was  planned  by  Hit- 
ler at  meetings  on  December  11 
and  December  12,  1944,  at  the 
Eagle’s  Nest  in  Bavaria  and  was 
designed  to  strike  in  the 


Ardennes,  where  Allied  troops 
were  stretched  thin.  There  were 
to  be  20  divisions,  later  increased 
to  25,  of  the  5th  and  6th  Panzer 
Armies  and  the  7th  (infan  try) 
Army.  They  were  led  by  Field 
Marshal  Gerd  von  Runstedt, 
whose  initial  objections  to  the 
plan  were  defused.  On  December 
15,  he  declared,  “Soldiers  of  the 
West  Front,  your  great  hour  has 
struck.  Everything  is  at  stake.’’  At 
dawn  of  the  following  day, 
250,000  of  Germany’s  best  troops 
struck  along  a 70-mile  front, 
mainly  against  the  V and  VIII 
Corps  of  General  Bradley’s  12th 
Army  group. 

Supplementing  Operation 
Herbstnebel  was  Operation  Greif, 
in  which  Germans  disguised  as 
GIs  and  specially  trained  for  the 
task  were  to  penetrate  Allied 
lines,  obtain  information,  sabotage 
troops,  bridges,  and  material,  and 
generally  create  havoc.  After  an 
initial  success,  the  overall  effort 
failed  after  a German  officer  car- 
rying plans  for  the  operation  was 
captured.  In  addition  to  pass- 
words, unfamiliar  military  person- 
nel were  challenged  by  quizzes, 
including  references  to  state 
capitals  and  to  personal  knowl- 
edge about  movie  stars.  The 
ersatz  “American  soldiers  failed 
the  tests. 

Although  both  German  opera- 
tions failed.  Autumn  Fog  almost 
achieved  its  objectives.  The 
German  troops  were  supported 
by  a panzer  brigade  operating 
with  captured  American  equip- 
ment and  a relatively  large  air 
force.  They  also  were  instructed 
to  be  ruthless  and  cruel;  as  a con- 
sequence, United  States  prisoners 
of  war  were  later  murdered  in  a 
mass  slaughter. 

A gap  of  45  miles  was  created 
in  the  Allied  lines.  Bradley’s  left 
and  right  flanks  held  firm,  but 
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were  separated  from  the  middle. 
Foggy  weather,  preventing  Allied 
air  support,  worked  to  our  disad- 
vantage. Although  many  units 
contributed  heroically  to  the 
blunting  of  the  German  attack, 
the  United  States  101st  Airborne 
Division  earned  everlasting  fame 
by  holding  fast  at  Bastogne  for 
five  days,  although  completely 
surrounded  by  overwhelming 
numbers.  This  is  where  General 
McAuliffe  insured  his  place  in 
military  annals  by  answering 
“Nuts!  to  the  German  com- 
mander’s call  for  surrender. 

Despite  substantial  losses,  the 
Allies,  with  the  aid  of  better 
weather,  air  superiority,  and  rapid 
deployment  of  reinforcements, 
scored  a convincing  victory  and 
halted  the  German  attack  by  De- 
cember 26.  In  its  penetration  of 
over  60  miles,  the  Wehrmacht 
suffered  at  least  120,000  major 
casualties  and  no  longer  could  be 
considered  a major  military  force. 
The  end  was  only  a few  months 
away. 

Wars  beget  violence,  by 
necessity,  even  though  much  of 
the  violence,  against  both  military 
and  civilian  populations,  is  a trav- 
esty and  inimical  to  the  morals 
and  codes  of  most  civilized 
societies.  Violence,  unhappily,  is 
not  restricted  to  wartime  ac- 
tivities; it  is  an  increasing  prob- 
lem in  many  countries;  ours,  un- 
fortunately, is  a prime  example. 
The  National  Crime  Victimization 
Survey  reported  a 5.6  percent  in- 
crease in  violent  crimes  in  the 
United  States  in  1993,  to  10.9 
million.  The  survey  also  showed 


a 1.7  percent  increase  in  personal 
and  household  crimes,  to  43.6 
million.  Violence  assumes  many 
forms,  being  protean  in  its 
manifestations.  It  is  overt  and  hid- 
den. It  is  sensational  and  subtle. 
It  is  widely  publicized  and  it  re- 
mains concealed.  Its  causes  are 
many;  cures  are  problematic.  But 
it  is  here. 

Violence,  according  to  the  Ox- 
ford English  Dictionary  (OED), 
refers  to  “the  exercise  of  physical 
force  so  as  to  inflict  injury  on,  or 
cause  damage  to,  persons  and 
property;  action  or  conduct 
characterized  by  this;  treatment 
or  usage  tending  to  cause  bodily 
injury  or  forcibly  interfering  with 
personal  freedom.’’ 

Even  greater  understanding 
can  be  gleaned  by  consideration 
of  the  word  “violate,”  from  the 
same  etymologic  source,  and  de- 
scribed by  the  OED  as  “charac- 
terized by  impurity  or  defile- 
ment”; meaning  “to  break,  im- 
pinge or  transgress  unjustifiably; 
to  fail  to  keep  or  observe:  an  oath 
or  promise,  a law,  commandment, 
or  rule;  to  ravish  or  outrage  a 
woman;  to  do  violence  to;  to  des- 
ecrate, dishonor,  profane,  or  de- 
file; to  damage  or  injure  by  vio- 
lence.’ 

The  Bill  of  Rights  is  a noble 
protector  of  life,  liberty,  and 
property  and  designed  to  aid  the 
pursuit  of  happiness.  But  it  does 
not  protect  us  from  aggression  by 
foreign  nations  and  sometimes  by 
our  own  government,  in  times  of 
war.  It  certainly  cannot  protect  us 
against  individual,  personal  dep- 
redations. Other,  more  specific 


and  contemporary,  measures  are 
needed.  Of  course,  first  we  must 
recognize  and  understand  the 
problems  of  violence.  We  hope 
this  special  issue  of  NEW  JERSEY 
MEDICINE,  under  the  direction  of 
guest  editor  Alan  J.  Lippman, 
MD,  the  first  of  two  on  this 
enormously  complex  subject,  will 
prove  of  value. 

Once  again,  I thank  the  Com- 
mittee on  Publication,  the  Edi- 
torial Board,  independent  re- 
viewers and  consultants,  the  staff 
of  New  Jersey  Medicine  and  of 
MSNJ,  and  you,  our  readers,  for 
your  help  and  your  advice  during 
the  past  year.  Have  a great  holi- 
day season  and  healthy,  self- 
fulfilling  1995.  □ Howard  D. 
Slobodien,  MD 

A society  that  presumes  a 
norm  of  violence  and  celebrates 
aggression,  whether  in  the 
subway,  on  the  football  field,  or 
in  the  conduct  of  its  business, 
cannot  help  making  celebrities 
of  the  people  who  would  de- 
stroy it. 

Lewis  H.  Lapham, 
Harpers,  March  1985 

I write  about  violence  as 
naturally  as  Jane  Austen  wrote 
about  manners.  Violence  shapes 
and  obsesses  our  society,  and  if 
we  do  not  stop  being  violent  we 
have  no  future. 

Edward  Bond, 
Lear,  preface,  1972 
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Announcing 

Provident  Life  & Accident 
Insurance  Company 
New  Insurance  Carrier 
for  the  MSNJ 

Health  & Dental  Programs 

Effective  December  31,  1994. 


Same  Great  Benefits... Same  Solid  Coverage... 
Same  Competitive  Costs 


Provident  Life  and  Accident  Insurance 
Company  is  one  of  the  country's  oldest 
and  largest  insurers.  Founded  in  1887, 
Provident  has  in  excess  of  $15  billion 
in  assets,  and  a tradition  of  serving 
professional  associations  and  health  care 
industry  customers. 


Donald  F.  Smith  & Associates'  dedicated 
staff  of  professionals  will  continue  to 
provide  consulting,  enrollment,  billing, 
claim  submission  assistance  and  other 
administrative  services. 


The  American  Medical  Association,  IBM, 
Campbell  Soup  Company  and  Nissan  Motor 
Company  have  entrusted  Provident  with 
their  benefit  programs  for  many  years. 


Provident  holds  an  A rating  from  the  A.  M. 
Best  Company  for  financial  stability  and 
operating  performance.  This  A rating  is  one 
of  the  highest  grades  available. 


The  new  Provident  program  continues  to 
permit  participating  members  total  freedom 
of  choice  when  selecting  providers. 


For  more  information,  please  call 

William  Bloor,  Assistant  Vice  President, 

Donald  F.  Smith  & Associates 

3120  Princeton  Pike,  P.  0.  Box  6509,  Lawrenceville,  NJ  08648-0509 
Telephone:  (609)  895-1616  (800)  227-6484 

Plans  are  not  available  to  residents  of  New  York  State. 


DONALD  F.  SMITH  £^ASSOCIATES 
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MANAGED 


OnFi£j°n? 


We  can  help 


Now  is  the  time  for  you  to  solidify  contracts  with 
managed  care  organizations  that  can  direct  patients 
to  your  office  - HMOs,  PPOs,  TPAs,  self-insured 
companies  and  others, 

MedHealth  Management  Corporation  maintains  a 
complete  database  of  managed  healthcare 
companies  licensed  to  operate  in  New  Jersey.  Our 
experienced  team  can  handle  all  of  your  contracting 
needs  including  identifying  appropriate 
opportunities  and  negotiating  reimbursement. 

This  service  is  available  to  individual  and  group 
practices  as  well  as  specialty  centers. 

MedHealth  Management  Corporation 

370  North  Street 

Teterboro,  NJ  07608  (201)  641-191 1 


ARE  YOU  PROPERLY  CLASSIFIED? 
PROFESSIONAL  MALPRACTICE  LIABILITY 


OCCURRENCE  PLUS- 

-1/3,000,000  LIMITS 

Higher  Limits 

Availabile 

New  Doctors  50%  of  Premium 

Ob-Gyn 

$35,398 

Emerg.  Med. 

$8,352 

Radiology 

$10,124 

GP— No  Surgery 

$6,747 

Proctology 

$ 8,352 

Neurology 

$6,747 

GP— Minor  Surgery 

$ 8,352 

Internal  Medicine 

$8,352 

Cardiology 

$ 6,747 

Psychiatry 

$2,764 

Gastroenterology 

$ 8,352 

OVER  100  OTHER 
CLASSIFICATIONS 


ROYNTON 
& BOYNTON 

42  MONMOUTH  ST. 

P.O.  BOX  887 
RED  BANK,  N.J.  07701 


MEDICAL  HOTLINE  1-800-822-0262 


YOCON*  ' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwoitia  Serpentina  (L)  Benth.  Yohimbine  is  an  indoialkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1'2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.12 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.1  '3'4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

64  North  Summit  Street 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 
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Violence: 

A medical  concern 
in  New  Jersey 

Alan  J.  Lippman,  MD 


Violence  claims  attention  as  a leading  public  health  issue. 
Violence,  one  of  the  leading  causes  of  death  and  injury  in 
young  people,  is  a major  determinant  in  driving  up  the  costs 
of  health  care.  This  special  issue  addresses  violence 
in  New  Jersey. 


Violence,  long  recognized 
as  an  important  social 
concern,  now  claims  at- 
tention as  a leading 
public  health  issue.  U.S.  Surgeon 
General  Joycelyn  Elders,  address- 
ing a House  government  opera- 
tions subcommittee  in  November 
1993,  called  violence  an  epi- 
demic, “one  of  the  leading  causes 
of  death  and  injury  for  our  young 
people,”  and  a major  determinant 
in  “driving  up  the  costs  of  health 
care.” 

In  this  context,  violence,  de- 
fined as  a form  of  aggressive  be- 
havior that  results  in  injury,  im- 
plies intentional  injury,  dis- 
tinguished from  unintended  in- 
jury caused  by  accidental  events. 
Clinical  manifestations  of  vio- 
lence include  family  abuse,  child 
and  elder  abuse,  sexual  provoca- 
tion, physical  assault,  and  weap- 
ons use. 

Causes  of  violence  appear  to  be 
multiple,  including  disruption  of 
family  ties,  changing  patterns  of 
social  interaction,  and  failures  in 
communication.  A biologic  foun- 
dation may  exist,  based  on  in- 
sights gained  from  studies  in  the 
behavioral  sciences  and  knowl- 
edge of  genetics  and  molecular 
biology. 

As  society’s  attention  is 


directed  toward  health  care,  vio- 
lence as  a public  health  issue  is 
receiving  a great  deal  of  attention. 

The  Medical  Society  of  New 
Jersey  (MSNJ),  the  MSNJ  Aux- 
iliary, and  the  Academy  of 
Medicine  of  New  Jersey 
sponsored  a symposium  on  family 
violence  in  October  1993  entitled, 
“Family  Violence:  A Family  Tra- 
dition Worth  Breaking.  The  New 
Jersey  Public  Health  Association, 
in  conjunction  with  30  New 
Jersey  professional  societies, 
sponsored  a program  entitled, 
“Violence:  A Society  in  Crisis,  in 
October  1993.  Both  events  were 
comprehensive,  provocative,  and 
well  attended.  A third  program, 
organized  by  the  New  Jersey 
State  Department  of  Human 
Services  and  the  Division  of 
Youth  and  Family  Services,  ex- 
plored violence  in  interpersonal 
relationships. 

Much  has  been  published  on 
violence  in  the  media  and  in  the 
professional  literature.  Time  and 
U.  S.  News  A World  Report, 
among  others,  have  produced  ex- 
tensive cover  stories.  In  1994,  The 
New  York  Tunes  published  a 
series  of  front-page  articles  de- 
voted to  violence.  The  American 
Medical  Association  has  pub- 
lished diagnostic  and  treatment 


Alan  J Lippman,  MD 


guidelines  on  domestic  violence. 
The  National  Center  for  Educa- 
tion in  Maternal  and  Child  Health 
has  produced  a compendium  of 
projects  dealing  with  violence. 

What  can  NEW  JERSEY  MEDI- 
CINE add  to  the  debate  on  vio- 
lence? In  New  Jersey,  we  feel  the 
matter  is  being  squarely  ad- 
dressed and  this  special  issue 
should  serve  to  illustrate  the  in- 
tensity of  this  effort.  Numerous 
state  groups  are  joining  to  de- 
velop a consensus  and  promulgate 
programs,  initiate  legislation,  and 
coordinate  community  services. 
As  New  Jersey  moves  along  in 
health  care  reform,  addressing  the 
issues  raised  by  violence,  this 
public  health  issue  becomes  para- 
mount. The  New  Jersey  Coalition 
for  Battered  Women  has  called 
attention  to  the  refusal  of  some 
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medical  insurers  to  provide  cov- 
erage for  victims  of  violence,  cit- 
ing it  as  a pre-existing  condition. 
How  to  accommodate  this  need  is 
viewed  as  a particular  challenge 
as  insurers  strive  to  provide  ap- 
propriate and  desired  benefits  to 
their  clientele. 

New  Jersey  Medicine  will  be 
devoting  two  issues  to  the  subject 
of  violence.  In  this,  the  first  issue, 
Bruce  Siegel,  MD,  former  com- 
missioner of  health  for  New 
Jersey,  and  Maura  Cooper,  MD, 
provide  an  overview  of  the  scope 
of  violence  in  New  Jersey  and  its 
relevance  as  a public  health  issue. 

Why  should  violence  be  con- 
sidered a public  health  issue  as 
well  as  a social  concern?  Joseph 


Fennelly,  MD,  explores  the 
ethical  basis  for  concern  about  vi- 
olence and  the  role  of  the  health 
professions  as  complementary  to 
the  criminal  justice  system. 

Rena  Nora,  MD,  and  Daniel 
Greenfield,  MD,  MPH,  MS,  call 
attention  to  insights  into  violent 
behavior  gained  from  scientific 
advances  in  biology,  genetics,  and 
biochemistry,  providing  biological 
clues  to  violence  and  criminality. 

Howard  Holtz,  MD,  and  his  as- 
sociates have  given  us  a pair  of 
extremely  insightful  articles,  pre- 
senting a basis  for  understanding 
the  phenomenon  of  violence  and 
actions  to  overcome  the  problems 
confronting  clinicians  in  this  area. 


Rounding  out  this  issue  are  twc 
articles,  one  by  Dona  Schneider 
PhD,  MPH,  and  Michael  Green 
berg,  PhD,  analyzing  homicide 
and  suicide  trends  and  patterns 
and  the  other,  by  Robert  Eilers 
MD,  looking  at  the  epidemiology 
of  firearms. 

A future  special  issue  will  ex- 
amine specific  interventions  in 
New  Jersey  to  confront  violence, 
including  legal  resources,  com- 
munity initiatives,  and  school  pro- 
grams, and  examine  the  particular 
challenges  presented  by  child  and 
elder  abuse.  Finally,  the  specific 
initiatives  of  MSNJ  in  the  cam- 
paign on  violence  will  be  ex- 
plored. ■ 
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QUALITY 

SLEEP 

BEGINS 

HERE 

1 0 good  reasons 
why  more 
physicians  refer 
their  patients  to 
the  only  hospital- 
based  sleep 
disorder  program 
in  Morris  County. 

Board-certified 

physicians 

with  extensive 
experience  and 
expertise  in  the 
diagnosis  and 
treatment  of  sleep 
disorders. 

Resources 
of  Morristown 
Memorial 
Hospital,  a 

first-class  medical 
facility. 

Most  advanced 
technology  available 
for  the  diagnosis  of 
sleep  disorders. 

A total 

commitment  to 
high  quality, 
patient  care 
unmatched  by  any 
sleep  disorder 
program  in  the 
community. 

i A 

SLEEP  DISORDER  CENTER  of 
MORRISTOWN  MEMORIAL  HOSPITAL 

/ A major  teaching  affiliate  of  the  Columbia  University 
College  of  Physicians  and  Surgeons 
95  Mt.  Kemble  Avenue,  2nd  Floor,  Thebaud  Building, 
Morristown,  NJ  07962  • 201-971-4567 

Comprehensive 
diagnostic  and 
treatment  services  for 
sleep  apnea, 
narcolepsy,  restless 
leg  syndrome  and 
insomnia. 

Patients  returned 
to  referring 
physician  for 
follow-up. 

Participation 
with  most 

managed  care 
and  insurance 
plans. 

Modern  facility 
with  home-like 
atmosphere. 

Detailed 
reporting  of 

test  results  with 
direct  phone 
contact  to 
referring 
physician. 

Registered 
polysomnographic 
technicians,  caring 
and  experienced 
staff. 
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Violence: 

Changing  the  paradigm 
in  New  Jersey 

Maura  C.  Cooper,  MD 
Bruce  Siegel,  MD,  MPH 


Physicians  must  assist  in  making  violence  a major  statewide 
public  health  issue.  The  medical  profession  with  its  concern 
for  patients  has  a natural  interest  in  seeing  that  the  victims  of 
violence  are  treated  effectively.  Physicians  must  help  uncover 
the  root  causes  of  violence. 


Violence  has  become  a 
growing  concern  for 
Americans  over  the  past 
several  decades.  Ameri- 
cans are  finding  it  increasingly 
difficult  to  ignore  the  daily  toll  of 
aggression  against  others  and  self. 

Violence  accounts  for  hundreds 
of  thousands  of  years  of  lost  life 
and  for  billions  of  dollars  of  direct 
and  indirect  costs  in  the  United 
States  annually.  In  New  Jersey, 
approximately  500  citizens  die 
from  firearm-related  deaths  each 
year,  with  each  episode  incurring 
about  $350,000  in  health  care 
costs.1 

This  article  gives  an  overview 
of  the  major  forms  and  strategies 
for  intervention. 

ASSAULTIVE  VIOLENCE 

Assaultive  violence  is  the  use  of 
physical  force  by  one  person 
against  another  with  intent  to 
cause  harm,  injury,  or  death.6  The 
four  legal  categories  of  assaultive 
violence  include  aggravated  as- 
sault, simple  assault,  robbery,  and 
rape,  and  can  be  further  cate- 
gorized through  variations  of  the 
offender- victim  relationship,  the 
environment,  and  the  circum- 
stances. The  prevalence  of  homi- 
cide in  the  United  States  affects 
ethnic  minorities,  men,  and  youth 


disproportionately,  although  stud- 
ies suggest  that  socioeconomic 
factors  have  more  impact  than 
ethnicity  or  race.6 

New  strategies  to  prevent  as- 
saultive violence  and  reduce  its 
incidence  require  the  develop- 
ment of  a new  understanding  of 
the  sources  and  the  social  con- 
texts in  which  violence  occurs.  In 
order  to  be  preventive,  strategies 
must  include  interventions  aimed 
at  individuals  and  high-risk 
populations  well  before  violent 
behavior  develops.  Recommenda- 
tions for  the  prevention  of  as- 
saultive violence  include  social 
and  cultural  changes,  such  as  re- 
ducing the  effects  of  racism  and 
racial  discrimination,  and  reduc- 
ing the  cultural  acceptance  of  vio- 
lence. Recommended  changes  in 
the  criminal  justice  system 
emphasize  increasing  citizen  in- 
teraction and  easing  negotiation 
of  the  system  by  witnesses  and 
victims.  Preventing  assaultive  vio- 
lence through  the  health  and 
social  services  systems  will  in- 
clude strategies  for  early  iden- 
tification of  possible  victims  and 
for  decreasing  general  family 
stress  through  increased  educa- 
tional services.  Changing  the 
general  environment  to  make  it 
less  conducive  to  violence,  by  re- 


ducing the  availability  of  firearms, 
also  may  be  effective. 

Strategies  that  restrict  the 
availability  and  use  of  firearms  by 
the  general  population  have  been 
successful  in  preventing  as- 
saultive violence.  Research  has 
amply  demonstrated  the  correla- 
tion between  reduced  access  to 
firearms  and  reduced  firearm  in- 
juries and  fatalities.  Interventions 
to  reduce  firearm  injuries  come 


under  four  categories:  changing 
how  guns  are  used  and  stored 
through  restriction  of  carrying 
guns  in  public,  the  use  of  metal 
detectors  in  high-risk  locations, 
and  general  safety  education;  af- 
fecting who  has  guns  through 
careful  licensing  procedures  and 
waiting  periods;  reducing  the 
legality  of  guns  through  me- 
chanical modifications  of  guns 
and  ammunition  as  well  as 
through  the  use  of  protective 
clothing;  and  reducing  the 
number  of  guns  via  outright 
prohibitions  and  increased  taxes.4 
Most  of  these  interventions  re- 
quire more  scientific  evaluation  to 
determine  their  efficacy.  Public 
awareness  and  concern  over  the 
expanding  role  of  firearms  in  as- 
saultive violence  culminated  in 
late  1993  with  President  Clinton’s 
signing  of  the  Brady  bill  into  law. 
This  law  imposes  a five-day  wait- 
ing period  on  the  purchase  of 
handguns  and  represents  a new 
national  strategy  to  slow  and  con- 
trol the  marketing  of  handguns. 


SPOUSE  ABUSE 

Three  to  four  million  women  in 
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the  United  States  are  assaulted  in 
their  homes  by  male  partners 
every  year.9  In  New  Jersey  in 
1991,  women  were  the  victims  in 
47,140  domestic  violence  inci- 
dents. Eighty-five  percent  of  all 
domestic  violence  incidents  in 
New  Jersey  involve  an  assault  on 
a wife  or  female  friend.1  Spouse 
abuse  may  be  the  most  common 
source  of  serious  injury  for 
women,  accounting  for  three 
times  more  medical  care  visits 
than  motor  vehicle  accidents. 
Though  the  term  spouse  abuse  is 
not  gender  specific  as  to  the  vic- 
tim and  abuser,  the  “battering 
syndrome,”  a combination  of 
medical  and  psychosocial  prob- 
lems that  may  follow  spouse 
abuse,  is  identified  only  in 
women.  One  of  the  difficulties 
with  systematic  study  of  this  issue 
is  the  under-reporting  and  failure 
of  reporting  of  such  incidents. 
Ready  availability  of  health 
services  improves  delivery  of  care 
and  supportive  sendees  to  the 
victim. 

Outcomes  of  domestic  vio- 
lence, in  addition  to  the  effects  on 
personal  health,  include  the  more 
chronic  sequelae  of  increased 
rates  of  alcoholism  and  drug 
abuse  among  the  victims.  Victims 
of  spouse  abuse  have  increased 
rates  of  suicide  and  child  abuse 
than  are  found  in  the  general 
population.9 

Interventions  aimed  against 
spouse  abuse  have  emphasized 
the  provision  of  shelter  and  some 
supports  within  the  criminal 
justice  system  for  victims.  Preven- 
tion entails  victim  protection  and 
enhanced  awareness  and  educa- 
tion within  the  medical  communi- 
ty. Physicians  often  fail  to  rec- 
ognize the  signs  of  abuse  in  their 
patients.  Appreciation  of  the  com- 
plex role  that  psychosocial  factors 
play  in  the  evolution  of  domestic 
violence,  as  well  as  the  heavy 
psychosocial  burden  this  violence 
produces,  is  necessary  to  develop 
broad-based  social  interventions 
to  reduce  its  incidence. 

A specific  intervention  under- 
taken against  domestic  violence 


and  for  the  prevention  of  in- 
trafamilv  violence  is  the  American 
Medical  Association  (AMA)  ini- 
tiative. The  AMA  has  launched  a 
national  media  campaign  and  a 
national  coalition  of  physicians 
directed  toward  recognizing  and 
preventing  family  violence. 

RAPE 

According  to  the  Federal  Bu- 
reau of  Investigation,  rape  is  “the 
carnal  knowledge  of  a female 
forcibly  and  against  her  will. 
Since  1977,  the  rate  of  forcible 
rape  in  the  United  States  has  in- 
creased by  21  percent,  the  largest 
increase  of  all  major  crimes.  In 
1991,  2,261  rapes  and  attempted 
rapes  were  recorded  in  New 
Jersey,  although  the  actual 
number  is  thought  to  be  much 
higher.1 

The  psychologic  effects  of  rape 
on  its  victims  are  profound  and 
often  longstanding.  They  include 
psychologic  dysfunction,  and  im- 
pairment of  social  adjustment  and 
sexual  functioning.  The  syndrome 
of  post-traumatic  stress  disorder 
occurs  frequently  in  victims,  and 
a history  of  sexual  assault  is  as- 
sociated with  increased  risk  of 
suicide.  Psychic  recovery  from 
rape  may  never  be  complete. 

It  is  an  extremely  complex  task 
to  devise  effective  interventions 
for  rape  victims.  Effective  post- 
assault services  include  crisis 
hotlines  and  emergency  medical 
care  and  counseling.  Alcohol  has 
been  implicated  in  a large  propor- 
tion of  rapes;  yet,  it  is  simplistic 
to  believe  that  alcohol  is  a critical 
cause  of  rape  as  opposed  to  just 
being  present  in  environments 
where  rape  often  occurs. 

CHILD  ABUSE 

Child  abuse  is  any  situation  in 
which  a caretaker  attempts  in  a 
systematic  way  to  harm  a defense- 
less child;  this  includes  neglect, 
emotional  abuse,  deprivation  of 
medical  care,  corruption  of  moral 
development,  and  physical  abuse. 
Current  thought  contends  that 
child  abuse  may  occur  at  least 
partially  as  a result  of  extrinsic 


stressors  and  is  not  necessarily 
the  result  of  psychopathology  on 
the  part  of  the  individual  abuser. 
This  idea  is  central  to  the  concept 
that  abusing  parents  may  be  re- 
habilitated and  to  the  understand- 
ing that  child  abuse  has  broad 
implications  for  child  health  and 
welfare.11 

A recent  national  incidence 
study  using  data  from  1986  esti- 
mates that  there  are  1.5  million 
cases  of  child  abuse  a year.  In 
New  Jersey,  children  were  in- 
volved in  5,228  "domestic  vio- 
lence incidents  reported  in 
1991  -1  One  source  estimates  that 
approximately  1,000  to  2,000  chil- 
dren died  from  abuse  and  neglect 
in  the  United  States  in  1988. 12 

Multiple  causes  and  risk  factors 
for  child  abuse  have  been  enu- 
merated by  researchers.  These  in- 
clude individual  factors  such  as 
immature  parental  understanding, 
unrealistic  expectations  and  phy- 
sical handicaps,  developmental 
delay,  or  illness  on  the  part  of  the 
child.  Causal  factors  at  the  family 
level  and  in  society,  i.e.  poverty, 
social  isolation,  also  have  been 
identified. 

Because  of  the  multicausal 
etiology  of  child  abuse,  interven- 
tions need  to  occur  at  all  levels: 
individual,  family,  and  society. 
Preventive  efforts  may  be  the 
most  effective  form  of  interven- 
tion given  the  high  cost  of  treat- 
ment and  the  remarkable  physi- 
cal, psychological,  and  social  se- 
quelae of  child  abuse. 

SEXUAL  ABUSE 

Sexual  abuse  of  children  is  the 
sexual  contact  occurring  by  force 
or  exploitation  secondary  to  a 
caretaking  relationship  or  age  dif- 
ference. 

The  incidence  of  sexual  abuse 
of  children  is  difficult  to  define. 
However,  confidential  surveys  of 
adults  seem  to  reveal  the  true 
scope  of  the  problem:  Research 
has  demonstrated  that  at  least  fix  e 
percent  of  adults  retrospectively 
report  experiencing  sexual  abuse 
as  children.  The  range  of  reported 
incidence  in  these  studies  is  from 
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6 to  61  percent  for  women,  and 
from  3 to  31  percent  for  men.14 
Sexual  abuse  offenders  are  pre- 
dominately male.  Research  has 
demonstrated  that  perpetrators 
often  have  been  victims  of  sexual 
abuse  and  that  they  may  have  had 
a history  of  difficulty  with  normal 
heterosexual  relationships.  Al- 
cohol is  used  in  relation  to  the  act 
of  sexual  abuse  in  19  to  70  per- 
cent of  offenses.14 

There  are  many  short-  and 
long-term  outcomes  for  the  vic- 
tims of  sexual  abuse.  Children 
who  have  suffered  sexual  abuse 
may  suffer  a variety  of  psychiatric 
and  physical  symptoms.  More  ex- 
tensive scientific  study  of  the 
long-term  impact  of  sexual  abuse 
has  been  conducted,  demonstrat- 
ing that  sexually  abused  women 
are  at  significantly  greater  risk 
than  the  general  population  for 
serious  psychiatric  disease. 

Interventions  are  designed  in 
response  to  or  around  prevention 
of  the  problem.  Treatment  pro- 
grams for  victims,  families,  and 
offenders  offer  improved  chances 
for  meaningful  recovery  and  re- 
habilitation. It  is  not  known 
whether  preventive  education  of 
children,  empowering  them  to 
“say  no  in  potentially  abusive 
situations,  actually  reduces  vic- 
timization. Finally,  reforms  that 
ease  negotiation  of  the  criminal 
justice  system  by  victims,  e.g.  vid- 
eotaped testimony,  expedited 
prosecution,  speed  effective  res- 
olution of  cases.14 

ELDER  ABUSE 

Elder  abuse  covers  not  only 
physical  abuse  and  neglect,  but 
also  emotional  abuse  and  neglect, 
deprivation,  material  abuse,  and 
financial  exploitation.15  New 
Jersey  law  enforcement  agencies 
reported  that  persons  aged  over 
60  years  were  victims  in  1,659 
domestic  violence  offenses  in 
1991.  Research  in  the  area  of 
elder  abuse  and  neglect  has  in- 
cluded surveys  of  reporting  agen- 
cies and  of  victims  themselves, 
and  reveals  a significant  incident 
of  maltreatment  of  the  elderly. 


Characteristics  of  the  abused 
elderly  population  include  a pre- 
ponderence  of  females,  the  pres- 
ence of  a physical  disability  or 
vulnerability,  and  frequent  prox- 
imity of  the  abuser  and  perpe- 
trator in  the  same  home.15  Iden- 
tified etiologies  fall  into  five 
categories:  intraindividual  dy- 

namics, i.e.  abuser  psychopath- 
ology, intergenerational  trans- 
mission of  violent  behavior,  de- 
pendency, social  isolation,  and  ex- 
ternal stress.15 

There  is  a general  lack  of  in- 
formation regarding  the  effective- 
ness of  intervention  programs.  All 
states  have  laws  that  mandate  the 
reporting  of  elder  abuse.  Other 
preventive  services  include  legal 
guardianship  and  conservator- 
ship. 

SUICIDE 

Suicide  is  the  fifth  leading 
cause  of  premature  death  na- 
tionwide16, accounting  for  tens  of 
thousands  of  deaths  annually.  In 
1988,  611  New  Jerseyans  com- 
mitted suicide.  Over  the  past  30 
to  40  years,  overall  suicide  rates 
have  increased  dramatically  in 
New  Jersey  and  in  America,  most 
markedly  among  adolescents  and 
young  adults.  However,  it  still  is 
most  common  among  the  elderly, 
and  rates  for  men  are  three  times 
the  rates  for  women.17 

Sixty  percent  of  suicides  are 
committed  using  firearms.16  In- 
creases in  youth  suicide  rates 
seem  to  be  mostly  attributable  to 
a rising  use  of  firearms  in  these 
attempts.18  There  are  indications 
that  attempted  suicide  may  ex- 
ceed that  of  completed  suicide. 

A large  number  of  risk  factors 
for  suicide  have  been  identified 
and  enumerated.  Psychiatric  dis- 
orders (especially  depression)  are 
very  important  and  well-recog- 
nized risk  factors,  and  there  is  an 
observed  though  not  well-delin- 
eated relationship  between  al- 
cohol and  suicide.  Situational  risk 
factors,  including  stressful  life 
events,  are  identified  risk  en- 
hancers, though  arguably  the 
situational  risk  factor  of  greatest 


importance  in  suicide  is  the  read 
accessibility7  of  firearms. 

Suicide  contagion,  especiall  | 
among  adolescents,  is  an  area  c 
ongoing  study.  The  occurrence  c 
multiple  suicides  in  clusters  sug 
gests  that  exposure  to  an  initia 
suicide(s)  or  suicidal  behavio 
may  influence  others  to  commi 
the  same  act.  Although  this  theory 
has  not  been  proved  through  sci 
entific  study,  anecdotal  evi  i 
dence  supports  its  existence 
Preventive  strategies  to  preven 
such  clusters  among  adolescent: 
and  young  adults  include  school 
based  screening  programs  de 
signed  to  identify  and  treat  in 
dividuals  in  the  context  of  a 
potential  suicide  cluster.16 

Strategies  for  suicide  preven- 
tion include  improving  identifica- 
tion and  referral  of  at-risk  in- 
dividuals, and  treatment  of  in- 
trinsic risk  factors  in  these  in- 
dividuals. Additionally,  education 
of  the  general  population  and  in- 
creased self-referral  resources  for 
the  individual  are  effective.  Final- 
ly, limiting  access  to  the  means  of 
suicide,  especially  firearms,  is 
thought  to  decrease  the  rate  of 
completed  suicide.16 

WHERE  DO  WE  GO  FROM 
HERE? 

Like  most  public  health  prob- 
lems, violence  is  the  result  of 
many  phenomena.  It  is  essential 
that  the  voices  of  medicine  assist 
in  making  violence  a major  state- 
wide public  health  issue.  The 
medical  profession,  with  its  con- 
cern for  patients  first  and  fore- 
most, has  a natural  interest  in  see- 
ing that  violence  is  combatted 
scientifically  and  effectively.  It  is 
this  cooperation  that  now  is 
needed  so  we  can  begin  to  get  at 
the  root  causes  of  violence  in 
New  Jersey.  I 
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An  ethical  basis 
for  concern  about 
violence 


The  medical  profession  must  be  committed  to  being  proactive 
in  the  prevention  of  violence  and  its  early  recognition.  In 
addition,  physicians  must  work  for  a lasting  cure  for  violence, 
because  with  their  knowledge  and  compassion,  doctors  can 
help  to  solve  this  problem. 


Alvin  Toffler  defines  vio- 
lence as  one  of  the  three 
fundamental  sources  of 
all  human  power;  the 
other  two  sources  are  money  and 
knowledge.  In  an  intriguing 
cross-over,  the  public  now  is 
privy  to  esoteric  knowledge  that 
the  medical  profession  once  cov- 
eted. Is  it  time  for  physicians  to 
tease  out  the  social,  psychological, 
and  organic  roots  of  violence? 
Equipped  with  this  knowledge, 
physicians  can  share  in  reducing 
the  epidemic  of  violence. 

The  knowledge  and  com- 
passion that  doctors  possess  is  the 
basis  for  societal  leadership  in 
creating  more  collaborative  ap- 
proaches to  problem  solving. 
Furthermore,  since  violence  is  a 
phenomenon  of  society,  of  cul- 
ture, and  of  civilization,  it  is 
everybody’s  problem.  The  theme 
of  this  article  is  to  emphasize 
commitment,  connectedness,  ci- 
vility, and  a continuum  toward 
community.  It  is  a shared  journey 
toward  a moral  commons  and  a 
shared  national  purpose.  The 
ethics  part  of  this  essay  is  a re- 
minder, a remembrance,  and  a 
challenge  to  the  conspiracy  of 
silence. 

In  this  article,  I will  discuss  the 
ethical  foundations  that  support 


the  view  that  violence  is  a 
medical  problem.  If  violence  is  a 
medical  problem,  I hope  I can 
enlist  the  commitment  of  the 
medical  profession  to  be  more 
proactive  in  prevention  and  early 
recognition,  and  in  effecting  more 
lasting  cures. 

The  unique  yet  cohesive  role 
that  medicine  plays  in  society 
suggests  that  seeing  violence 
through  the  lens  of  medicine  will 
heal  not  only  the  person,  but  will 
change  the  way  we  view  the 
politics  and  the  way  we  see  our- 
selves as  citizens.  Beyond  this,  it 
is  important  to  recognize  that  the 
very  nature  of  modern  medicine 
equips  us  to  make  significant  con- 
tributions to  preventing  violence 
and  its  sequelae. 

Our  challenge  is  to  become  the 
ship’s  doctor  on  this  voyage  of 
mapping  and  discovery.  We  must 
use  our  medical-moral  compass  to 
become  the  navigator  helping  to 
define  the  direction  of  health 
care.  Likewise,  as  citizens,  we 
must  collaborate  with  our  ship- 
mates, sharing  the  busy  work  of 
crafting  coalitions  and  inspiring 
responsibility. 

Physicians  encounter  violence 
in  every  forum:  domestic  vio- 
lence, violence  between  unre- 
lated individuals,  violence  be- 
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tween  nations,  and  environmental 
and  human  destruction  through 
atomic  radiation.  Physicians  have 
a duty  to  confront  and  address  the 
causes  of  this  violence. 

What  does  medical  ethics  have 
to  do  with  violence?  By  posing 
the  question,  we  develop  a broad- 
er view  of  the  causes  and  of  the 
medical  responsibility  for  reduc- 
ing violence. 

ETHICAL  PRINCIPLES 

The  principles  of  beneficence 
(to  do  good)  and  non-malfeasance 
(to  do  no  harm)  require  that 
physicians  go  beyond  immediate 
crisis  intervention  when  dealing 
directly  with  patients,  whether 
they  be  victims  of  or  perpetrators 
of  violence. 

We  must  apply  epidemiological 
principles  and  seek  out  the  bio- 
logical, environmental,  and  social 
roots  of  violence.  In  an  article  in 
the  Journal  of  the  American 
Medical  Association,  entitled 
“The  Ethical  Issues  in  the  Health 
Care  Debate,’  author  Dr.  Dough- 
erty1 defines  society’s  obligations 
to  include  intrinsic  and  in- 
strumental factors,  such  as 
respect  and  dignity,  caring  in 
(therapeutic)  relationships,  and 
protection  of  the  patient.1  Dr. 
Dougherty  also  defines  “in- 
strumental values  of  service  to 
the  common  good  and  contain- 
ment of  health  care  costs  as  other 
important  ethical  issues. 

ETHICS  AND  PRAGMATISM 

While  ethical  principles  deep- 
en our  responsibilities  as  physi- 
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cians,  a companion  issue  remains: 
through  what  frame  of  reference 
do  we  see  our  obligations? 

Medical  education  is  intensely 
committed  to  a biomedical  model 
for  problem  solving.  This  reduc- 
tionists model  analyzes  the 
specific  factors  that  cause  disease. 
The  extraordinary  triumphs  of 
this  model  in  preventing  and 
treating  disease  create  an  endur- 
ing attitude  that  sooner  or  later  all 
problems  will  be  solved  by  isolat- 
ing them  and  applying  analytic 
methods  to  each  segment  of  the 
problem. 

Over  the  last  25  years,  re- 
searchers suggested  that  a broad- 
er model — the  biopsychosocial 
model  — is  more  effective  for 
clinical  medicine.2  This  model 
underscores  the  fact  that  medi- 
cine is  a human  discipline,  involv- 
ing role  and  task-defined  ac- 
tivities of  two  or  more  people. 
The  relationship  is  one  of  mutual 
trust,  dignity,  and  respect.  This 
biopsychosocial  role  starts  with 
the  need  to  relieve  the  patient  of 
distress. 

With  this  model,  the  assump- 
tion is  that  the  doctor  has  a broad 
grasp  of  the  clinical  signs  and 
symptoms,  an  effective  diagnosis 
and  treatment;  a way  to  elicit  pa- 
tient (and  family)  cooperation  to 
relieve  stress  and  distress;  and  a 
way  to  prevent  the  recurrence  of 
another  illness  brought  on  by  this 
distress.  In  this  shared  task,  the 
rights  and  responsibilities  of 
patient  and  family  are  com- 
plementary. 

While  ethical  principles  of 
autonomy  and  changing  legal 
and  professional  factors  have 
enhanced  patient  and  family 
roles,  the  very  nature  of  illness 
demands  sensitive  and  caring 
therapeutic  relationships.  The 
value  to  patients  and  physicians  is 
immeasurable  and  cost  effective 
at  every  level. 

This  biopsychosocial  model  in- 
cludes patient  and  doctor  at- 
tributes as  human  beings.  The 
paradigm  is  keenly  sensitive  to 
the  multiple  factors  that  produce 
the  clinical  situation,  including 


genetics,  biology,  and  psycho- 
logical makeup  of  the  patient.  It 
also  includes  the  social,  spiritual, 
and  environmental  factors  that  in- 
fluence the  disease  process  or  in- 
jury, and  it  addresses  the  factors 
that  influence  the  world  view  of 
health  professionals  and  patient 
and  family. 

How  do  we  apply  this  yardstick 
to  the  role  of  the  medical  pro- 
fession in  dealing  with  violence? 
The  application  of  the  biopsy- 
chosocial model  expands  the 
framework  to  include  previously 
neglected  areas,  and  helps  define 
a more  natural  and  pragmatic  way 
to  deal  with  the  multiple  factors 
involved  in  violence. 

On  a practical  level  the  physi- 
cian’s role  operates  at  three 
levels:  as  a clinician,  as  an  in- 
terdisciplinarian, and  as  a physi- 
cian-citizen. The  difficulty  in  ap- 
plying this  arbitrary  criteria  re- 
duces the  doctor’s  role  to  the 
biological  model.  It  is  well  to  dis- 
cuss some  clinical  realities  and 
some  developing  models.  By  so 
doing,  there  may  be  suggestions 
for  applying  what  is  learned  to 
early  education  and  clinical 
protocols. 

Clinician.  The  clinician  is  the 
first  one  to  observe  violence,  or 
the  clinical  picture  that  is  the  re- 
sult of  violence.  The  level  of  res- 
olution generally  is  one  of  crisis 
intervention.  Too  often,  however, 
the  clinician  literally  "band-aid  s 
the  problem;  unaware,  and 
unprepared  to  do  more.  It  is  not 
uncommon  for  a patient  to  appear 
in  the  emergency  room  dozens  of 
times  with  various  complaints  of 
abdominal  pain,  usually  accom- 
panied by  the  victimizer  who 
shows  deep  or  feigned  concern 
for  the  patient.  The  ability  to  rec- 
ognize the  underlying  causes  de- 
mands a more  inclusive  approach. 

Interdisciplinarian.  The  in- 
terdisciplinarian is  a physician 
who  leads  the  development  of  in- 
terdisciplinary teams  and  coali- 
tions; he  leads  the  way  in  com- 
munication with  other  doctors 
and  with  professional  and  lay- 
persons. One  such  physician  is 


Roxanne  Roberts,  MD,  a trauma 
specialist  at  Cook  County 
Hospital,  who  helped  implement 
an  informal  system  in  which  trau- 
ma surgeons  who  encounter  vic- 
tims of  violence  inform  their 
primary  care  colleagues  for 
followup  and  secondary  interven- 
tion. Another  physician,  John 
Reuwer,  MD,  took  a one-year 
sabbatical  to  work  in  Haiti  and 
Washington,  DC,  with  the  Chris- 
tian Peacemakers  Corps,  a project 
of  two  churches. 

The  work  of  these  and  other 
physicians  is  commendable.  Their 
actions  are  driven  by  individual 
values  and  world  views,  not  by 
values  and  educational  models 
that  represent  the  universal  goals 
of  the  medical  profession.  At  the 
other  end  of  the  spectrum  are 
interdisciplinarians  like  Helen 
Caldicott  who  formed  the  or- 
ganization, Physicians  for  Social 
Responsibility.  These  physicians 
define  themselves  in  terms  of  the 
ultimate  violence  of  nuclear  war. 

How  then  can  the  biopsycho- 
social model  be  applied  to  chang- 
ing our  medical  education  and 
medical  practice  attitudes  and 
commitments? 

1.  Take  care  of  the  caretaker. 
Create  a supportive  environment 
for  medical  students;  help  them 
by  debriefing  and  defusing  the 
frustration  and  fears  that  persist 
in  dealing  with  the  results  of  vio- 
lence. Physicians  should  use  crisis 
intervention  principles  with  the 
health  care  team  with  early  con- 
fidential referrals  for  stress  or  ad- 
dictive behavior. 

2.  Communication.  Promote 
and  encourage  listening  skills  that 
are  essential  for  uncovering  fami- 
ly violence.  Encourage  dialogue 
between  specialties  based  on 
mutual  need  and  understanding. 

3.  Economic  incentives.  Re- 
ward educators  dedicated  to  de- 
veloping listening  skills  and 
prevention  equally  with  those 
educators  with  high  technology 
skills. 

4.  Civility.  The  medical 
profession  must  refuse  to  tolerate 
sexual  harassment  and  bad  man- 


VOL.  91 -NUMBER  12  DECEMBER  1994 


841 


ners  based  on  a flawed  hierarchy 
of  power.  Values  and  earing  must 
be  taught  in  the  clinical  en- 
counter; mutual  respect  and  car- 
ing form  the  basis  for  doctor-staff 
relationships  and  doctor-patient 
relationships. 

5.  Technological  imperative.  Is 
it  “violence  by  silence”  by  not 
saying  “no”  to  inappropriate  tech- 
nology? For  example,  the  overuse 
of  any  modality — from  ventilators 
and  feeding  tubes  to  penicillin 
shots  and  a pacemaker  battery 
replacement  in  a person  with  ad- 
vanced Alzheimer’s  disease — 
represents  violence  by  default. 

6.  Pain  relief.  Having  an  im- 
paired child,  suffering  illness,  or 
death,  represent  different  kinds  of 
pain.  Inclusive  models  include 
spiritual  and  psychological  fac- 
tors. One  can  suffer  without  pain 
and  experience  pain  without  suf- 
fering. We  should  have  comfort 
measures  in  place  wherever  we 
care  for  a person.  Pain  relief,  the 
expression  of  healing,  is  our  most 
important  priority. 

Physician-citizen.  The  modern 
doctor  is  held  in  higher  esteem 


than  any  other  group.  The  resul- 
tant opportunities  for  leadership 
are  immense.  The  office  of  the 
physician  must  be  used  for  talking 
with  the  patient. 

Nobel  Laureate  Dickerson 
Richards,  MD,  observed  that 
there  are  three  roles  for  the  doc- 
tor: the  “which  doctor,  the  scien- 
tists, who  does  the  esoteric  job 
best;  the  “wish  doctor,  who  fixes 
things  and  makes  all  the  good 
dreams  come  true;  and  the 
“witch,”  the  modern  shaman,  who 
performs  miracles. 

The  doctor  respects  the  rights, 
performs  the  rites,  and  always 
writes  for  the  guaranteed 
nostrums  of  personal  and  social 
healing. 

In  the  context  of  the  biopsy- 
chosocial model,  we  must  pre- 
sume that  the  physician  plays  a 
spiritual  role  in  defining  national 
values. 

CONCLUSION 

A nurse,  employed  at  a univer- 
sity hospital  in  organ  retrieval  and 
crisis  intervention,  recalled  a con- 
versation with  a mother  and 


brother  of  a murdered  adolescent 
Her  task  was  to  get  permission  foi 
multiple  organ  retrieval  from  the 
dying  boy.  The  brother  said  that ! 
he  would  get  the  person  who  did 
this  to  his  brother.  The  nurse 
looked  at  the  mother  and  said, 
“Are  you  going  to  have  two  dead 
sons?” 

When  asked  how  she  could  ef- 
fectively function  in  so  tense  an 
environment,  the  nurse  answered, 
“You  save  one  person  at  a time.” 

If  only  more  of  us  were 
prepared  to  act  at  once  so  pro- 
foundly human  and  so  profes- 
sionally, we  could  so  enrich  our 
noble  vocation.  I 
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Because  many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when 
PERCOCET  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 
ADVERSE  REACTIONS  The  most  frequently  observed  adverse  reactions  include 
lightheadedness,  dizziness,  sedation,  nausea  and  vomiting  These  effects  seem  to  be 
more  prominent  in  ambulatory  than  in  nonambulatory  patients,  and  some  of  these  ad- 
verse reactions  may  be  alleviated  if  the  patient  lies  down. 

Other  adverse  reactions  include  euphoria,  dysphoria,  constipation,  skin  rash  and 
pruritus.  At  higher  doses,  oxycodone  has  most  of  the  disadvantages  of  morphine  in- 
cluding respiratory  depression. 

DRUG  ABUSE  AND  DEPENDENCE  PERCOCET  (oxycodone  and  acetaminophen)  Tablets 
are  a Schedule  II  controlled  substance. 

Oxycodone  can  produce  drug  dependence  and  has  the  potential  for  being  abused. 
(See  WARNINGS.) 


OVERDOSAGE  Acetaminophen  Signs  and  Symptoms:  In  acute  acetaminophen  overdos- 
age, dose-dependent,  potentially  fatal  hepatic  necrosis  is  the  most  serious  adverse  effect. 
Renal  tubular  necrosis,  hypoglycemic  coma  and  thrombocytopenia  may  also  occur. 

In  adults,  hepatic  toxicity  has  rarely  been  reported  with  acute  overdoses  of  less  than 
10  grams  and  fatalities  with  less  than  15  grams.  Importantly,  young  children  seem  to  be 
more  resistant  than  adults  to  the  hepatotoxic  effect  of  an  acetaminophen  overdose.  De- 
spite this,  the  measures  outlined  below  should  be  initiated  in  any  adult  or  child  suspected 
of  having  ingested  an  acetaminophen  overdose 

Early  symptoms  following  a potentially  hepatotoxic  overdose  may  include:  nausea, 
vomiting,  diaphoresis  and  general  malaise.  Clinical  and  laboratory  evidence  of  hepatic 
toxicity  may  not  be  apparent  until  48  to  72  hours  post-ingestion 

Treatment:  The  stomach  should  be  emptied  promptly  by  lavage  or  by  induction  of 
emesis  with  syrup  of  ipecac.  Patient's  estimates  of  the  quantity  of  a drug  ingested  are 
notoriously  unreliable.  Therefore,  if  an  acetaminophen  overdose  is  suspected,  a serum 
acetaminophen  assay  should  be  obtained  as  early  as  possible,  but  no  sooner  than  four 
hours  following  ingestion.  Liver  function  studies  should  be  obtained  initially  and  repeated 
at  24-hour  intervals. 

The  antidote,  N-acetylcysteine,  should  be  administered  as  early  as  possible,  prefera- 
bly within  16  hours  of  the  overdose  ingestion  for  optimal  results,  but  in  any  case,  within 
24  hours.  Following  recovery,  there  are  no  residual,  structural,  or  functional  hepatic  ab- 
normalities. 

Oxycodone  Signs  and  Symptoms:  Serious  overdosage  with  oxycodone  is  charac- 
terized by  respiratory  depression  (a  decrease  in  respiratory  rate  and/or  tidal  volume, 
Cheyne-Stokes  respiration,  cyanosis),  extreme  somnolence  progressing  to  stupor  or 
coma,  skeletal  muscle  fiaccidity,  cold  and  clammy  skin,  and  sometimes  bradycardia  and 
hypotension.  In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac  arrest  and  death 
may  occur. 

Treatment:  Primary  attention  should  be  given  to  the  reestablishment  of  adequate  res- 
piratory exchange  through  provision  of  a patent  airway  and  the  institution  of  assisted  or 
controlled  ventilation.  The  narcotic  antagonist  naloxone  hydrochloride  (Narcan®)  is  a specific 
antidote  against  respiratory  depression  which  may  result  from  overdosage  or  unusual  sensi- 
tivity to  narcotics,  including  oxycodone.  Therefore,  an  appropriate  dose  of  naloxone  hydro- 
chloride (usual  initial  adult  dose  0.4  mg  to  2 mg)  should  be  administered  preferably  by  the 
intravenous  route,  and  simultaneously  with  efforts  at  respiratory  resuscitation  (see  package 
insert).  Since  the  duration  of  action  of  oxycodone  may  exceed  that  of  the  antagonist,  the 
patient  should  be  kept  under  continued  surveillance  and  repeated  doses  of  the  antagonist 
should  be  administered  as  needed  to  maintain  adequate  respiration. 

An  antagonist  should  not  be  administered  in  the  absence  of  clinically  significant  respi- 
ratory or  cardiovascular  depression.  Oxygen,  intravenous  fluids,  vasopressors  and  other 
supportive  measures  should  be  employed  as  indicated. 

Gastric  emptying  may  be  useful  in  removing  unabsorbed  drug. 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be  adjusted  according  to  the  severity 
of  the  pain  and  the  response  of  the  patient.  It  may  occasionally  be  necessary  to  exceed 
the  usual  dosage  recommended  below  in  cases  of  more  severe  pain  or  in  those  patients 
who  have  become  tolerant  to  the  analgesic  effect  of  narcotics.  PERCOCET  (oxycodone 
and  acetaminophen  tablets)  is  given  orally.  The  usual  adult  dosage  is  one  tablet  every 
6 hours  as  needed  for  pain. 

HOW  SUPPLIED  PERCOCET  (5  mg  oxycodone  hydrochloride  and  325  mg  acet- 
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Violence  should  be  viewed  from  biological,  psychological, 
ethnological,  and  anthropological  perspectives.  Consideration 
of  theories  on  biopsychosocial  vulnerabilities  and  cultural  and 
environmental  factors  have  implications  for  diagnostic, 
therapeutic,  and  rehabilitative  approaches. 


Violence,  the  threat  of 
force  or  exercise  of 
force  — psychological, 
physical,  or  moral— 
directly  or  indirectly  by  a person 
or  group  of  persons,  against 
another  person,  group,  or  things, 
has  existed  in  human  cultures 
from  the  beginning  of  recorded 
history.  Yet,  violence  has  been 
poorly  understood  and  knowledge 
of  mechanisms  remains  limited. 

Violence  in  America  is  not  a 
new  phenomenon.  An  increase  in 
attention  to  biopsychosocial  ante- 
cedents and  causes  of  violence, 
however,  is  new.  Advances  in 
technology,  research,  and  demo- 
graphic studies,  focusing  on  the 
multifaceted  problems  of  vio- 
lence, have  contributed  to 
knowledge  and  understanding  of 
violence.  During  the  past  15 
years,  the  following  trends  have 
led  to  increased  recognition  of  vi- 
olence as  a serious  public  health 
problem:  increase  and  expansion 
of  research  dealing  with  intrinsic, 
extrinsic,  and  environmental  fac- 
tors in  the  etiology  of  violence; 
well-publicized  incidents  involv- 
ing violent  attacks  on  national 
political  figures  and  celebrities; 
emergence  of  the  concept  of  vic- 
timology with  emphasis  on  vic- 
tims and  on  perpetrators  of  vio- 


lence; advances  in  technology  in 
behavioral  sciences;  increasing 
awareness  and  sensitivity  to  direct 
and  indirect  costs  of  violence;  and 
disruption  in  national,  state,  and 
local  community  functions.1 

In  addition  to  these  trends,  the 
criminalization  and  medicaliza- 
tion  of  violence  have  compelled 
health  care  professionals,  politi- 
cians, law  enforcement  agencies, 
scientists,  and  educators  to  rec- 
ognize and  accept  violence  as  a 
major  public  health  problem. 

Currently,  there  is  no  unified 
theory  or  model  that  explains  the 
ubiquity  of  violence  in  human 
culture  or  the  greater  susceptibili- 
ty to  violent  behavior  of  some 
people  compared  with  others. 
Contributions  from  a variety  of 
disciplines  have  enhanced  our  un- 
derstanding of  violence  and  ag- 
gression. 

THEORIES  OF  VIOLENCE 

Psychiatric/psychological  the- 
ories. The  individual  psycho- 
pathology theory  emphasizes  that 
violence  between  individuals  and 
members  of  a social  unit  occurs 
by  virtue  of  abnormal  psycho- 
logical characteristics  of  in- 
dividuals within  that  unit.  In- 
dividuals with  mania,  schizo- 
phrenia, and  personality  disorders 


may  present  with  violence  as  an 
extension  or  manifestation  of  a 
clinical  condition.  Individuals 
with  psychoses  have  a distorted  or 
impaired  capability  for  reality 
testing,  and  occasionally  develop 
dangerous  delusions  and  halluci- 
nations about  the  world.  Rossi  has 
shown  an  association  between  be- 
havior and  psychiatry  admissions, 
with  10  to  12  percent  of  psychia- 
tric patients  having  demonstrated 
assaultive  behaviors  prior  to  ad- 
mission.2 An  extensive  study  by 
Tardiff  and  Sweichian  involving 
5,164  chronic  psychiatric  inpa- 
tients showed  that  7 percent  of 
the  population  studied  had 
physically  assaulted  other  persons 
in  the  hospital  at  least  once  within 
the  preceding  three  months.3 
Several  studies  on  violence  in 
psychiatric  institutions  indicate 
that  the  diagnosis  often  associated 
with  violence  is  schizophrenia, 
particularly  the  paranoid  type.45 

In  addition,  an  association  be- 
tween such  organic  factors  as 
brain  injury,  neurologic  disease, 
or  intoxication  and  violent  and 
aggressive  behaviors  has  been 
known  to  exist.  Seizure  pheno- 
mena or  brain  pathology  involving 
the  temporal  lobe  have  been 
clinically  linked  with  impulsivity 
and  irritability.  Alcohol  and  drug 
abuse  may  be  associated  with  a 
very  high  frequency  of  violence 
by  virtue  of  the  direct  central 
nervous  system  effects  of  those 
substances.6 

Biological  deficit  theory 
(BDT).  BDT  postulates  that  some 
biological  deficits,  e.g.  hormonal 
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biochemical,  increase  an  in- 
dividual's propensity  to  act  vio- 
lently. Over  the  past  two  decades, 
researchers  have  demonstrated 
strong  evidence  that  human  ag- 
gression and  violence  are  as- 
sociated with  major  biochemical 
abnormalities.  Some  of  these  ab- 
normalities include  a lowered 
concentration  of  5-hydroxyin- 
doleacetic  acid  (5-HIAA) — the 
major  degradation  product  of 
serotonin  (5-hydroxytryptamine; 
5-HT) — in  the  cerebrospinal  fluid 
(CSF);  increased  secretion  of  cor- 
tisol; diminished  cortisol  sup- 
pression after  dexamethasone 
challenge;  and  blunted  response 
of  thyroid-stimulating  hormone 
(TSH)  after  thyrotropin-releasing 
hormone  (TRH).  In  1976,  Asberg 
reported  a bimodal  distribution 
of  CSF  5-HIAA  in  hospitalized 
patients;  patients  with  histories 
of  violent,  suicidal  behaviors 
clustered  significantly  in  the 
lower  distribution  mode.78  Subse- 
quent studies  of  Agren  also  sup- 
port a relationship  between 
suicide  and  low  CSF  5-HIAA.9 
Brown  demonstrated  that  patients 
with  character  disorders  prone  to 
impulsive  behavior  toward  others 
also  have  lower  concentrations  of 
5-HIAA  in  their  CSF  than 
matched  controls  without  such 
impulsive  violent  behavior.10  Vir- 
ruken  studied  habitually  violent 
and  impulsive  offenders  using  the 
oral  glucose  tolerance  test 
(OGTT)  and  found  a tendency  in 
these  individuals  toward  reactive 
hypoglycemia.10  In  this  vein,  Ben- 
ton has  found  that  even  milder 
hypoglycemia  in  the  OGTT  cor- 
relates with  valid  psychometric 
assessment  of  aggression.12  Final- 
ly, low  cholesterol  levels  have 
been  found  to  be  typical  among 
habitually  violent  and  impulsive 
offenders,  levels  noted  to  cor- 
relate with  enhanced  insulin 
secretion  among  these  in- 
dividuals.13 

A number  of  provocative  theo- 
ries have  appeared  in  the  past  20 
years  attempting  to  relate  diet  to 
antisocial  or  delinquent  behav- 
iors. Unfortunately,  such  claims 


tend  to  be  anecdotal,  rarely  based 
on  scientific  evidence,  and 
expose  many  missing  links  in  a 
connection  between  diet  and  ag- 
gressive behaviors.14 

Sociologic  theory.  Sociologic 
theories  are  those  that  seem  most 
intuitive  in  conceptualizing  the 
causes  of  violence.  In  essence, 
they  state  that  aggression  is  a 
normal  reaction  to  adverse  social 
conditions.  Examples  of  socio- 
logic theories  follow. 

Sociopolitical  theory.  This  theo- 
ry suggests  that  people  exposed  to 
violent  situations  will  act  vio- 
lently. With  increasing  evidence 
of  an  unclear  relationship  be- 
tween social  factors  and  violence, 
Halleck  suggests  that  the  follow- 
ing aspects  of  the  current  en- 
vironment are  critical  for  explain- 
ing the  rise  of  violence  in  recent 
decades:  (1)  an  increased  sense  of 
rootlessness,  with  a lack  of  com- 
munity within  society  and 
decreased  benefit  from  support 
and  value  systems  of  the  extended 
family;  (2)  rapid  change  in  value 
systems  within  society,  leading  to 
pronounced  conflicts  between 
generations,  genders,  and  races; 
(3)  economic  and  political  situa- 
tions that  prolong  dependency  of 
young  people  on  their  parents 
and  social  agencies  and,  thereby, 
prevent  their  assuming  respon- 
sible roles  in  society;  (4)  greater 
awareness  of  oppression,  dis- 
honesty, and  hypocrisy — features 
that  often  characterize  societal 
authority;  (5)  powerful  media  dis- 
play and  reinforcement  of  violent 
acts;  (6)  increased  availability  and 
accessibility  to  sophisticated 
weapons,  thereby  allowing  lethal 
rather  than  cathartic  expression  of 
hostility  and  anger;  and  (7)  easy 
availability  of  alcohol  and  drugs, 
interfering  with  control  mecha- 
nisms that  ordinarily  are  present, 
as  expressions  for  violent  behav- 
ior. This  highly  sensitive  and 
potentially  volatile  theory  can  be 
misapplied  and  misinterpreted 
with  severe  consequences. 

Conflict  theory.  This  theory 
emphasizes  that  violence  is  a 
means  of  bringing  about  social 


1 


change  and  maintaining  the  via 
bility  of  a social  unit  or  institu 
tion. 

Cultural  theory.  This  theor 
stresses  approval  of  violence  ir 
the  value  systems  of  a society  oi 
social  unit.  The  social  norms  in 
dicate  when,  where,  and  undei 
what  circumstances  violence  may 


3 


be  used. 

General  systems  theory.  This 
theory  emphasizes  that  a cyber 
netic,  or  control,  mechanism  reg- 
ulates the  level  of  violence 
social  systems,  and  is  related  to 
the  goal-seeking  behavior  of  that 
social  unit. 

Genetic  theory.  New  tech- 
niques and  advances  in  chro- 
mosome studies  provide  strong 
support  for  the  association 
between  certain  chromosomal 
anomalies  and  increased  socio- 
pathic  or  aggressive  tendencies. 
Interest  and  speculation  in  rela 
tionships  between  biological  fac- 
tors and  aggression  date  back 
many  years,  and  include  the 
scientifically  debatable  and  moral- 
ly unacceptable  theories  of 
Cesare  Lombroso  in  the  18th  cen- 
tury. Lombroso  hypothesized  that 
criminals  represent  a biologically 
degenerate  population  subgroup 
where  antisocial  tendencies  could 
be  transmitted  genetically  from 
generation  to  generation.  How- 
ever, modem  techniques  permit- 
ting visualization  of  chromosomes 
have  sparked  new  interest  in  the 
genetics  of  behavior.  Several 
studies,  for  example  have  de- 
scribed a higher  prevalence  of  the 
47  XYY  and  XXYY  chromosomal 
anomalies  in  institutionalized  pa- 
tients, particularly  in  populations 
of  violent  offenders.15 16 

In  their  studies  of  the  records 
of  adopted-away  offspring  of 
criminal  fathers,  Hutchings  and 
Mednick  found  that  these  chil- 
dren were  more  likely  to  become 
antisocial  than  were  the  adopted- 
away  children  of  noncriminal 
fathers.17 

Several  psychological  genetic 
studies  have  focused  on  possible 
hormonal  factors  and  delinquen- 
cy. For  example,  longitudinal 
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studies  of  girls  and  boys  treated 
with  cortisone  replacement  of 
adrenogenital  deficiency  syn- 
dromes suggest  that  they  are 
more  physically  active  and 
energetic  than  normal  samples.18 
Similarly,  Persky  reported  a 
positive  correlation  between  self- 
assessed  aggression  and  plasma 
levels  of  testosterone.19 

CONCLUSION 

Violence  may  be  viewed  as  a 
significant  symptom  complex  in- 
dicative of  intrinsic  or  extrinsic 
vulnerabilities  that  also  may  be 
influenced  by  environmental  fac- 
tors. Increasing  evidence  suggests 
that  violent  or  aggressive  behav- 
iors may  be  associated  with 
biological  and  genetic  factors.  No 
unified  theory  or  model  can  ex- 
plain the  ubiquity  of  violence  in 
human  cultures  or  the  greater 
susceptibility  to  violent  behavior 
of  some  people  compared  with 
others.  H 
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Part  1: 

A domestic  violence  primer 
for  clinicians 

Howard  A.  Holtz,  MD 
Courtney  N.  Esposito 
Regina  Podhorin,  MA 


Physician  awareness  of  domestic  violence  is  vital.  Adult 
domestic  violence  should  be  distinguished  from  other  types 
of  violent  behavior.  This  article  defines  domestic  violence  and 
offers  physicians  guidelines  for  identifying  domestic  violence 
victims  in  any  clinical  setting. 


Domestic  violence  is  de- 
fined as  the  collective 
methods  employed  to 
exert  power  and  con- 
trol by  one  individual  over 
another  in  an  adult  domestic  or 
intimate  relationship.  It  may  take 
the  form  of  physical  abuse,  emo- 
tional abuse,  sexual  abuse, 
economic  control,  or  social  isola- 
tion of  the  victim.  It  is  behavior 
that:  physically  harms  (punching, 
slapping,  pulling  hair,  kicking, 
pushing,  stabbing,  or  shooting); 
arouses  fear  (threatening,  in- 
timidating, or  using  the  eyes  as 
weapons);  prevents  a woman  from 
doing  what  she  wishes  (wearing 
certain  clothing  or  makeup,  going 
to  school,  getting  a job,  visiting  a 
physician,  obtaining  prenatal 
care,  or  seeing  family  or  friends); 
or  forces  a woman  to  behave  in 
certain  ways. 

Psychological  abuse  can  in- 
clude verbal  and  other  types  of 
harassment;  repeated  threats  to 
hurt  the  woman,  her  children, 
other  family  members,  friends,  or 
colleagues;  and  attempts  to 
humiliate,  shame,  and  denigrate. 

When  the  words  “battering  or 
“domestic  violence”  are  used, 
people  think  of  physical  abuse: 
black  eyes,  broken  jaws,  and 
bruises.  However,  the  severity  of 


such  injuries  rarely  is  a hallmark 
of  the  severity  of  abuse,  and  if  the 
physician  looks  only  for  physical 
injuries  to  identify  abuse  victims, 
most  victims  will  remain  undiag- 
nosed. Survivors  of  domestic  vio- 
lence report  consistently  that  one 
does  not  have  to  be  physically  hit 
to  be  controlled.  When  the  abuser 
batters,  it  does  not,  in  fact, 
represent  a loss  of  control,  but  a 
means  of  achieving  control  over 
another  person.  Batterers  choose 
when,  where,  how,  and  who  they 
are  going  to  coerce  or  strike;  even 
when  angry  or  abusing  alcohol 
and  drugs,  they  do  not  assault 
their  bosses  or  other  people 
where  consequences  are  predict- 
ably severe. 

The  goals  of  power  and  control 
help  distinguish  adult  domestic 
violence  from  mutually  combative 
couples.  The  latter  use  violence  as 
a method  to  resolve  conflicts;  one 
individual  is  not  controlled  by  the 
other.  The  fear  and  loss  of 
freedom  in  one  partner,  charac- 
teristic of  domestic  violence,  are 
not  seen  in  mutually  combative 
relationships. 

The  power  imbalance  between 
men  and  women  is  fueled  by  his- 
torical and  social  realities.  It  is  not 
surprising  that  rigid  sex  role 
stereotypes  and  negative  attitudes 


toward  women  correlate  with 
poor  responses  to  adult  domestic 
violence  victims  by  health  care 
providers.12  Although  battered 
men  exist,  domestic  violence 
directed  at  women  is  the  major 
public  health  problem. 

EPIDEMIOLOGY 

Who  are  the  victims  of 
domestic  violence  and  how  often 
can  a physician  expect  to  see 
them?  Battered  women  are  not  a 
personality  type  and  there  is  no 
typical  victim.  The  single 
strongest  risk  factor  for  becoming 
an  adult  victim  of  abuse  is  being 
female.3  In  this  country,  an 
estimated  three  to  four  million 
women  are  battered  annually  by 
husbands  or  partners.  In  the 
United  States,  a woman  is  more 
likely  to  be  assaulted,  injured, 
raped,  or  killed  by  a current  or 
former  partner  than  by  any  other 
type  of  assailant.4  Battering  is  the 
major  single  cause  of  injuries  re- 
quiring medical  treatment  of 
women,  a more  common  source 
of  injury  than  rapes,  muggings, 
and  automobile  accidents.5  In 
studies  of  emergency  department 
visits,  22  to  35  percent  of  women 
presenting  with  any  complaint 
were  there  because  of  symptoms 
relating  to  abuse.6 

Victims  are  not  restricted  to 
specific  racial  or  demographic 
groups.  These  women  see  health 
professionals  commonly  for  direct 
consequences  of  physical  assault 
but  even  more  frequently  for  less 
obvious  somatic  and  psychological 
consequences  of  domestic  vio- 
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Table.  Clinical  presentations  of  battered  women. 

Neurologic 

Headaches  (post-traumatic,  postconcussive, 
tension,  migraine);  dizziness;  paresthesias; 
unexplained  stroke  from  strangulation;  hearing 
loss;  detached  retina. 

Gynecologic 

Dyspareunia;  menstrual  disorders;  pelvic  pain; 
excessive  concern  about  fetal  well-being;  recur- 
rent spontaneous  abortion;  pre-term  labor, 
pregnancy,  low-birth  weight  babies. 

Gastrointestinal 

Nonulcer  dyspepsia;  irritable  bowel  syndrome; 
globus. 

Musculoskeletal 

Arthralgias;  sports  injuries;  chronic  pain  syn- 
dromes; osteoarthritis;  fibromyalgia. 

Psychiatric 

Any  DSM  lll-R  diagnosis,  particularly  anxiety 
(generalized,  panic,  post-traumatic  stress)  and 
mood  disorders  (major  depression,  dysthymia, 
suicide  attempts);  personality,  somatization,  and 
sleep  and  eating  disorders;  substance  abuse  in 
patient  or  partner;  history  or  suspicion  of  child 
abuse  or  neglect. 

Constitutional 

Fatigue  and  weight  loss;  alone  or  as  a somatic 
manifestation  of  psychiatric  illness. 

Traumatic 

Any  female  injury,  extensive  accident  history, 
radiologic  evidence  of  old  fractures  (rib,  nasal, 
or  sinus);  evidence  of  sexual  trauma. 

lence.  Surveys  of  women  receiv- 
ing outpatient  primary  care  have 
shown  that  11  to  34  percent  have 
a history  of  domestic  violence' s 
and  64  percent  of  female 
psychiatric  inpatients  have  been 
physically  abused.9  It  is  estimated 
that  one-third  of  obstetric  patients 
across  class,  race,  and  educational 
lines  are  physically  abused  while 
pregnant.111  Eighty  percent  of 
female  patients  carrying  any  kind 
of  pejorative  medical  label,  e.g. 
hysterical,  hypochondriac,  im- 
mature personality,  or  crock,  are 
battered  women.4  A study  of  one- 
on-one  murder  and  non-negligent 
manslaughter  cases  from  1980  to 
1984  found  52  percent  of  female 
victims  were  killed  by  male 
partners.11  Studies  suggest  that 
from  one-fifth  to  one-third  of  all 
women  will  be  physically  as- 
saulted by  a partner  or  ex-partner 
during  their  lifetime.12  Thus, 
there  is  enormous  potential  for 
physicians  to  diagnose  and  assist 
battered  women. 


DIAGNOSIS 

Questions  designed  to  detect 
abuse  in  the  medical  history  are 
essential  because  of  the  preva- 
lence of  domestic  violence  and 
the  potential  for  misdiagnosis. 
Physicians  diagnose  sensorineural 
hearing  loss,  depression,  and  con- 
tusion, for  example,  when  the 
primary  diagnosis  is  domestic  vio- 
lence. This  parallels  pediatricians’ 
responses  to  child  abuse  40  years 
ago,  before  the  widespread  rec- 
ognition of  this  problem. 

Even  when  there  is  no  suspi- 
cion of  domestic  violence,  com- 
plete patient  interviews  should 
appropriately  include  case-finding 
questions  in  the  social  history.  In 
the  context  of  questions  regarding 
other  private  areas,  such  as  family 
relationships  and  sexual  histories, 
the  following  questions  sequence 
naturally:  Does  your  partner  ever 
lose  his  temper?  What  happens 
when  he  loses  his  temper?  Are 
there  times  when  you  are  afraid 
of  your  husband,  partner,  or 


boyfriend?  If  responses  or  body 
language  suggest  the  possibility  of 
domestic  violence,  follow  with 
questions  relating  to  specific 
abusive  behaviors  such  as,  “Have 
you  been  pushed,  slapped,  or  hit 
by  your  partner?’  “Have  you  ever 
been  forced  into  having  sex  when 
you  did  not  want  to  have  sex?’ 

A woman  can  answer  these 
questions  openly,  without  further 
endangering  herself,  in  a con- 
fidential and  safe  environment.  A 
physician  exposes  a woman  to 
further  violence  if  domestic  vio- 
lence questions  are  overheard  by 
the  abuser. 

In  addition  to  case  finding, 
there  are  clinical  clues  that  in- 
crease the  likelihood  of  domestic 
violence.  Domestic  violence  is  the 
most  common  cause  of  trauma  to 
women  and  abuse  must  be  con- 
sidered when  evaluating  any  in- 
jured female  patient.  However,  if 
all  battered  women  coming  into 
an  emergency  department  are 
considered,  pain  is  their  most 
common  complaint  and  analgesia 
is  the  service  they  most  frequent- 
ly request.13  It  is  useful  to  con- 
sider pain  not  only  as  a symptom 
of  domestic  violence  but  also  as 
a metaphor  lor  the  day-to-day  ex- 
perience of  battered  women. 
Therefore,  the  clinical  manifesta- 
tions of  this  pain  are  broad  and 
can  relate  to  injuries  or  the  stress 
associated  with  living  in  a violent 
home.  The  Table  lists  some  com- 
mon clinical  presentations  of  bat- 
tered women. 

Domestic  violence  victims  may 
have  a history  of  frequent  health 
care  utilization,  disparate  diag- 
noses, and  long,  unproductive 
workups.  Prior  consultants  often 
have  expressed  confidence  about 
what  the  symptom  complex  is  not, 
and  may  suggest  the  problem  is 
psychosocial.  This  is  correct  but 
the  specific  diagnosis  eludes  the 
physician. 

A physician  should  suspect 
domestic  violence  when  explana- 
tions do  not  logically  account  for 
injuries  and  should  look  for  the 
patient’s  inability  to  make  eye 
contact  when  she  relates  the 
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cause  of  injury.  Continuing  care 
is  extremely  important  because 
many  women  who  cannot  discuss 
domestic  violence  initially  will  do 
so  with  a physician  who  de- 
monstrates a consistent  concern 
about  family  violence.  Success  in 
discussing  domestic  violence  de- 
pends on  the  empathy  of  the 
physician.14  Negative  judgments 
about  a patient  s staying  in  an 
abusive  relationship  will  erode 
trust  and  decrease  identification. 

Emergency  department  proto- 
cols delineating  specific  identifi- 
cation and  management  proce- 
dures can  increase  diagnosis  of 
battering  sixfold.13  The  Joint 
Commission  on  Accreditation  of 
Healthcare  Organizations 
(JCAHO)  has  recommended  that 
accredited  emergency  depart- 
ments have  policies,  procedures, 
and  education  in  place  to  guide 
personnel  in  caring  for  adult  vic- 
tims of  domestic  violence. 16  The 
New  Jersey  State  Department  of 
Health  has  adopted  similar  stan- 
dards for  emergency  depart- 
ments.1' However,  data  from  The 
Family  Violence  Prevention  Fund 
revealed  only  a minority  of  Cali- 
fornia emergency  departments 
were  complying  with  the  JCAHO 
standards.111  A sample  of  85 
emergency  departments  in  New 
Jersey  showed  similar  results  with 
only  30  percent  of  respondents 
using  a domestic  violence 
protocol.19  The  American  Medical 
Association  and  the  Medical 
Society  of  New  Jersey  have  in- 
itiated long-term  education  pro- 
grams to  increase  physician 
awareness  of  domestic  violence20 
and  to  improve  current  protocol 
use  and  physicians’  identification 
rates.  H 
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1.  Goldwyn  RM:  Subcutaneous 
mastectomy.  N J MED 
74:1050-1052,  1977. 
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When  they  say  you  should  practice  by  the  book, 

they  mean  this  book. 

The  answers  to  hundreds  of  the  most  asked 
legal  medical  questions  are  in  The  Physi- 
cians' Desk  Guide  To  Law  & Medicine  by 
Kern  Augustine  Conroy  & Schoppmann, 
P.C.  and  the  Medical  Society  of  New  Jersey. 

The  book  is  organized  in  a quick-reference, 
easy-to-understand  manner  that  goes  right 
to  the  heart  of  today's  complex  medical 
laws. 

The  cost  for  The  Physicians'  Desk  Guide  To 
Law  & Medicine  is  $30  for  MSNJ  members 
and  $75  for  nonmembers. 

Complete  the  coupon  below  and  mail  it  with 
your  check  or  money  order,  payable  to  the 
Medical  Society  of  New  Jersey. 



Name 

Address 


Each  copy  of  The  Physicians'  Desk  Guide  To  Law  & Medicine  is  $30  for  members;  $75  for  nonmembers.* 
Make  check  payable  to  the  Medical  Society  of  New  Jersey.  Mail  coupon  and  check  to: 

Medical  Society  of  New  Jersey 
Two  Princess  Road 
Lawrenceville,  NJ  08648 
Attn:  Mrs.  Joyce  Guest 

609/896-1766 

*The  prices  include  sales  tax  and  shipping  and  handling  charges. 
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NEW  JERSEY  MEDICINE 


Part  2: 

A domestic  violence  primer 
for  clinicians 

Howard  A.  Holtz,  MD 
Courtney  N.  Esposito 
Regina  Podhorin,  MA 


The  authors  offer  clinical  treatment  strategies  for  domestic 
violence  victims.  Physician  awareness,  management,  and 
referral  can  reduce  morbidity  and  mortality.  The  major 
therapeutic  goals  are  to  increase  the  patient’s  safety,  provide 
support,  and  offer  options. 


Clinicians  may  be  con- 
cerned they  are  opening 
a Pandora’s  box  if  they 
identify  domestic  vio- 
lence.1 However,  recognizing 
domestic  violence  increases  prac- 
tice efficiency.  The  following  his- 
tory illustrates  this  point: 

A 40-year-old  female  dentist 
was  referred  to  an  internist  be- 
cause of  progressive  fatigue.  The 
history  revealed  the  patient  met 
the  criteria  for  major  depressive 
disorder.  She  was  asked  about 
domestic  violence  and  began  to 
cry.  Her  first  battery  was  a severe 
closed-fisted  beating  by  her 
husband  six  years  ago,  when  she 
was  pregnant  with  their  first 
child.  This  was  the  first  time  she 
told  anyone  about  the  abuse.  The 
physical  examination  was  normal. 
The  diagnosis  was  “domestic  vio- 
lence with  secondary  depression. 
Five  months  after  initiating 
nonresident  counseling  at  a local 
battered  women’s  shelter,  her 
fatigue  and  depression  improved. 
Two  years  after  presentation,  she 
was  divorced.  There  were  no  re- 
currences of  violence  or  psychi- 
atric illness. 

Identifying  domestic  violence 
dramatically  reduces  unrewarding 
diagnostic  testing  and  unsuccess- 
ful therapeutic  trials.  Time  is 


productively  spent  discussing  the 
primary  problem  of  violence  and 
utilizing  community  domestic  vio- 
lence resources.  The  physician’s 
basic  roles  are  identification,  sup- 
port, and  referral  of  domestic  vio- 
lence victims.  The  complex 
psychosocial  issues  involved  in 
becoming  free  of  violence  are  best 
handled  by  other  professionals. 
However,  basic  practice  skills,  the 
“ABCDE’S,”  can  augment  physi- 
cians’ confidence  in  raising  the 
issue  of  domestic  violence. 

A — Alone.  It  is  important  to  ac- 
knowledge the  loneliness  and 
isolation  the  patient  most  likely 
has  experienced.  The  physician 
may  be  the  first  person  the  pa- 
tient has  told  about  the  violence. 
Stating  that  violence  against 
women  is  a common  problem  and 
that  physicians  often  encounter  it 
in  practice  starts  to  diminish  this 
painful  isolation.  Empathetie 
statements  that  validate  the 
anguish  women  have  experienced 
in  facing  the  problem  alone  are 
very  comforting. 

Physicians  also  must  not  feel 
alone  in  facing  the  violence  in  a 
patient’s  life.  Physicians  should 
be  part  of  a network  of  communi- 
ty professionals  and  groups  ex- 
perienced in  assisting  domestic 
violence  victims. 


B — Belief.  The  belief  that  vio- 
lence is  wrong  must  be  articu- 
lated by  the  physician.  It  is  useful 
to  point  out  there  are  problems  of 
varying  degrees  in  all  rela- 
tionships, but  violence  is  not  ac- 
ceptable, is  never  a solution,  and 
is  a problem  the  abuser  must 
overcome.  If  the  patient’s  self- 
esteem has  been  diminished,  this 
statement  of  belief  helps  her 
realize  that  the  responsibility  for 
the  violence  rests  with  the  abuser. 
It  also  begins  the  process  of  em- 
powering the  woman  and  com- 
municates that  her  physician  also 
is  her  advocate. 

C — Confidentiality.  The  legal 
principle  of  parens  patriae  is  the 
basis  of  mandatory  reporting  laws 
for  child  and  elder  abuse.  It  as- 
serts a protective  function  for  the 
state  when  victims  are  legally  or 
developmentally  incompetent. 
The  principle  does  not  apply  to 
the  majority  of  adult  domestic  vio- 
lence cases.  Thus,  there  are  no 
mandatory  reporting  statutes  re- 
quiring health  professionals  to 
contact  public  protective  agencies 
for  intervention. 

A victim  of  domestic  violence 
can  be  concerned  about  confiden- 
tiality. She  believes  telling  the 
physician  about  the  violence  may 
subvert  efforts  to  save  her  rela- 
tionship or  may  destroy  a part- 
ner's career.  A physician's  well- 
intentioned  call  to  the  abusive 
partner  may  place  the  patient  at 
serious  risk. 

A physician  must  explain  that 
there  is  no  legal  obligation  to  re- 
port adult  domestic  violence 
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unless  a life-threatening  injury 
has  occurred  or  a weapon  has 
been  used,  and  that  all  precau- 
tions to  protect  confidentiality 
will  be  made.  The  patient  is  given 
control  over  disclosure  and  a 
message  that  her  timetable  for  re- 
leasing any  information  will  be 
respected. 

D — Documentation.  The  pa- 
tient should  be  told  how  impor- 
tant it  is  to  have  the  domestic 
violence  history  and  supporting 
physical  and  laboratory  data  in- 
cluded in  the  medical  record.  The 
medical  record  is  invaluable  if  the 
patient  decides  to  initiate  court 
action.  Because  of  the  isolation 
and  very  private  nature  of  do- 
mestic violence,  the  medicolegal 
record  may  be  the  only  corrobora- 
tion of  abuse  in  child  custody, 
divorce,  protective  order,  or 
criminal  proceedings. 

Even  when  women  are  unable 
to  admit  they  have  been  battered, 
it  may  be  appropriate  to  make  an 
assessment  of  battering  in  the 
record,  e.g.  “The  pattern  and  fre- 
quency of  injuries,  as  well  as  the 
anxiety  demonstrated  by  the  pa- 
tient when  discussing  her  hus- 
band, are  characteristic  of  the  bat- 
tered woman  syndrome. 

Psychiatric  labels  or  descrip- 
tions such  as  “hysteric,”  should 
be  avoided  unless  the  social  con- 
text of  domestic  violence  is  in- 
cluded in  the  medical  record. 
Domestic  violence  patients  more 
accurately  may  be  described  as 
frightened,  trembling,  angry, 
anxious,  crying,  or  re-experienc- 
ing  a traumatic  event  but  most 
importantly,  the  event  must  be 
described  as  secondary  to  the 
domestic  violence. 

It  also  is  important  to  include 
specific  domestic  violence  his- 
tories: first,  last,  and  worst 

episodes,  death  threats,  injuries, 
weapons,  and  specific  freedoms 
interdicted  by  the  abuser.  A use- 
ful addition  to  the  medical  record 
is  Polaroid  photographs  of  visible 
injuries  after  consent  is  obtained. 
The  Joint  Commission  on  Ac- 
creditation of  Healthcare  Or- 
ganizations (JCAHO)  standards 


for  emergency  departments  and 
hospital-based  ambulatory  care 
facilities  requires  that  the  medical 
record  adequately  document  his- 
tory, examination,  treatment,  and 
referral  of  abused  adults.2 

E — Education.  Informing  pa- 
tients about  local  domestic  vio- 
lence resources  is  a critical  part 
of  management.  Physicians 
should  become  familiar  with  the 
specific  services  offered  in  their 
communities  (1-800-572-SAFE). 
There  are  over  1,000  shelters,  safe 
homes,  counseling  programs,  and 
support  groups  nationally.  Com- 
munity resources  in  New  Jersey, 
as  well  as  national  organizations, 
are  available.  These  programs 
often  provide  more  than  emer- 
gency shelter,  and  include 
services  such  as  state  and  local 
hotline  numbers,  legal  advocacy 
that  includes  information  on  ob- 
taining protection  orders,  and 
counseling  or  support  groups  for 
victims,  batterers,  and  their 
children. 

The  names  of  private  counsel- 
ors and  mental  health  providers 
with  expertise  in  domestic  vio- 
lence often  can  be  obtained  from 
local  domestic  violence  programs. 
In  general,  couples  counseling  is 
not  appropriate  and  can  be  dan- 
gerous because  of  the  power  im- 
balance present  in  domestic 
violence  relationships. 

S — Safety.  Safety  is  an  essen- 
tial aspect  of  the  patient  en- 
counter. While  most  domestic  vi- 
olence injuries  are  not  life  threat- 
ening, the  potential  for  serious  in- 
jury and  lethality  always  exists. 
Risk  increases  when  there  have 
been  death  threats,  concomitant 
sexual  abuse,  substance  abuse,  a 
pattern  of  escalating  violence  or 
when  weapons  are  available. 
However,  it  is  typically  the  pa- 
tient who  can  best  assess  the 
potential  for  serious  injury  or 
death.  For  example,  there  is  an 
extremely  high  risk  when  a pa- 
tient says  her  partner  will  not 
respect  a protection  order  and  has 
the  potential  to  attack  her  on  the 
courthouse  steps.  Domestic  vio- 
lence victims  have  died  because 


professionals  have  underesti- 
mated how  an  abuser  will  react  to 
a woman  taking  steps  to  end  a 
violent  relationship. 

When  emergency  shelter  is  not 
available,  a patient  can  be  ad- 
mitted to  the  hospital.  The  in- 
ternational classification  of  dis- 
eases diagnosis  and  code  are  Bat- 
tered Adult  Syndrome,  995.81. 
Safeguards  may  be  required:  pa- 
tient information  blackout,  visitor 
restriction,  notification  of  hospital 
security,  and  notifying  local 
police. 

CONCLUSION 

Unfortunately,  violence  is  a 
part  of  many  patients  lives.  There 
will  be  considerable  misdiagnosis 
and  frustration  when  encounter- 
ing these  patients  until  the  social 
reality  and  public  health  im- 
portance of  domestic  violence 
routinely  is  addressed. 

Awareness  of  the  problem  and 
knowledge  of  the  “ABCDE’S  ’ 
enables  a physician  to  become  an 
important  member  of  a profes- 
sional and  grassroots  network 
committed  to  ending  domestic  vi- 
olence. The  diagnostic  and  treat- 
ment guidelines  presented  can  be 
implemented  in  the  emergency 
room,  clinic,  or  office  and  ac- 
complished efficiently  in  a direct- 
ed, concise  patient  encounter.  Re- 
covering from  domestic  violence 
is  a process,  not  an  event;  over 
time  change  does  occur.  The 
physician  can  help  in  this  process 
by  diagnosing  the  abused  woman, 
acknowledging  the  unaccept- 
ability of  the  violence,  offering 
nonjudgmental  support,  and  re- 
ferring the  victim  to  existing  pro- 
grams and  other  resources  for  bat- 
tered women.  H 
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Violence: 

Homicide  and  suicide 
in  New  Jersey 

Dona  Schneider,  PhD,  MPH 
Michael  Greenberg,  PhD 


Homicide  and  suicide  data  are  examined  for  trends,  patterns, 
and  relationships  to  the  public  perception  of  violence.  While 
homicide  rates  in  poor  urban-blighted  areas  in  New  Jersey  are 
abominably  high,  there  is  no  epidemic.  We  cannot  afford  to 
ignore  the  underlying  factors  that  lead  to  violence. 


We  examined  longi- 
tudinal data  on  ho- 
micide and  suicide 
in  New  Jersey. 
These  two  measures  of  violence 
are  useful  for  examining  trends 
and  patterns  of  violence  because 
they  are  well  documented  with 
mortality  statistics.  Specifically, 
we  asked  the  following  questions: 
1)  What  are  the  trends  in 
homicide  and  suicide  in  New 
Jersey  in  terms  of  the  absolute 
number  of  deaths?  2)  What  are 
the  trends  in  homicide  and 
suicide  in  New  Jersey  in  terms  of 
death  rates,  and  how  do  these 
trends  compare  to  those  trends 
for  the  United  States  as  a whole? 
3)  Are  there  temporal  patterns  to 
homicide  and  suicide  deaths  in 
New  Jersey  in  terms  of  the  day 
of  the  week,  month,  or  season  of 
the  year?  Do  these  temporal  pat- 
terns hold  across  gender  and 
racial/ethnie  groups?  4)  How  do 
the  risks  for  death  from  homicide 
and  suicide  differ  for  those 
persons  living  in  poor  and 
blighted  urban  areas  compared  to 
those  persons  residing  in  the  rest 
of  the  state?  Have  these  risks 
changed  over  time?  5)  How  do 
rates  for  those  persons  at  high  risk 
for  death  from  homicide  and 
suicide  in  New  Jersey  compare  to 


rates  for  the  United  States  as  a 
whole?  How  far  are  New  Jersey 
rates  from  the  year  2000  public 
health  goals  for  the  nation?  6)  Is 
the  epidemic  of  homicide  por- 
trayed in  the  media  real? 

After  exploring  each  of  the  re- 
search questions,  there  is  a dis- 
cussion of  the  social  context  of 
New  Jersey’s  patterns  of  violent 
death  and  comment  on  recent  re- 
ports of  skyrocketing  violence  in 
the  region. 

METHODS 

We  obtained  published  mortali- 
ty data  (number  of  cases  and 
crude  rates)  for  New  Jersey  (1940 
to  1990)  and  machine-readable 
mortality  data  for  homicides  and 
suicides  in  New  Jersey  (1979  to 
1990)  from  the  New  Jersey  De- 
partment of  Health  (DOH) 
Center  for  Health  Statistics.  We 
obtained  similar  data  for  the 
United  States  (1950  to  1990  for 
published  data  and  1979  to  1988 
for  machine-readable  data)  from 
the  National  Center  for  Health 
Statistics,  Bureau  of  Vital 
Statistics. 

To  answer  questions  1 and  2, 
longitudinal  data  were  plotted  on 
semi-log  scale  graphs  to  de- 
termine trends.  To  answer  ques- 
tion 3,  the  New  Jersey  machine- 


readable  mortality  files  were  ex- 
amined using  cross  tabulations  for 
day  of  week,  month,  and  season 
of  year  for  homicide  and  suicide 
by  age,  gender,  and  racial  and 
ethnic  groups.  T-tests  of  dif- 
ference of  proportions  were  used 
to  test  for  statistical  significance. 

To  answer  question  4,  we  used 
a different  approach.  A prior 
survey  of  all  New  Jersey  cities 
with  populations  over  20,000 
persons  revealed  that  nine  cities 
had  particularly  serious  poverty 
and  blight  problems:  Camden, 
East  Orange,  Elizabeth,  Jersey 
City,  Newark,  New  Brunswick, 
Passaic,  Plainfield,  and  Trenton.1 
We  selected  these  nine  places  in 
the  aggregate  as  New  Jersey’s 
most  seriously  poor  and  urban- 
blighted  (PUB)  areas.  The  re- 
mainder of  the  state  (BOS)  served 
as  the  comparison  group. 

Age-specific  death  rates  for 
homicide  and  suicide  were  calcu- 
lated by  race,  ethnicity,  gender, 
and  place  of  residence  (PUB  or 
BOS)  for  three  time  periods:  1979 
to  1982,  1983  to  1986,  and  1987 
to  1990.  Age-adjusted  death  rates 
(AARs)  with  95  percent  con- 
fidence intervals  were  calculated 
(direct  method,  1980  population 
of  the  United  States  as  the  stan- 
dard) and  the  PUB  rates  com- 
pared to  those  of  the  BOS  rates. 

As  a check  on  these  findings 
and  to  answer  question  5,  we 
selected  those  groups  identified 
as  being  at  high  risk  for  deaths 
from  homicide  and  suicide2  and 
used  data  from  another  study  that 
compared  specific  death  rates  for 
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those  groups  for  an  aggregate  of 
New  Jersey’s  three  most-stressed 
cities,  Newark,  Trenton,  and 
Camden,  with  the  rest  of  New 
Jersey  (RONJ)  for  the  period  1985 
to  1990. 3 We  compared  these 
selected  death  rates  with  the  cor- 
responding national  rates  for  1987 
(midpoint  of  the  study  data)  and 
with  target  rates  for  the  United 
States  for  the  year  2000. 

To  answer  our  final  question 
about  whether  New  Jersey  is  fac- 
ing an  epidemic  of  homicide,  we 
changed  from  using  vital  statistics 
data  (that  yield  good  information 
on  trends  but  often  have  a three- 
year  or  more  time  lag  before  re- 
lease) to  uniform  crime  report 
(UCR)  data,  which  can  be  ob- 
tained by  August  1 of  the  next 
calendar  year.  Cases  in  UCR  data 
are  victims  of  “murder  and  non- 
negligent  manslaughter,”  which 
have  been  reported  to  the  police, 
not  necessarily  homicides  as  de- 
termined by  autopsy.  To  de- 
termine how  this  difference  in  re- 
porting might  affect  our  con- 
clusions, we  compared  the 
number  of  cases  in  New  Jersey 
and  the  United  States  for  1990.  In 
both  instances,  the  vital  statistics 
database  was  9 percent  higher 
than  the  UCR.  As  the  difference 
was  consistent,  and  as  UCR  data 
have  been  collected  in  the  same 
fashion  by  the  Federal  Bureau  of 
Investigation  since  the  1930s,  the 
data  were  considered  reliable.  We 
reviewed  data  on  the  number  of 
reported  murder  and  non- 
negligent  manslaughter  victims 
for  the  United  States,  New  Jersey, 
and  the  cities  of  Camden, 
Newark,  and  Trenton  for  the 
years  1990  through  1993.  Any 
sudden  increase  in  the  number  of 
cases  would  be  considered  an 
epidemic. 

RESULTS 

Longitudinal  trends.  The 
absolute  number  of  deaths  from 
homicide  in  New  Jersey  increased 
almost  seven  times  over  four  de- 
cades (from  69  deaths  in  1940  to 
482  deaths  in  1990).  Absolute 
deaths  from  suicide  exceeded 


deaths  from  homicide  in  each 
year,  with  suicides  numbering 
664  deaths  in  1940,  falling 
throughout  the  1950s  and  1960s, 
and  returning  to  the  1940  level 
with  668  deaths  in  1990. 

An  examination  of  the  crude 
death  rates  (per  100,000  popula- 
tion) for  1950  to  1990  showed  that 
New  Jersey  had  consistently 
lower  rates  from  homicide  than 
did  the  United  States.  Specifical- 
ly, the  United  States  rate  more 
than  doubled  between  1950  and 
1980  (5.3  to  10.7  per  100,000 
deaths),  fell  somewhat  in  1985, 
and  rose  again  so  that  by  1990  the 
rate  was  almost  as  high  as  in  1980 
(10.0  per  100,000  deaths).  The 
New  Jersey  rate  followed  the 
same  trend,  with  the  1990  rate  2.6 
times  higher  than  the  1950  rate 
(2.4  per  100,000  deaths  in  1950 
to  6.2  per  100,000  deaths  in 
1990).  The  important  fact,  how- 
ever, is  that  the  New  Jersey  rate 
remained  lower  than  the  United 
States  rate  throughout  the  four- 
decade  study  period. 

In  contrast  to  the  homicide 
rate,  the  New  Jersey  crude  death 
rate  for  suicide  exceeded  the 
United  States  rate  in  1950  (12.5 
to  11  per  100,000  deaths).  The 
New  Jersey  rate  then  fell  rapidly 
to  8.0  per  100,000  deaths,  well 
below  the  United  States  crude 
rate  in  1960  (10.6  per  100,000 
deaths).  In  1990,  the  New  Jersey 
crude  suicide  rate  remained  about 
25  percent  lower  than  the  U.S. 
rate  (8.6  to  11.5  per  100,000 
deaths),  although  it  was  about  25 
percent  higher  than  its  own  low 
rate  recorded  in  1970  (6.8  per 
100,000  deaths). 

Temporal  patterns.  In  the 
United  States  as  a whole,  homi- 
cides peak  on  weekends  and 
suicides  peak  on  Mondays.4  In 
New  Jersey,  homicides  were  most 
likely  to  occur  on  Saturdays  (16.8 
percent)  and  least  likely  to  occur 
on  Wednesdays  (12.9  percent),  a 
statistically  significant  difference 
in  proportions  (P=. 03).  Homi- 
cides were  most  likely  to  occur 
during  the  summer  (26.4  percent) 
and  least  likely  to  occur  in  the 


winter  (24  percent),  although  this 
difference  was  not  statistically 
significant  (P=.14).  It  is  interest- 
ing to  note  that  August  had  the 
highest  average  number  of 
homicides  per  day  (1.56  deaths) 
over  the  study  period,  whereas 
February  had  the  fewest  homi- 
cides per  day  (.128  deaths).  This 
difference  also  was  not  statistical- 
ly significant  (P=. 36). 

Suicides  were  most  likely  to 
occur  on  Mondays  (16.3  percent) 
and  least  likely  to  occur  on 
Saturdays  (12.2  percent),  essen- 
tially a reversal  of  the  weekend 
high/weekday  low  pattern  for 
homicide  (P=. 01).  Suicides  were 
most  likely  to  occur  in  the  spring 
(26.7  percent)  and  least  likely  to 
occur  in  the  fall  (23.5  percent). 
This  finding  was  statistically 
significant  (P  = .03)  and  defies  the 
common  perception  that  suicides 
peak  during  the  winter,  especially 
around  the  Christmas  holidays.  In 
fact,  the  average  number  of 
suicides  per  day  was  highest  in 
March  (1.96  deaths)  while  Nov- 
ember saw  the  fewest  suicides  per 
day  (1.61  deaths),  a significant  dif- 
ference of  proportions  (P  = .02). 

Cross  tabulations  for  day  of  the 
week,  month,  and  seasonal  pat- 
cerns  for  homicide  deaths  by 
gender  and  age  group  yielded  no 
statistically  significant  differences 
from  the  analysis  of  the  entire 
data  set.  Most  gender/ethnic 
group  aggregates  (black,  white, 
and  Hispanic  males  and  females) 
showed  similar  patterns  to  that  of 
the  entire  data  set.  Hispanic 
males,  however,  showed  an  ex- 
ceptionally strong  Sunday,  as  well 
as  Saturday,  pattern  of  deaths 
from  homicide  (20.8  percent  on 
Sunday  and  19.5  percent  on 
Saturday),  a finding  significantly 
different  from  other  gender/ 
ethnic  groups  (P=<.0001).  His- 
panic males  also  showed  a 
stronger  seasonal  pattern  than 
other  groups  with  31.8  percent  of 
their  deaths  from  homicide  occur- 
ring in  the  summer  months 
(P-  .01). 

Cross  tabulations  for  day  of  the 
week  patterns  for  death  from 
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suicides  by  gender  showed 
females  had  a stronger  pattern  of 
deaths  on  Mondays  and  males 
had  a stronger  pattern  of  deaths 
on  Saturdays  (P=.014).  There 
were  no  significant  differences  for 
proportions  of  deaths  from 
suicides  for  day  of  the  week, 
month,  or  season  by  age  or  racial/ 
ethnic  group. 

Death  rates  in  PUB  areas  ver- 
sus rest  of  the  state.  AARs  for 
those  living  in  New  Jersey’s  worst 
PUB  areas  and  the  ROS  for  the 
three  four-year  time  periods  be- 
tween 1979  and  1990  consistently 
showed  that  males  had  higher 
rates  for  homicide  than  females. 
Blacks  had  homicide  rates  higher 
than  Hispanics  or  whites  regard- 
less of  gender,  the  expected  pat- 
tern based  on  the  literature.3 

In  1979  to  1982,  PUB  rates  for 
homicide  were  significantly 
higher  than  ROS  rates  for  all  race/ 
gender  groups.  This  remained 
true  for  all  groups  except  His- 
panic females  in  the  remaining 
time  periods,  a testimony  to  the 
potent  effects  of  poverty  and 
urban-blighted  conditions  on 
homicide.  Of  interest  is  the  fact 
that  all  groups  in  the  PUB  group 
had  declining  homicide  rates  dur- 
ing the  decade  of  the  1980s, 
perhaps  a surprise  to  those 
perceiving  skyrocketing  rates  for 
inner-city  homicide,  e.g.  PUB 
rates  for  black  males  fell  from 
72.12  per  100,000  deaths  in  1979 
to  1982  to  54.63  per  100,000 
deaths  in  1987  to  1990).  In  con- 
trast to  PUB  rates,  ROS  homicide 
rates  increased  for  black  males 
(13.75  per  100,000  deaths  in  1979 
to  1982  to  23.35  per  100,000 
deaths  in  1987  to  1990)  and, 
perhaps  surprisingly,  for  all 
females  regardless  of  whether 
they  were  white,  black,  or 
Hispanic. 

Suicide  presents  a far  different 
picture.  All  groups  except  white 
females  showed  an  increase  in 
suicide  rates  between  1979  and 
1990.  Male  rates  were  higher  than 
female  rates  regardless  of  race/ 
ethnicity  or  geographic  area  for 
all  three  time  periods.  In  only  two 


instances  were  PUB  rates 
statistically  significantly  higher 
than  ROS  rates:  for  black  males 
and  black  females  in  the  1979  to 
1982  period.  Indeed,  these  were 
the  only  significant  findings  for 
the  three  time  periods  under 
study.  In  other  words,  poverty 
and  urban  blight  could  not  be 
shown  to  be  related  to  suicide. 

Comparing  high-risk  groups  in 
New  Jersey  and  the  United  States. 
Healthy  People  2000 , a public 
health  document  that  defined 
health  promotion  and  disease 
prevention  objectives  for  the 
United  States,  identified  those 
groups  at  high  risk  for  death  from 
homicide  as  children  under  the 
age  of  4 years,  and  black  males 
and  females  ages  15  to  34  years. 
Those  identified  at  high  risk  for 
death  from  suicide  were  youths 
ages  15  to  19  years,  males  ages  20 
to  34  years,  and  white  males  age 
65  years  and  over.3  The  specific 
death  rates  for  these  groups  as 
well  as  AARs  for  everyone  living 
in  New  Jersey’s  three  most 
stressed  cities  — Camden, 
Newark,  and  Trenton  (Three 
Cities) — and  RONJ  between  1985 
to  1990  were  extracted  from  prior 
research  and  compared  to  cor- 
responding national  data  for  1987 
and  the  year  2000  target  goals. 

The  AAR  rates  for  homicide  for 
people  living  in  the  Three  Cities 
were  eightfold  that  for  the  RONJ 
for  1985  to  1990  (32.1  to  3.6  per 

100,000  deaths).  This  is  a stronger 
effect  than  elicited  by  the  PUB/ 
ROS  study  where  more  PUB 
areas  were  included  in  the 
analysis  and  where  racial  and 
ethnic  data  were  examined 
separately.  The  Three  Cities 
homicide  rate  was  almost  four 
times  the  national  rate  for  1987, 
the  midpoint  year  for  the  New 
Jersey  data  analysis  (32.1  to  8.5 
per  100,000  deaths).  In  contrast, 
the  RONJ  rate  for  all  persons  for 
homicide  (3.6  deaths)  for  1985  to 
1990  was  significantly  lower  than 
the  year  2000  target  goal  for  the 
United  States  (7.2  per  100,000 
deaths). 

The  RONJ  rates  also  bested  the 


year  2000  target  goals  for  all  three 
high-risk  groups.  However,  the 
Three  Cities  had  homicide  rates 
three  times  higher  than  the  na- 
tional rate  for  young  children 
(11.7  to  3.9  per  100,000  deaths) 
and  1.3  times  higher  for  black 
males  (119.8  to  90.5  per  100,000 
deaths)  and  black  females  (26.8  to 

20.0  per  100,000  deaths).  In  other 
words,  for  the  entire  state  to 
achieve  the  national  target  goals, 
efforts  must  be  focused  on 
homicide  reduction  on  the  PUB 
areas  of  the  state,  especially 
Camden,  Newark,  and  Trenton. 

For  suicide,  all  groups  in  the 
Three  Cities  and  RONJ  had  rates 
below  comparable  rates  for  the 
nation.  Indeed,  the  rates  for  all 
people,  youth  ages  15  to  19  years, 
and  white  males  over  ages  65 
years  even  bested  the  year  2000 
goals.  Only  males  ages  20  to  34 
years  residing  in  the  Three  Cities 
had  a suicide  rate  higher  than  the 
year  2000  goal  (24.0  to  21.4  per 

100.000  deaths),  while  those  in 
the  RONJ  had  a lower  rate  (19.1 
per  100,000  deaths).  These  find- 
ings corroborate  those  of  the 
PUB/ROS  study,  where  a PUB 
effect  could  not  be  associated 
with  risk  of  death  from  suicide. 

Are  we  in  a homicide  epidemic? 
UCR  data  on  the  number  of 
murder  and  non-negligent 
homicide  victims  for  the  United 
States,  New  Jersey,  and  the  Three 
Cities  cannot  be  age-adjusted,  so 
crude  rates  were  calculated  based 
on  the  1990  census  counts.  The 
New  Jersey  rate  was  between  54 
to  60  percent  of  the  United  States 
rate  and  actually  showed  a 
decrease  in  absolute  numbers  ol 
deaths  (432,  410,  and  397  deaths) 
and  a decrease  in  the  rates  for 
homicide  (5.6,  5.3,  and  5.1  per 

100,000  deaths)  over  the  three- 
year  time  period  (1990  to  1992). 
Given  these  data,  the  state  as  a 
whole  cannot  be  said  to  have  a 
homicide  epidemic. 

UCR  data  on  each  of  the  Three 
Cities,  however,  show  abominably 
high  crude  death  rates  for  all 
three  years  (53.7  per  100,000 
deaths  for  Camden,  32.0  per 
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100.000  deaths  for  Newark,  and 

18.0  per  100,000  deaths  for  Tren- 
ton for  1992).  These  rates  are  far 
higher  than  those  for  the  ROS 
(5.1  per  100,000  deaths)  and  il- 
lustrate the  serious  effect  of  pov- 
erty coupled  with  urban  blight  on 
homicide.  While  the  Three  Cities 
contain  only  6 percent  of  the 
state’s  population,  they  account 
for  40  percent  of  New  Jersey’s 
homicides. 

The  question  remains,  “Are  the 
Three  Cities  in  an  epidemic?” 
The  numbers  do  not  support  the 
contention  that  New  Jersey  or 
even  Camden,  Newark,  and  Tren- 
ton, our  worst  cases,  are  under- 
going a drastic  rise  in  deaths  from 
homicide.  While  homicide  is  a 
serious  public  health  problem  and 
these  deaths  are  an  abomination 
because  they  are  wholly  prevent- 
able, the  problem  is  endemic  and 
not  of  epidemic  proportions. 

DISCUSSION 

This  paper  reviewed  trends  in 
homicide  and  suicide  from  1940 
to  1990,  concentrating  on  patterns 
in  the  most  recent  time  periods. 
This  paper  examined  the  associa- 
tion of  poverty  and  urban  blight 
with  violent  death  and  compared 
New  Jersey  rates  with  those  for 
the  nation.  Not  surprisingly,  we 
found  a strong  association  of  pov- 
erty and  urban  blight  with 
homicide  rates.  We  found  no  such 
association  for  suicide. 

Of  specific  interest  is  the  in- 
crease in  black  male  homicides  in 
the  ROS  rather  than  in  the  inner- 
city  milieu.  This  contrasts  with 
the  public  perception  that 
homicide  is  an  inner-city 
problem.  Also,  the  increase  in 
homicide  deaths  for  females  in  all 
racial/ethnic  groups  is  a point 
worthy  of  further  investigation. 
Finally,  suicide  rates  are  as  high 
as  homicide  rates;  this  is  virtually 
ignored  by  the  media. 

We  believe  that  the  mass  media 
focuses  on  assaultive  violence, 
especially  as  it  concerns  young 
black  males,  amplifies  the  public’s 
fear  of  assaults,  and  creates  the 
perception  of  an  epidemic.  The 


reality  is  that  homicide  in  New 
Jersey  is  linked  to  poverty  and 
urban  blight,  and  it  crosses  all 
racial  and  ethnic  dimensions. 
Blacks,  Hispanics,  and  non-His- 
panic  whites  suffer  increased 
rates  for  homicide  in  the  state’s 
poor,  urban-blighted  areas.  Ef- 
forts to  reduce  the  homicide  rate 
in  New  Jersey  will  require  pro- 
grams that  rebuild  families  and 
social  networks  in  the  inner  cities, 
provide  jobs  for  unemployed  peo- 
ple, and  create  educational  pro- 
grams that  keep  young  adults  re- 
maining in  school.  Gun-swap  pro- 
grams and  tougher  sentences  for 
criminals  may  be  popular,  but 
they  are  unlikely  to  effect  the 
homicide  rate  without  the  social 
programs  that  will  help  people  in 
inner  cities  enter  the  mainstream. 

In  contrast  to  the  nightly  news 
coverage  of  homicide  by  the  mass 
media  and  network  shows  that 
focus  on  assaultive  violence, 
suicides  generally  are  not  re- 
ported in  the  media.  Suicides  that 
are  reported  usually  are  linked  to 
sensationalized  acts  of  violence, 
such  as  the  murder  of  family 
members  followed  by  the  suicide 
of  the  perpetrator,  or  “copycat 
suicides,  where  one  suicide  leads 
to  another.  Alternatively,  they  are 
linked  to  public  figures,  such  as 
the  arrest  of  Dr.  Jack  Kevorkian 
or  the  death  of  a White  House 
staffer.  One  reason  the  public 
does  not  link  suicide  with  vio- 
lence is  because  suicides  are  re- 
ported by  the  media  with  sym- 
pathy, explaining  the  mental  or 
physical  state  of  the  victim.  Some 
suicide  deaths,  especially  those 
linked  to  Dr.  Kevorkian,  are 
portrayed  as  humane — an  effort 
to  remove  the  death  from  the  con- 
text of  suicide  and  to  place  it 
under  the  umbrella  of  euthanasia. 


Suicides  should  not  be  ignored 
by  those  attempting  to  design 
programs  to  reduce  violence.  For 
example,  suicide  attempters  take 
up  hospital  beds  the  same  as  at- 
tempted homicide  victims.  In  ad- 
dition, each  homicide  and  suicide 
victim  leaves  traumatized  family 
and  community  members  behind. 
So  while  the  rates  for  homicide 
and  suicide  may  be  decreasing  in 
this  state,  we  cannot  afford  to  ig- 
nore the  underlying  factors  that 
lead  to  violence.  If  we  do,  our 
social  and  financial  costs  will 
simply  continue  to  escalate.  ■ 
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What  physicians  can  do 
about  firearm  violence 
and  prevention 

Robert  Eilers,  MD 


The  United  States  is  experiencing  an  epidemic  of  firearm- 
related  homicide  and  suicide,  especially  among  teenagers. 
New  epidemiological  evidence  on  the  risk  of  a gun  in  the  home 
should  lead  further  public  policy  efforts  to  address  this  major 
public  health  problem. 


Congress  passed  the 
Brady  bill  and  a ban  on 
assault  weapons;  this 
now  gives  the  United 
States  federal  gun  control  laws 
similar  to  laws  already  existing  in 
New  Jersey.  Physicians,  especial- 
ly trauma  surgeons  and  pediatri- 
cians, have  been  instrumental  in 
the  passage  of  gun  control  laws  by 
focusing  the  debate  on  the  public 
health  aspects  of  violence.  This 
article  will  review  the  findings  of 
several  epidemiological  studies  on 
firearm  violence  and  discuss  pro- 
posals for  preventing  deaths  and 
injuries  resulting  from  firearm 
violence.1 

There  are  about  35,000  deaths 
from  firearms  annually,  of  which 
approximately  one-half  are  due  to 
suicides,  two-fifths  are  due  to 
homicides,  and  the  rest  are  unin- 
tentional deaths.2  Firearm  death, 
the  eighth  leading  cause  of 
mortality,  is  the  second  leading 
cause  of  death  in  the  10-  to  34- 
year  age  group,  surpassed  only  by 
automobile  accidents.  For  every 
firearm  death,  it  is  estimated  that 
there  are  five  to  seven  nonfatal 
firearm  injuries.23  Although  the 
overall  firearm  death  rate  has  in- 
creased only  slightly  in  recent 
years,  there  has  been  a dramatic 
rise  in  teenage  homicide  deaths, 


associated  with  a rise  in  youth 
crime  and  violence  as  well  as  an 
increase  in  teenage  suicides.4,5  In 
1990,  there  were  4,204  firearm 
deaths  in  the  15-  to  19-year  age 
group,  which  represented  an  in- 
crease of  75  percent  between 
1985  and  1990. 4 The  national  cost 
of  firearm  injuries  is  over  16 
billion  dollars  annually.3 

GUNS  IN  THE  HOME 

Epidemiological  evidence  from 
several  studies  sponsored  by  the 
Centers  for  Disease  Control 
(CDC)  suggests  that  guns  kept  in 
the  home  more  often  are  involved 
in  the  deaths  of  those  living  in  the 
home,  as  well  as  the  deaths  of 
their  friends  and  neighbors,  than 
they  are  in  deaths  of  criminal  in- 
truders. Critics  of  gun  control, 
such  as  the  National  Rifle  As- 
sociation, charge  that  the  CDC 
investigators  are  biased  and,  thus, 
they  contest  the  validity  of  the 
CDC’s  research.6  However,  the 
studies  use  the  case-control  de- 
sign that  is  the  same  research 
methodology  that  established  the 
link  between  smoking  and  lung 
cancer. 

One  1992  case-control  study 
funded  by  the  CDC  that  ex- 
amined the  relationship  between 
suicide  and  firearms  found  that 


there  was  an  almost  fivefold 
greater  likelihood  that  residents 
who  keep  a gun  will  commit 
suicide.7  According  to  another 
1993  ease-control  study  of  homi- 
cides, when  a gun  is  kept  in  a 
home,  it  is  almost  three  times 
more  likely  that  a death  will  occur 
in  that  home  than  if  no  gun  were 
present  in  that  home.8  These 
studies  demonstrate  that  when 
guns  are  used  to  kill,  a spouse  or 
other  intimate  acquaintance  usu- 
ally will  be  the  victim  rather  than 
a stranger.  When  women  kill  with 
handguns,  there  is  a five  times 
greater  likelihood  that  an  intimate 
acquaintance  will  be  the  victim.9 
Conversely,  one-half  of  the 
women  murdered  each  year  are 
killed  by  former  partners.10 

GUNS  AND  YOUTH 

Juveniles  accounted  for  17  per- 
cent of  all  violent  crime  arrests  in 
1991,  and  their  arrests  for  murder 
increased  by  85  percent  between 
1987  and  1991.  In  the  same  time 
period,  juvenile  arrests  for  weap- 
on violations  increased  by  62  per- 
cent, and  one  out  of  every  five 
weapon  arrests  in  1991  involved 
a juvenile.11  Despite  general 
thinking  that  firearm  violence  and 
injuries  are  only  associated  with 
youth  that  display  the  most  de- 
viant behaviors,  such  as  gang 
membership  and  selling  drugs, 
research  suggests  that  the  more 
mainstream  adolescent  population 
also  is  involved  in  this  violence.12 
Although  federal  regulations  pro- 
hibit the  sale  of  handguns  to 
adolescents,  surveys  of  high 
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school  students  suggest  that 
handguns  are  very  accessible  in 
the  urban  and  suburban  environ- 
ments. According  to  studies  from 
the  National  Center  for  Health 
Statistics,  one  in  five  high  school 
students  carries  a weapon  to 
school,  and  an  estimated  400,000 
male  youths  took  guns  to  school 
in  1987.13 

PREVENTING  FIREARM 
DEATHS  IN  THE  YOUNG 

Lost  in  the  discussion  about 
youths  and  guns  has  been  the  re- 
cent rise  in  suicides  by  teenagers. 
As  with  adults,  the  most  impor- 
tant risk  factors  for  suicide  for 
teenagers  are  the  presence  of  a 
major  affective  disorder  and  the 
history  of  a prior  suicide  attempt.4 
Other  major  risk  factors  that  can 
precipitate  a suicide  attempt  in 
depressed  adolescents  include  a 
recent  break-up  of  a close  in- 
teqjersonal  relationship,  alcohol 
intoxication,  and  access  to  fire- 
arms. If  physicians  can  identify 
the  presence  of  these  risk  factors 
in  the  adolescents  they  treat, 
physicians  can  take  steps  that  will 
save  many  lives. 

Classroom  curricula  have  been 
developed  to  educate  students 
about  suicide  and  to  give  students 
information  about  resources  if 
they  have  emotional  problems. 
However,  most  of  the  prevention 
efforts  in  schools  have  been  con- 
cerned with  violence  and  have 
consisted  of  conflict  resolution 
and  injury  prevention  counseling 
programs.  Straight  Talk  About 
Risks  (STAR)  is  the  nation  s first 
comprehensive  gun  violence  pre- 
vention program  for  school-age 
children,  teens,  and  families.14 
The  program  was  developed  by 
the  Center  To  Prevent  Handgun 
Violence  to  work  with  teachers, 
parents,  and  experts  to  develop  a 
curricula  that  could  fit  into  health 
education  and  general  prevention 
programs  at  schools. 

PROLIFERATION  OF  GUNS 

There  is  increasing  scientific 
evidence  to  support  the  theory 
that  reducing  the  number  of 


firearms,  especially  handguns,  can 
prevent  homicide  and  suicide 
deaths.  According  to  international 
comparisons,  countries  with  low 
rates  of  firearm  ownership  are 
strongly  correlated  with  lower 
rates  of  suicide  and  homicide.15 
Studies  also  demonstrate  that  the 
rates  of  assaults  and  homicides 
are  reduced  by  strict  handgun 
laws,16  but  the  evidence  for  a 
similar  reduction  in  suicide 
deaths  has  been  less  conclusive.17 
Handguns  are  used  in  the  majori- 
ty of  suicides;  however,  in- 
dividuals intent  on  suicide  can 
substitute  another  method  when 
guns  are  not  available.  Although 
this  has  led  to  the  belief  that  gun 
control  laws  are  ineffective  in 
suicide  prevention,  a recent  case- 
control  study  suggests  that  gun 
laws  can  reduce  the  rate  of  fire- 
arm suicides  without  a substitu- 
tion of  method  by  victims.18 

While  the  exact  number  of 
domestic  firearms  is  unknown, 
there  probably  are  more  than  200 
million  guns  in  the  United  States. 
A 1993  poll  suggested  that  40 
million  households  have  hand- 
guns.19 Public  opinion  has  clearly 
shifted  in  recent  years,  and  there 
is  growing  support  for  gun  control 
laws.  For  example,  although  a ban 
on  handguns  has  been  considered 
politically  unfeasible  up  to  now, 
recent  polls  have  shown  that  a 
narrow  majority  of  the  public  sup- 
ports such  a ban.20  However, 
even  if  there  are  stricter  gun  laws, 
something  would  need  to  be  done 
to  remove  the  millions  of  guns  in 
the  United  States. 

Many  of  these  guns  were  pur- 
chased legally,  but  an  unknown 
number  were  stolen  from  homes, 
bought  by  individuals  using  false 
identification,  or  brought  from  out 
of  state  by  noncommercial  gun 
runners  who  sell  guns  out  of  ears 
or  homes.  There  is  an  east  coast 
pipeline  that  regularly  bypasses 
the  strict  purchase  regulations  in 
New  Jersey  and  brings  guns  into 
the  state  from  Virginia  and 
Florida.  Although  the  Brady  law 
will  make  such  trafficking  more 
difficult,  there  still  are  250,000 


authorized  gun  dealers  in  the 
United  States  who  only  need  to 
pay  a $30  fee  for  a federal  license 
and  a cursory  background  check 
to  sell  guns.21  Having  a federal 
license  allows  gun  dealers  to  ship 
and  receive  firearms  and  ammuni- 
tion in  interstate  commerce  or  by 
mail  order  and  purchase  weapons 
at  wholesale  prices. 

Congress  could  remove  the 
licenses  of  up  to  75  percent  of 
gun  dealers,  those  who  do  not  sell 
commercially,  and  grant  future 
licenses  only  to  legitimate  deal- 
ers. They  would  be  required  to 
have  a criminal  background  check 
and  to  pay  higher  licensing  fees. 
There  also  have  been  calls  for  in- 
creased funds  for  the  Bureau  of 
Alcohol,  Tobacco,  and  Firearms, 
which  would  allow  it  to  photo- 
graph and  fingerprint  applicants 
for  gun  dealership,  and  to  com- 
puterize its  records  of  dealers  to 
detect  multiple  handgun  sales.  A 
national  registration  program  for 
gun  owners  and  laws  limiting  gun 
sales  to  one  or  more  per  month 
per  individual  also  have  been 
proposed,  along  with  prohibiting 
sales  to  those  under  age  21. 

There  have  been  proposals  to 
raise  the  tax  on  handguns  and  am- 
munition, and  to  use  the  funds  to 
pay  for  education  and  prevention 
efforts  and  for  treating  firearm  in- 
juries. Gun  buy-back  programs 
already  are  being  used  by 
municipalities  to  reduce  the 
number  of  guns  in  society, 
although  critics  of  these  programs 
say  that  they  are  ineffective  be- 
cause those  who  would  use  the 
guns  would  never  turn  them  in.22 
Tax  increases  and  gun  purchase 
programs  succeed  in  raising  the 
prices  for  privately  traded  guns, 
pricing  teenagers  out  of  the 
market.  Regulatory  efforts  that 
would  treat  guns  as  unsafe  con- 
sumer products  would  require  the 
manufacturers  of  guns  and  am- 
munition to  meet  new  safety  stan- 
dards, including  indicators  to 
signal  that  guns  are  loaded  and 
trigger-locking  mechanisms  to 
prevent  guns  from  being  fired 
accidentally.23 
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CONCLUSION 

The  Brady  and  assault  weapon 
bills  are  a start,  but  much  more 
needs  to  be  done  to  halt  the 
epidemic  of  gun  violence.  Con- 
siderable amounts  of  epidemio- 
logical evidence  has  accumulated 
to  substantiate  the  major  public 
health  problems  that  result  from 
access  to  guns.  In  addition  to 
being  aware  of  the  risk  factors  and 
counseling  families  about  the 
dangers  of  household  guns,  physi- 
cians can  support  proposals  to 
stop  the  proliferation  of  guns  by 
speaking  out  in  public  forums,  by 
writing  to  political  represen- 
tatives, and  by  joining  state  and 
national  gun  control  advocacy  or- 
ganizations. New  Jersey  Citizens 
To  Stop  Gun  Violence,  a grass- 
roots coalition  founded  in  1988 
dedicated  to  educating  the  public 
and  supporting  state  legislation 
that  will  reduce  the  spread  of  vio- 
lence through  the  proliferation  of 
guns,  can  be  reached  at  609/ 
396-7044.  ■ 
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TRUSTEES  MINUTES 


A meeting  of  the  Medical 
Society  of  New  Jersey  (MSNJ) 
Board  of  Trustees  was  held  on 
October  16,  1994,  at  MSNJ  head- 
quarters in  Lawreneeville.  De- 
tailed minutes  are  on  file  with  the 
secretary  of  your  county  society. 
A summary  of  significant  actions 
follows. 

President’s  report.  Noted  the 
following  items:  Dr.  Paul  R.  Lenz, 
president  of  the  Central  New 
Jersey  Medical  Group,  will  chair 
a task  force  on  seeking  ways  in 
which  MSNJ  can  address  the 
needs  of  physicians  employed  by 
managed  care  organizations,  as 
well  as  those  working  in  academic 
and  military  settings,  and  Dr. 
Churchill  Blakey  will  serve  as 
consultant  and  Paul  Weber  will 
be  the  MSNJ  staff  liaison;  and  a 
meeting  was  held  on  September 
21,  1994,  between  the  executive 
committees  of  MSNJ  and  the 
New  Jersey  Hospital  Association. 

Advisory  panel  of  federal 
health  care  reform.  Introduced 
Dr.  Bernard  A.  Rineberg  who 
serves  as  MSNJs  representative 
to  the  advisory  panel  on  federal 
health  care  reform  assembled  by 
Commissioner  of  Health  Len 
Fishman. 

Award  to  Dr.  George  J.  Hill. 

Presented  an  award  from  the 
American  Medical  Association 
(AMA)  Council  on  Medical 
Education  to  Dr.  Hill. 

Specialty  reports.  Received  re- 
ports from  UMDNJ;  New  Jersey 
Hospital  Association;  MSNJ  Aux- 
iliary; Dr.  Palma  Formica  con- 
cerning the  AMA  Board  of  Trust- 
ees; Dr.  Joseph  A.  Riggs  for  the 
AMA  Council  on  Scientific  Af- 
fairs; Dr.  Edward  A.  Schauer  for 
the  AMA  Council  on  Legislation. 


[Also,  noted  Dr.  Sehauer’s  reap- 
pointment to  the  AMA  Council  on 
Legislation  was  approved.];  and 
the  Speakers’  Committee. 

State  Board  of  Medical  Ex- 
aminers (BME). 

1.  MSNJ  position  statement 
on  regulation  of  HMOs.  Noted 
that  Dr.  Jacobs  supported  the 
MSNJ  position  statement  on  the 
regulation  of  HMOs. 

2.  Professional  practice  regu- 
lations. Heard  that  the 
professional  practice  regulations 
have  been  revised  and  will  be 
presented  to  BME  for  approval. 

3.  New  BME  executive  direc- 
tor. Announced  that  Charles  A. 
Janousek  has  left  BME  and  the 
vacancy  will  be  filled  by  the 
present  executive  director  of  the 
Board  of  Architects. 

4.  Proposed  change  of  admin- 
istrative responsibility  for  BME. 
Noted  that  BME  objects  to 
MSNJ’s  efforts  to  shift  adminis- 
trative responsibility  for  BME 
from  the  Division  of  Consumer 
Affairs  to  the  New  Jersey  State 
Department  of  Health  (DOH). 

5.  Clear  and  convincing 
evidence.  Heard  that  BME  is  un- 
equivocally opposed  to  the  use  of 
clear  and  convincing  evidence, 
preferring  to  use  “preponderance 


of  credible’  evidence;  MSNJ 
strongly  promotes  the  concept  of 
“clear  and  convincing  evidence.” 

6.  Alternate  resolution  pro- 
gram. Noted  that  BME  has  ap- 
proved the  lastest  draft  of  the 
proposed  regulation  establishing 
the  alternate  resolution  program. 

7.  Sexual  misconduct  regula- 
tions. Noted  that  BME  has 
drafted  a proposed  regulation 
dealing  with  sexual  conduct  by 
licensees. 

8.  HIV  regulation.  Reviewed 
that  the  regulation  dealing  with 
HIV  has  been  amended;  essential- 
ly it  negates  the  necessity  for  HIV 
physicians  to  so  inform  their  pa- 
tients. 

9.  Biennial  licensing  litiga- 
tion. Discussed  the  biennial 
licensing  litigation  brought  by 
MSNJ  against  BME. 

Executive  director  s report. 

1.  Clear  and  convincing 
evidence.  Noted  that  a bill  on 
clear  and  convincing  evidence 
was  approved  by  an  Assembly 
committee  several  weeks  ago. 

2.  PIP  no-fault  law.  Noted  that 
Vincent  Maressa  and  Drs.  George 
T.  Hare  and  Irving  P.  Ratner  met 
with  Drew  Karpinski,  New  Jersey 
Commissioner  of  Insurance,  to 
participate  in  a discussion  of  a 
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department  proposal  that  would 
amend  the  PIP  no-fault  law  to 
limit  medical  expenses  to  $50,000 
while  simultaneously  moving  PIP 
benefits  into  a managed  care 
format. 

3.  Tort  reform.  Noted  that 
MSNJ  representatives  appeared 
before  the  Senate  Committee  on 
Commerce  and  the  Professions 
for  a hearing  of  the  tort  reform 
package  supported  by  MSNJ  and 
the  Medical  Inter-Insurance  Ex- 
change (MI  IX). 

4.  Health  care  financing  ad- 
ministration. Heard  that  Vincent 
Maressa  and  Joseph  Lucci 
participated  in  a review  of  Part  B 
denial  letters. 

5.  Sales  and  use  tax  statute. 

Reviewed  the  packet  of  materials 


MSNJ  AUXILIARY 


Dorothy  Espinola,  president, 
Chris  Kline,  president-elect,  and 
county  auxiliary  presidents  from 
Union,  Passaic,  Salem,  Atlantic, 
and  Cape  May  Counties  attended 
the  leadership  workshop  con- 
fluence in  Chicago.  Dr.  Robert 
McAfee,  president  of  the  Ameri- 
can Medical  Association  (AMA), 
was  the  featured  speaker.  Dr. 
McAfee  emphasized  the  serious- 
ness of  family  violence  in  society, 
the  important  role  of  the  physi- 
cian in  recognizing  the  signs  and 
symptoms  of  abuse  in  patients 
seeking  treatment,  and  the 
process  of  referrals  to  appropriate 
agencies.  Dr.  McAfee  shared  his 
own  professional  experience  with 
a patient  who,  over  a nine-month 
period,  came  to  his  office  every 
three  months  with  the  chief  com- 
plaint of  breast  pain.  He  per- 
formed numerous  breast  examina- 
tions and  gave  verbal  assurances 
that  she  did  not  have  cancer.  On 
the  last  visit,  he  realized  that 
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UMDNJ-New  Jersey  Medical 
School  wins  national  award.  The 
Association  of  American  Medical 
Colleges  (AAMC)  has  selected 
UMDNJ-New  Jersey  Medical 
School  as  this  year’s  recipient  of 


from  the  Division  of  Taxation  re- 
questing physician  compliance  in 
a self-audit  program. 

Physician  Healthcare  Plan  of 
New  Jersey,  Inc.  (PHP).  Heard 
an  update  on  PHP  from  Dr. 
Bessie  M.  Sullivan,  noting  that 
Medical  Management  Group,  a 
subsidiary  of  the  New  Jersey 
State  Medical  Underwriters,  is 
working  with  MIIX  to  implement 
the  plan. 

Position  statement  on  regula- 
tion of  HMOs.  Accepted  the  posi- 
tion paper  on  the  regulation  of 
HMOs  prepared  by  MSNJ  staff. 

Committee  on  Publication. 

Approved  the  contracts  for  the 


there  were  bruises  and  upon  ask- 
ing questions  was  able  to  make 
the  appropriate  diagnosis  of 
spouse  battering  and  referral  to 
an  agency.  During  the  three-day 
workshops,  Auxiliary  members 
learned  how  to  execute  member- 
ship recruitment  and  retention, 
new  and  innovative  ideas  to  gain 
media  recognition  of  programs 
and  projects,  how  to  speak  with 
impact,  ways  to  write  effective 
speeches  and  to  tackle  time  trau- 
mas, and  legislative  updates  by 
Ross  Rubin  of  the  AMA.  The 
workshop  concluded  with  lun- 
cheon speaker  Dr.  James  Todd. 

The  AMA-ERF  Celebrity  Lun- 
cheon was  held  on  October  19, 
1994.  Two  hundred  forty  physi- 
cians, spouses,  and  guests  had  the 
opportunity  to  shop  for  holiday 
gifts,  dine  in  a charming  at- 
mosphere, and  be  entertained  by 
syndicated  columnist  Cindy 
Adams.  Chairman  Susan  Kahn 


the  prestigious  Outstanding  Com- 
munity Service  Award.  The 
AAMC  award  was  established  in 
1993  to  recognize  medical  schools 
and  teaching  hospitals  for 
longstanding  broad-based  service 


production  and  publication  of 
New  Jersey  Medicine  through 
1996. 

JEMPAC.  Distributed  JEM- 
PAC/MedAC  funds  to  New  Jersey 
congressional  candidates,  and 
noted  that  MedAe  funds  have 
been  received  from  two  hospitals. 

New  business.  Approved  the 
following  resolution  for  sub- 
mission to  the  AMA  House  of 
Delegates: 

Resolved,  that  the  AMA  seek  the 
enactment  of  federal  legislation  or 
regulation  that  permits  physicians  to 
bill  Medicaid  and  to  pursue  third- 
party  payments  for  their  regular  fee. 
In  the  instance  of  payments  hv  a 
third-party,  any  Medicaid  payments 
should  be  refunded  by  the  physician. 


raised  over  $10,000.  This  project 
supports  medical  education. 

MSNJA  is  distributing  petitions 
from  the  AMA  and  the  Coalition 
on  Smoking  to  generate  public 
support  demanding  action  on 
FDA  regulation  of  tobacco.  Aux- 
iliary members  will  be  asking 
physicians  to  place  petitions  in 
their  offices,  and  to  distribute 
them  in  schools  and  other  areas. 

The  Washington,  DC,  legisla- 
tive tiip,  sponsored  by  MSNJ  and 
MSNJA,  will  be  held  on  March  22 
and  23,  1995.  There  will  be  a 
briefing  with  AMA  lobbyists  and 
a wine  and  cheese  reception.  A 
breakfast  meeting  with  individual 
congressmen  will  be  followed  by 
a luncheon.  If  there  is  enough 
interest,  a side  trip  will  be 
scheduled  to  see  the  Holocaust 
Museum  on  Wednesday  after- 
noon. For  information,  contact: 
Valerie  Claps  at  201/989-9076.  □ 
Dorothy  Espinola 


to  their  communities.  The  award 
was  presented  to  Dr.  Ruv  V. 
Lourenpo,  medical  school  dean. 
As  part  of  the  presentation, 
AAMC  President  Dr.  Jordan  J. 
Cohen  said,  “UMDNJ-New 
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Jersey  Medical  School  is  a vi- 
brant, culturally  diverse  academic 
medical  school  that  has  con- 
sistently maintained  its  original 
mission  of  having  a direct, 
positive  impact  on  the  health  of 
Newark’s  residents.  It  is  a 
quintessential  example  of  what 
community  service  by  the  nation’s 
medical  schools  is  and  should  be. 

Loan  redemption  program.  A 
program  that  provides  an  incen- 
tive to  primary  care  physicians 
and  dentists  to  practice  in 
medically  underserved  com- 
munities statewide  has  resulted  in 
a fourfold  increase  in  patient  vis- 
its at  the  health  care  centers 
where  they  are  working.  In  the 
first  year  of  the  program,  called 
the  Primary  Care  Physician  and 
Dentist  Loan  Redemption  Pro- 
gram of  New  Jersey,  19  physi- 
cians and  dentists  were  assigned 
to  16  health  care  sites  in  nine 
counties.  These  sites  reported  a 
total  increase  of  27,000  patient 
visits  compared  with  the  previous 
year. 

In  the  second  year,  with  eight 
additional  physicians  and  dentists 
and  nine  additional  sites,  the 
number  of  patient  visits  increased 
fourfold  over  the  first  year  of  the 
program. 

This  good  news  was  presented 
to  State  Senate  Assistant  Minority 


PLACEMENT  FILE 


The  following  physicians  have 
written  to  the  executive  offices  of 
MSNJ  seeking  information  on  op- 
portunities for  practice  in  New 
Jersey.  If  you  are  interested  in 
further  information  concerning 
these  physicians,  please  direct  in- 
quiries to  them. 

Anesthesiology 

Geoffrey  W.T.  Ndeto,  MD,  36 
Franklin  Ave.,  Rosemont,  PA  19010. 
Nairobi  (Kenya)  1976.  Group  or 
partnership.  Available. 

Gastroenterology 

Rawel  Singh,  MD,  8569  Everett 
Ave.,  St.  Louis,  MO  63117.  GND 
University  (India)  1980.  Board 
certified.  Single  or  multispecialty 
group.  Available. 


Leader  Richard  J.  Codey  (D- 
Essex),  sponsor  of  the  legislation 
that  created  the  Loan  Redemp- 
tion Program.  The  program 
partially  reimburses  educational 
loans  for  physicians  and  dentists 
who  practice  in  medically  under- 
served urban  and  rural  areas. 

Study  notes  disparity  in  care 
for  female  heart  attack  victims. 
Women  admitted  to  New  Jersey 
hospitals  with  heart  attacks  re- 
ceive fewer  invasive  medical 
procedures  than  do  men,  accord- 
ing to  a statewide  study  by  re- 
searchers at  UMDNJ-Robert 
Wood  Johnson  Medical  School. 
The  study  revealed  that  women 
admitted  to  hospitals  with  acute 
myocardial  infarction  were  less 
likely  to  receive  sophisticated 
diagnostic  and  therapeutic 
procedures,  such  as  cardiac 
catheterization.  The  research 
team,  led  by  Dr.  John  B.  Kostis, 
professor  and  chair  of  the  Depart- 
ment of  Medicine,  analyzed 
42,000  cases  of  apparent  heart  at- 
tacks registered  in  1986  and  1987 
in  the  Myocardial  Infarction  Data 
Acquisition  System.  VA  hospitals 
and  nursing  homes  were  not  in- 
cluded in  the  study. 

Dr.  Kostis  noted  that  the  dis- 
parity in  diagnostic  and  treatment 
procedures  may  be  due  to  several 
factors,  including  that  women 


Internal  Medicine 

Nick  Mehta,  MD,  1946  Guernsey 
Ave.,  Abington,  PA  19001.  B.J. 
Medical  College  (India)  1978.  Board 
eligible.  Available. 

Nephrology 

Suk  Hyeon  Yun,  MD,  504  Summit 
Ave.,  Fort  Lee,  NJ  07024.  New  York 
Medical  College  1989.  Board 
certified  (IM).  Board  eligible 
(NEPHR).  Group  or  partnership. 
Available. 

Pathology 

Maria  S.  Braganca,  MD,  43  S. 
Cadillac  Dr.,  Somerville  NJ  08876. 
GOA  (India)  1968.  Board  certified. 
Group.  Available. 


tend  to  be  older  and  have  ad- 
ditional health  complications, 
such  as  diabetes,  when  admitted. 
He  noted,  however,  that  even 
after  adjusting  the  statistics  for 
these  variables,  women  still  had  a 
lower  rate  of  procedures. 

UMDNJ  administrator  named 
to  President’s  Committee.  Presi- 
dent Clinton  has  appointed  Dr. 
Deborah  M.  Spitalnik,  a UMDNJ 
administrator,  to  the  President’s 
Committee  on  Mental  Retarda- 
tion. The  committee  is  a 21- 
person  panel  that  advises  the 
president  and  U.S.  Health  and 
Human  Services  Secretary  Donna 
Shalala  on  programs  and  services 
related  to  people  with  de- 
velopmental disabilities.  Dr. 
Spitalnik  is  executive  director  of 
the  University  Affiliated  Program 
of  New  Jersey,  which  is  adminis- 
tered by  UMDNJ-Robert  Wood 
Johnson  Medical  School.  The 
statewide  program,  operated  by 
state  and  federal  funds,  provides 
training  for  health  care 
professionals  and  students  work- 
ing with  people  who  are  de- 
velopmentally  disabled.  It  also 
serves  as  an  advocacy  group  for 
disabled  people  and  their 
families.  □ Stanley  S.  Bergen,  Jr, 
MD,  president 


Psychiatry 

Dorothy  Brozek,  MSN,  MD,  200  E. 

Wynnewood  Rd.,  D-l,  Wvnnewood, 
PA  19096.  Albany  Medical  College 
1990.  Board  eligible.  Available. 

Surgery 

W.  Dean  Adams,  MD,  3617  38  St., 
NW,  Apt.  310,  Washington,  DC 
20016.  College  of  Physicians  & 
Surgeons  1989.  Board  eligible 
(SURG).  Group,  associate,  partner. 
Available. 

Marc  S.  Saunders,  DO,  6815 
Lockwood  Blvd.,  Apt.  155, 
Boardman,  OH  44512.  NY  College  of 
Osteopathic  Medicine  1987.  Board 
eligible.  Available. 
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Hahnemann 

University 

Hospital 


Department  of  Medicine  Grand  Rounds 

Wednesdays  8:30  to  9:30  a.m. 

Classroom  C (Alumni  Hall),  2nd  Floor,  New  College  Building,  Hahnemann  University,  15th  & Vine  Streets  (15th  Street  Entrance),  Philadelphia 

For  more  information,  contact  the  Office  of  Continuing  Education  at  215-762-8263. 


DECEMBER  1 994  JANUARY  1 995 


FEBRUARY  1995 


DECEMBER  7th 


JANUARY  4th 


FEBRUARY  1st 


Steroid-Induced  Osteoporosis 

Paul  Katz,  M.D. 

Professor  of  Medicine,  Microbiology,  and 
Immunology 

Chief,  Division  of  Rheumatology, 
Immunology,  and  Allergy, 

Georgetown  University  School  of  Medicine, 
Washington,  DC 

DECEMBER  14th 
Cardiac  Auscultation 

Leonard  S.  Dreifus,  M.D. 

Professor  of  Medicine 

Division  of  Cardiovascular  Diseases, 

Hahnemann  University 

Daniel  Mason,  M.D. 

Professor  of  Medicine 

Division  of  Cardiovascular  Diseases, 

Hahnemann  University 

Gerald  Scharf,  D.  O. 

Professor  of  Clinical  Medicine 
Division  of  Cardiovascular  Diseases, 
Hahnemann  University 
John  J.  Ross,  RCPT 
Research  Assistant  Professor 
Division  of  Cardiovascular  Diseases, 
Hahnemann  University 

DECEMBER  21st 

Metabolic  Bone  Disease— Osteodystrophies 
and  Osteoporosis 

Harmut  Malluche,  M.D. 

Professor  of  Internal  Medicine 
Chief,  Division  of  Nephrology,  Bone  and 
Mineral  Metabolism,  University  of  Kentucky, 
Lexington,  KY 

DECEMBER  28th 

No  Grand  Rounds  — Holiday 


Urinary  Tract  Infections 

Donald  Kaye,  M.D. 

Chair,  Department  of  Medicine 
Medical  College  of  Pennsylvania  and 
Hahnemann  University  School  of  Medicine 

JANUARY  11th 
Antiobiotic  Resistance 

Robert  C.  Moellering,  Jr.,  M.D. 

Shields  Warren-Mallinckrodt 
Professor  of  Medical  Research 
Harvard  Medical  School,  Physician-in-Chief, 
New  England  Deaconess  Hospital, 

Boston,  MA 

JANUARY  18th 

Aspirin  and  Warfarin  Combined  Therapy- 
Multicenter,  U.K.  Trials 

Thomas  W.  Meade,  D.M.,  F.R.C.P. 

Director,  Medical  Research  Council  MRC 
Epidemiology  and  Medical  Care  Unit, 
Wolfson  Institute  of  Preventive  Medicine, 
The  Medical  College  of  St.  Bartholomew’s 
Hospital,  London,  England 
Prevention  and  Treatment  of  Abnormalities 
of  Thrombosis  Cardiovascular  Disease 
Yale  Nemerson,  M.D. 

Goodhart  Professor  of  Medicine  and 
Biochemistry 

Chief,  Division  of  Thrombosis  Research, 

Mt.  Sinai  Medical  Center, 

New  York,  NY 

JANUARY  25th 

Complications  of  Drug  Therapy  in  the 
Elderly 

Michael  F.  Michelis,  M.D. 

Professor  of  Clinical  Medicine 
New  York  Medical  College 
Director,  Division  of  Nephrology, 

Lenox  Hill  Hospital, 

New  York,  NY 


Goodpasture’s  and  Airport’s  Syndrome 
Revisited 

Raymond  M.  Hakim,  M.D. 

Professor  of  Medicine 
Vanderbilt  School  of  Medicine,  Division  of 
Nephrology,  Vanderbilt  Medical  Center, 
Nashville,  TN 

FEBRUARY  8th 

Diseases  of  the  Aorta  and  Peripheral 
Vasculature 

Randall  B.  Griepp,  M.D. 

Professor  and  Chair  of  Surgery 

Division  of  Cardiothoracic  Surgery,  Mt.  Sinai 

Hospital,  New  York,  NY 

Medical  and  Surgical  Management  of  Aortic 

??  of  Marfan’s  and  Related  Conditions 

Reed  E.  F\eritz,  M.D. 

Professor  and  Chair  of  Human  Genetics 
Professor  of  Medicine  and  Ped?? 

Medical  College  of  Pennsylvania, 
Hahnemann  University,  Allegheny  Singer 
Research  Institute,  Pittsburgh,  PA 

FEBRUARY  15th 

Diabetic  Nephropathy:  ??  Intervention  and 
Prevention 

Marc  Pohl,  M.D. 

Professor  of  Medicine 
Department  of  Nephrology  and 
Hypertension,  The  Cleveland  Clinic. 
Cleveland.  OH 

FEBRUARY  22nd 

Treatment  of  Hyperlipids  Primary 

Prevention  vs.  Secondary  Prevention 

David  Capuzzi,  M.D.,  Ph  D. 

Professor  of  Medicine 
Medical  College  of  Pennsylvania, 
Hahnemann  University,  Director,  Lipid 
Disorders,  Medical  College  of  Pennsylvania 
Hospitals,  Main  Clinical  Campus, 
Philadelphia,  PA 


Wednesday  Medical  Seminar  Series 
8:30  a.m.  to  3:30  p.m. 


DECEMBER  14,  1994 

Cardiac  Diagnostic 

Techniques  for  the  Generalist  Physician 

Lecturers:  Leonard  Dreifus,  M.D., 
Daniel  Mason,  M.D.,  Gerald  Scharf.  D.O., 
John  Ross,  RCPT 


JANUARY  18, 1995 

Prevention  and  Treatment  of  Abnormalities  of 
Thrombosis  in  Cardiovascular  Diseases 

Guest  Lecturers:  Thomas  W.  Meade,  D.M., 
F.R.C.P.  and  Yale  Nemerson,  M.D. 


FEBRUARY  8, 1995 

Diseases  of  the  Aorta  and  Peripheral  Vasculature 

Guest  Lecturers:  Randall  B.  Griepp,  M.D. 
and  Reed  E.  Pyeritz,  M.D. 


Seminar  Director  Allan  B.  Schwartz,  M.D.,  Professor  and  Vice  Chair.  Chief  of  Service,  Director  of  Continuing  Medical  Education  for  the  Department  of  Medicine 

Full  Disclosure  Statement:  All  faculty  participating  in  continuing  medical  education  programs  sponsored  by  Hahnemann  University  are  expected  to  disclose  to  the  audience  any  real 

or  apparent  conflict(s)  of  interest  related  to  the  content  of  their  presentation. 

Statement  of  Accreditation:  Hahnemann  University  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  (ACCME)  to  sponsor  continuing  medical  education 
programs  for  physicians.  Hahnemann  University  designates  each  hour  of  attendance  at  these  activities  as  1 credit  hour  of  Category  I of  the  Physician's  Recognition  Award  of  the  American 
Medical  Association. 
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CONTINUING  EDUCATION 


MEDICINE 


The  following  is  a list  of  continuing 
medical  education  courses  for  the 
next  two  months.  Contact  the 
sponsoring  organization  (in  italics)  for 
further  information. 

December 

15  Blood  Glucose  Control  and 
Diabetes 

Essex  County  Hospital  Center, 
Cedar  Grove  (AMNJ) 

15  MRI  of  the  Pelvis 

Saint  Barnabas  Medical  Center, 
Livingston  (Radiological 
Society  of  NJ  and  AMNJ) 

16  Pathogenesis,  Diagnosis,  and 
Management  of  Headaches 
New  Jersey  Veterans  Home, 
Paramus  (AMNJ) 

19  Gynecologic  Care  for  Women 
with  Physical  and  Cognitive 
Disabilities 

New  Lisbon  Developmental 
Center,  New  Lisbon  (AMNJ) 

20  Management  of  Abdominal 
Emergencies 

Barnert  Hospital,  Paterson 
(AMNJ) 

20  HIV  and  the  Kidney 

Overlook  Hospital,  Summit 
(AMNJ) 

21  Blood  Glucose  Control  and 
Diabetes:  Lessons  from  the 
Diabetes  Control  and 
Complications  Trial 

St.  Mary’s  Hospital,  Passaic 
(AMNJ) 

21  Identification  and 

Management  of  Asymptomatic 
HIV  Infection 

Union  Hospital,  Union  (AMNJ) 
28  Making  Decisions  in 
Transfusion  Medicine 
Robert  Wood  Johnson 
University  Hospital  at 
Hamilton,  Hamilton  (AMNJ) 

January 
4 Hepatitis 

The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

4 Diabetes-Related 

Cardiovascular  Disease 
Warren  Hospital,  Phillipsburg 
(AMNJ) 


4 Visiting  Professor  Lecture 

VA  Medical  Center, 

East  Orange  (AMNJ) 

4 Endocrinology  Section/AMNJ 

Dinner  Meeting 
Holiday  Inn,  Newark  Airport, 
Newark  (AMNJ) 

4 Medical  Grand  Rounds 

11  VA  Medical  Center, 

18  East  Orange  (AMNJ) 

25 

4 Interhospital  Endocrine 

11  Rounds 

18  University  Hospital,  Newark 

25  (AMNJ) 

4 Family  Violence 

West  Jersey  Health  System, 
Voorhees  (AMNJ) 

4 Diseases  of  the  Pituitary 

St.  Mary’s  Hospital,  Passaic 
(AMNJ) 

4 Integrating  TB  Management 

into  Care  of  the  HIV-Infected 
Patient 

Union  Hospital,  Union  (AMNJ) 
10  Malpractice  Risk  Management 
and  Improved  Patient  Care 

Schering  Corporation, 
Kenilworth  (Dermatological 
Society  of  NJ) 

10  Diagnosis  and  Treatment  of 
AIDS 

Essex  County  Hospital  Center, 
Cedar  Grove  (AMNJ) 

11  Vaccination  and 
Immunization  Issues  for 
Health  Care  Practitioners 

Saint  James  Hospital,  Newark 
(AMNJ) 

12  Making  Decisions  in 
Transfusion  Medicine 

St.  Mary  Hospital,  Hoboken 
(AMNJ) 

12  Pediatric  Musculoskeletal 

Ultrasound 

JFK  Conference  Center, 

Edison  (AMNJ  and  NJ  Institute 
of  Ultrasound  in  Medicine ) 

12  Colitis 

St.  Mary’s  Hospital,  Passaic 
(AMNJ) 

12  Management  and  Treatment 

of  Hepatitis  B and  C 

St.  Joseph’s  Hospital  and 


Medical  Center,  Paterson  (St. 
Joseph  ’s  Hospital  and  Medical 
Center) 

17  Anesthesiologists  General 
Membership  Meeting 
Ramada  Inn,  Clark  (NJ  State 
Society  of  Anesthesiologists) 

17  Avoiding  the  Complications  of 
Chronic  Dialysis 
Overlook  Hospital,  Summit 
(AMNJ) 

17  Prevention  of  Lower 
Extremity  Amputations 

Barnert  Hospital,  Paterson 
(AMNJ) 

18  Dermatology  Conference 
HIP/Rutgers  Health  Plan,  U.S. 
1,  New  Brunswick  (Robert 
Wood  Johnson  Medical  School) 

18  Anemia  in  the  Elderly 

St.  Mary’s  Hospital,  Passaic 
(AMNJ) 

18  Diagnosis  and  Treatment  of 
AIDS 

Barnert  Hospital,  Paterson 
(AMNJ) 

19  CT  of  the  Lung  Parenchyma 

Saint  Barnabas  Medical  Center, 
Livingston  (Radiological 
Society  ofNJ  and  AMNJ) 

23  Diabetes-Related 

Cardiovascular  Disease 
Columbus  Hospital,  Newark 
(AMNJ) 

25  AIDS  Transmission  Explained 

St.  Mary’s  Hospital,  Passaic 
(AMNJ) 

25  Vaccination  and 
Immunization  Issues  for 
Health  Care  Practitioners 
Robert  Wood  Johnson 
University  Hospital  at 
Hamilton,  Hamilton  (AMNJ) 

26  Blood  Glucose  Control  and 
Diabetes 

Woodbridge  Developmental 
Center,  Woodbridge  (AMNJ) 

26  Visiting  Professor  Lecture 
Series 

Saint  Barnabas  Medical  Center, 
Livingston  (Saint  Barnabas 
Medical  Center) 

26  Identification  and 

Management  of  HIV  Infection 


866 


NEW  JERSEY  MEDICINE 


Mountainside  Hospital 

Helicobacter 

Division  of  General  Internal  Medicine 

pylori-positive  patients 

presents 

with  non-ulcer 

Current  Concepts  in  Internal  Medicine 

dyspepsia  wanted 

A series  of  full  morning  updates 

The  University  of  Pennsylvania  Medical 
Center  is  conducting  a six-month  antibiotic 

Major  topics  in  Nephrology,  Hypertension, 
Neurosciences,  Infectious  Diseases,  Psychosomatic 

Medicine,  Hematology  and  Gastroenterology  by  noted 

research  study  on  patients  with  non-ulcer 

authorities  from  Temple  University,  Mt.  Sinai  Medical 

dyspepsia,  who  are  Helicobacter  pylori- 

Center,  Robert  Wood  Johnson,  UMDNJ-Newark 

positive.  Nominal  financial  compensation 

and  Henry  Ford  Hospital. 

will  be  given  to  those  patients  who  qualify 

Second  Saturday  of  each  month, 

for  the  study.  For  more  information,  call 

January  - June,  1995 

Dr.  David  Metz  at  215-662-8356,  or 

9 a.m.  - Noon 

Marcia  Childs,  R.N.,  at  215-662-6431. 

; Mountainside  Hospital  Auditorium 

Montclair,  NJ 

The  fee  for  the  series  is  $120. 

mmm  university  of 

j&v  PENNSYLVANIA 

Xjr  medical  center 

For  more  information,  call  (201)  429-6196. 

University  of  Pennsylvania  School  of  Medicine 
Hospital  of  the  University  of  Pennsylvania 

.A.  re  you  paying  too  much  for  your 
medical  malpractice  insurance? 


If  you're  one  of  the  specialists  shown 
below  and  presently  insured  by  MIIX, 
you  are! 


Specialty 

Potential 

Savings* 

Cardiology 

$1,413 

Emergency  Medicine 

$2,331 

Gastroenterology 

$2,640 

Neurology 

$4,245 

Pathology 

$1,265 

Anesthesiology 

$ 813 

*$1M/3M  Occurrence  Plus  coverage 


Call  our  fully  licensed,  knowledgeable  staff 
to  obtain  complete  details  about  this  cover- 
age and  how  easy  it  is  to  switch. 

Joseph  A.  Britton  Agency,  Inc. 

855  Mountain  Avenue,  Mountainside,  NJ  07092 
908/654-6464  800/462-3401 


Are  You  Ready 
for  CLIA  & OSHA? 

Don't  make  costly  mistakes— have 

a qualified  laboratory  professional 

provide  the  help  you  need. 

• Complete  Office  Laboratory  Evaluations  for 
CLIA 

• Laboratory  Procedure  Manual  with  Quality 
Assurance  and  Quality  Control  Plans 

• Technical  Consultant  Maintenance  Plan 

• Complete  Office  Evaluation  for  OSHA  and 
DEP 

• Comprehensive  Safety  Manual 

® Customized  OSHA  Safety  Training  Programs 

• NEW!  Infection  Control  Plan  for  TB 
u*  Authorized  distributor  of  NIOSH 

approved  HEPA  respirators 
i/>  Training  and  fit  testing  available 


P.O.L.  CONSULTANTS 

1 1 50  Concord  Drive,  Haddonfield,  NJ  08033 
For  Information  call:  609-428-POLC 
Programs  Serving  Over  500  POL's 
Throughout  New  Jersey 
Kathleen  L.  Voldish,  CLA  (ASCP),  President 
Over  20  Years  of  P.O.L.  Experience 
Don't  wait  until  inspection  day  to  find  out  you  are  not  in 
compliance— our  Clients  Pass  Inspections! 
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Essex  County  Hospital  Center, 
Cedar  Grove  (A MNJ) 

30  Neuropsychiatric  and 

Psychological  Aspects  of  HIV/ 

AIDS 

New  Lisbon  Developmental 
Center,  New  Lisbon  (AMNJ) 

F ebruary 
1 Colitis 

The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

1 Identification  and 

Management  of  Asymptomatic 
HIV  Infection 

Rahway  Hospital,  Rahway 
(AMNJ) 

I Visiting  Professor  Lecture 

VA  Medical  Center, 

East  Orange  (AMNJ) 

1 Endocrinology  Section/AMNJ 

Dinner  Meeting 
Holiday  Inn,  Newark  Airport, 
Newark  (AMNJ) 

1 Chronic  Fatigue  Syndrome 

St.  Mary’s  Hospital,  Passaic 
(AMNJ) 

I Identification  and 

Management  of  Asymptomatic 
HIV  Infection 

West  Jersey  Health  System, 
Voorhees  (AMNJ) 

1 Medical  Grand  Rounds 

8 VA  Medical  Center, 

15  East  Orange  (AMNJ) 

22 

! Interhospital  Endocrine 

8 Rounds 

15  University  Hospital,  Newark 
22  (AMNJ) 

6 Blood  Glucose  Control  and 

Diabetes 


New  Lisbon  Developmental 
Center,  New  Lisbon  (AMNJ) 

8 Electrolyte  Imbalance 

St.  Mary’s  Hospital,  Passaic 
(AMNJ) 

8 Albert  Siegel  Memorial 

Symposium 

Saint  Barnabas  Medical  Center, 
Livingston 

(NJ  Gastroenterological  Society 
and  AMNJ) 

8 Neuropsychiatric  and 
Psychological  Aspects  of  HIV/ 
AIDS 

Union  Hospital,  Union  (AMNJ) 

9 Head  and  Neck  Oncology 
Meeting 

The  Manor,  West  Orange 
(AMNJ) 

9 Integrating  TB  Management 

into  Care  of  the  HIV-Infected 
Patient 

Essex  County  Hospital  Center, 
Cedar  Grove  (AMNJ) 

14  Neuropsychiatric  and 
Psychological  Aspects  of  HIV/ 
AIDS 

Ramapo  Ridge  Psychiatric 
Hospital,  Wyckoff  (AMNJ) 

15  Managed  Care  Dilemma 

The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

15  How  To  Help  Your  Patients 

Stop  Smoking 
New  Jersey  Veterans  Home, 
Paramus  (AMNJ) 

15  Management  of  Portal 

Hypertension 
St.  Mary’s  Hospital,  Passaic 
(AMNJ) 

15  Identification  and 


Management  of  Asymptomatic 
HIV  Infection 
Bamert  Hospital,  Paterson 
(AMNJ) 

15  Dermatology  Conference 
HIP/Rutgers  Health  Plan,  U.S.  1 
New  Brunswick  (Robert  Wood 
Johnson  Medical  School) 

16  Monthly  Scientific  Meeting 
Saint  Barnabas  Medical  Center, 
Livingston  (Radiological 
Society  of  NJ  and  AMNJ) 

21  Depression  in  the  Elderly 

The  Hospital  Center  at  Orange, 
Orange  (AMNJ) 

21  Management  of  Renal  Bone 
Disease 

Overlook  Hospital,  Summit 
(AMNJ) 

22  Diagnosis  and  Treatment  of 
AIDS 

Robert  Wood  Johnson 
University  Hospital  at 
Hamilton,  Hamilton  (AMNJ) 

22  Neuropsychiatric/Psychological 
Aspects  of  HIV/AIDS 

Saint  James  Hospital,  Newark 
(AMNJ) 

23  Pathogenesis,  Diagnosis,  and 
Management  of  Headache 
Woodbridge  Developmental 
Center,  Woodbridge  (AMNJ) 

23  Visiting  Professor  Lecture 

Saint  Barnabas  Medical  Center, 
Livingston  (Saint  Barnabas 
Medical  Center) 

23  Identification  and 

Management  of  Perinatal  HIV 
Infection 

Essex  County  Hospital  Center, 
Cedar  Grove  (AMNJ) 
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IN  MEMORIAM 


SILVIO  DE  ANGELIS 


NEJAT  H.  EREM 


ROBERT  L.  MILLER 


STUART  ORTON 


MAX  C.  PEPERNIK 


We  regret  to  announce  the 
death  of  Silvio  De  Angelis,  MD, 
on  June  18,  1994,  at  the  age  of 
72.  An  internist.  Dr.  De  Angelis 
practiced  in  Secaueus  for  many 
years.  Born  on  March  20,  1922, 
in  Italy,  Dr.  De  Angelis  was 
graduated  from  the  Faculty  of 
Medicine  University  of  Modena, 
Italy,  in  1957.  After  coming  to  the 
United  States,  he  completed  an 


Nejat  Huseyin  Erem,  MD, 
passed  away  on  May  7,  1994.  Dr. 
Erem  was  born  on  May  13,  1925, 
and  was  a 1952  graduate  of  An- 
kara University  Medical  School, 
Turkey.  After  completing  an  in- 
ternship at  Columbus  Hospital, 
Newark,  in  1955,  Dr.  Erem  com- 
pleted a residency  at  Hackensack 
Hospital  the  Hospital  of  Saint 
Barnabas,  Newark.  Dr.  Erem  was 


We  regret  to  announce  the 
death  of  Robert  L.  Miller,  MD,  of 
Toms  River,  on  June  6,  1994,  at 
the  age  of  73.  He  was  born  in 
1920,  in  Lakewood.  Dr.  Miller 
was  an  internist  in  Lakewood  for 
many  years.  He  graduated  from 
George  Washington  University 
School  of  Medicine,  Washington, 


Family  practitioner  Stuart 
Orton,  MD,  passed  away  on  June 
23,  1994.  Dr.  Orton,  born  on  July 
6,  1916,  in  Rahway,  was  awarded 
a medical  degree  from  Jefferson 
Medical  College,  Philadelphia,  in 
1942.  After  he  received  a New 
Jersey  medical  license  in  1943, 
Dr.  Orton  served  in  the  United 


Psychiatrist  Max  Carl  Pepernik, 
MD,  of  Galloway  Township, 
passed  away  on  July  14,  1994.  Dr. 
Pepernik  was  clinical  professor  of 


internship  at  St.  Mary’s  Hospital, 
New  York.  Dr.  De  Angelis  was 
affiliated  with  St.  Mary  Hospital, 
Hoboken,  and  Meadowlands  Hos- 
pital Medical  Center,  Secaueus. 
Dr.  De  Angelis  was  a member  of 
our  Hudson  County  component 
and  of  the  American  Medical  As- 
sociation. He  also  was  a fellow 
of  the  American  College  of 
Angiologv. 


a general  surgeon  specializing  in 
hand  surgery  and  practiced  in 
Hackensack  and  Carlstadt.  He 
was  affiliated  with  St.  Marys 
Hospital,  Passaic;  Saint  Barnabas 
Medical  Center,  Livingston;  and 
Harrison  S.  Martland  Medical 
Center,  Newark.  Dr.  Erem  was  a 
member  of  our  Bergen  County 
component. 


DC,  in  1947.  During  his  medical 
career.  Dr.  Miller  was  affiliated 
with  Kimball  Medical  Center, 
Lakewood,  and  was  a member  of 
our  Ocean  County  component 
and  of  the  American  Medical  As- 
sociation. Dr.  Miller  retired  in 
1989. 


States  Navy  until  1946.  During 
his  career.  Dr.  Orton  maintained 
a practice  in  Rahway  and  was  at- 
tending at  Rahway  Hospital.  He 
was  a member  of  our  Union 
County  component  and  of  the 
American  Medical  Association.  In 
1980,  Dr.  Gorton  retired  and 
moved  to  Vermont. 


psychiatry  at  Temple  University, 
Philadelphia.  During  his  medical 
career.  Dr.  Pepernik  was  director 
of  the  Education  and  Training 
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Department  and  director  of  the 
Psychiatry  Department,  both  at 
Temple  University;  chief  ex- 
ecutive officer  and  medical  direc- 
tor at  Ancora  Psychiatric  Hospital; 
assistant  to  the  chairman  for 
academic  affairs  at  the  Depart- 
ment of  Psychiatry,  the  University 
of  Southern  California,  Los  An- 
geles; and  a member  of  our  Atlan- 
tic County  component  and  of  the 
American  Medical  Association. 
He  also  practiced  in  Pomona  and 
was  affiliated  with  Atlantic  City 
Medical  Center;  Shore  Memorial 
Hospital,  Somers  Point;  Millville 
General  Hospital;  and  William  B. 


Kessler  Memorial  Hospital,  Ham- 
monton.  Born  on  March  5,  1925, 
in  Binghamton,  New  York,  Dr.  ! 
Pepernik  was  graduated  from  the 
University  of  Cincinnati  College 
of  Medicine,  Ohio,  in  1949.  He 
completed  a residency  at  the  Uni- 
versity of  Iowa,  Iowa  City,  and  a 
residency  at  the  University  of 
Iowa  Psychopathic  Hospital.  Dr. 
Pepernik  served  in  the  United 
States  Army  from  1943  to  1946 
and  in  the  United  States  Air 
Force  Medical  Corps  from  1953 
to  1955. 


LOUIS  F.  RAYMOND 


Eighty-five-year-old  Louis 
Francis  Raymond,  MD,  passed 
away  on  June  17,  1994.  He  was 
an  ophthalmologist  in  Essex 
County  for  many  years.  Dr. 
Raymond  was  born  on  September 
28,  1908,  in  Orange.  He  was 
awarded  a medical  degree  from 
Loyola  University,  Chicago,  in 
1948.  Dr.  Raymond  completed  an 
internship  at  East  Orange  Gen- 
eral Hospital.  During  his  medical 
career,  Dr.  Raymond  practiced  in 
Caldwell,  East  Orange,  Connecti- 
cut, and  Maine,  and  was  on  staff 


at  St.  Vincent’s  Hospital,  Mont- 
clair; The  Hospital  Center  at 
Orange;  East  Orange  General 
Hospital;  St.  Mary’s  Ambulatory 
Care  Hospital,  Orange;  and  New 
York  Eye  Hospital,  New  York.  He 
also  was  a medical  examiner  for 
the  federal  aviation  association;  a 
member  of  our  Essex  County 
component,  of  the  American 
Medical  Association,  and  of  the 
Academy  of  Medicine  of  New 
Jersey;  and  a health  officer  for  the 
state  of  New  Jersey. 


ELI  RUBENSTEIN 


Former  president  of  the  medi- 
cal board  at  Bayonne  Hospital,  Eli 
Rubenstein,  MD,  of  Chevy 
Chase,  Maryland,  died  on  June 
22,  1994.  Dr.  Rubenstein  was 
born  on  June  14,  1908,  in  New 
York  City,  and  was  graduated 
from  New  York  University  School 
of  Medicine,  New  York,  in  1932. 
During  his  medical  career,  Dr. 
Rubenstein  practiced  in  Bayonne; 
was  head  of  the  pediatric  depart- 
ment at  Bayonne  Hospital;  was  on 


the  teaching  staff  at  New  York 
University  School  of  Medicine, 
New  York;  and  was  affiliated  with 
Margaret  Hague  Maternity  Hos- 
pital, Jersey  City.  He  was  a 
member  of  our  Hudson  County 
component  and  of  the  American 
Medical  Association.  Dr.  Ruben- 
stein also  was  a diplomate  of  the 
American  Board  of  Pediatrics  and 
a fellow  of  the  American  Academy 
of  Pediatrics. 
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Determination  of  Methylmercury  Exposure 
in  the  Mew  Jersey  Pregnant  Population 
and  Investigation  of  Exposure  Correlates 

=>  EOHS1*  is  looking  for  300  women  in  their 
first  trimester  of  pregnancy  to  participate  in  a 
study  to  see  if  they  have  been  exposed  to 
methylmercury 

=>  The  main  toxicity  of  methylmercury  is  on  the 
developing  fetus 

=>  Project  will  be  an  adjunct  to  each  woman's 
normal  pre-natal  care 

=>  Participants  will  be  interviewed  / Blood  & hair 
samples  will  be  collected 

=*  Feedback  provided  to  patients  & physicans 

Clinics,  hospitals,  & private  practices  are  all 
invited  to  be  a part  of  this  exciting  study 

Please  call  (908)  932-0180  for  more  details 

* The  Environmental  and  Occupational  Health  Sciences  Institute 
is  a joint  project  between  the  University  of  Medicine  and 
Dentistry  of  Hew  Jersey  and  Rutgers  the  State  University 


BEACON  PROFESSIONAL  BUILDING 

^Shese/itecf  (hj 
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New,  contemporary  office  building  in  Manahawkin, 
New  Jersey 

Adjacent  Southern  Ocean  County  Hospital 
Close  to  Garden  State  Parkway,  RT’s  72  & 9 
Customized  office  space 
Elevator 

70  Car  parking  lot 
Suites  available  for  sale  or  lease 


609-660-1010 


NEW  JERSEY  MEDICINE 
Display  Advertising 
for  information 
call 

609-393-7196 


AIRLINE  PHYSICIAN 

IMC  Health  Care  along  with  Continental  Airlines  has  an  immediate  opening 
for  one  Board  Eligible  or  Board  Certified  Physician  with  experience  in 
Occupational/Family  Practice  to  serve  as  Senior  Medical  Officer  for  our  new, 
state  of  the  art,  on-site  medical  facility  at  Newark  International  Airport. 
Candidates  must  be  Board  Certified/Eligible  in  Occupational  Medicine, 
Family  Practice,  Internal  Medicine,  or  Emergency  Medicine  and  should  be 
experienced  in  the  management  of  employee  health  care.  Physician  hours 
are  Monday-Friday,  8 am-5  pm.  This  unique  opportunity  offers  a total 
compensation  package  that  exceeds  $160K  per  year.  Fax  C.V.  in  strict 
confidence  to: 

Physician  Search  Committee 
IMC  Health  Care 
4540  Southside  Blvd.,  Suite  803 
Jacksonville,  FL  32216 

Fax:  (904)  642-1979  4 ] 5 8 - 
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